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The Licensure Resurvey and Complaint Investigation
1548800, 1548796, 1548797, 1548798 of the above-named
facility resulted in a finding of no deficiency
citations.
Office of Primary Care and Health Systems Management
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE | TITLE (X6) DATE
STATE FORM Event ID: 1DBE37-H1 Facility ID: NO78009 If continuation sheet Page 1 of 1



