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{F 000} Initial Comments {F 000}

An offsite paper revisit was conducted on 4/16/22 

for previous deficiencies that were cited on a 

survey that ended on 3/3/22 with an Allegation of 

Compliance (AOC) Date of 4/15/22. The 

deficiency was determined to have been 

corrected.  The facility is in compliance with all 

regulations surveyed.
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