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{F 000} Initial Comments {F 000}
An offsite revisit for the 4/24/25 survey was
conducted on 7/1/25 to 7/3/25. Based on review
of credible evidence, the faciltiy is found to be in
substantial compliance as of the AOC date
6/3/25.
TITLE (X6) DATE

STATE FORM

6899

JJ4u12

If continuation sheet 1 of 1



