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F 000 | INITIAL COMMENTS F 000
A follow-up and complaint investigation survey
was conducted from 09/05/24 through 09/10/24.
Event ID# TGO412 and ID # FIPJ11. The
following intakes were investigated NC00221544,
NC00221205, NC00221021, and NC00220859.
17 of the 17 complaint allegations did not result in
deficiency.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 09/19/2024

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
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program participation.
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