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 A 000 Initial Comment  A 000

Compliant investigation 

IL00200657/2692919- unsubstantiated

IL00201222/2674321- unsubstantiated

IL00202018/ 2696457- unsubstantiated

Entity Reported Incident

IL00201240- substantiated. No deficiency

IL00202919-substantiated. No deficiency 

No findings identified during this survey.

 

Illinois Department  of Public Health

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

If continuation sheet  1 of 16899STATE FORM 2Q4511


