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{E 000} Initial Comments {E 000}

 An offsite paper revisit survey was conducted on 

09/23/2022 for all previous deficiencies cited on 

08/18/2022.  All deficiencies have been 

corrected.  The facility is in compliance with all 

regulations surveyed.

 

{F 000} INITIAL COMMENTS {F 000}

 An offsite paper revisit survey was conducted on 

09/23/2022 for all previous deficiencies cited on 

08/18/2022.  All deficiencies have been 

corrected.  The facility is in compliance with all 

regulations surveyed.
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