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F 000 INITIAL COMMENTS F 000

 A complaint investigation survey and follow up 

surveys (Event ID# JL7E12 and 2Q5D13) were 

conducted 12/5/2023.  Event ID# F2DZ11.  The 

following intakes were investigated:   

NC00209325 and NC00209027.

3 of 3 complaint allegations did not result in 

deficiency.

An onsite revisit was conducted on 12/5/2023 and 

the facility is back into complaince effective 

11/3/2023.
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