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F 000 INITIAL COMMENTS F 000

 An unannounced onsite complaint investigation 

was conducted 05/13/25 through 05/14/25. Event 

ID# GW2511. The following intakes were 

investigated:  NC00230374, NC00230179, 

NC00230146, NC00229670, NC00229424, 

NC00229299, NC00229326, NC00229313, 

NC00229231, NC00229065, NC00228897,  

NC00228510, and NC00229948.

30 of 30 allegations did not result in deficiency.
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