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P 000 Initial Comments P 000
A Complaint Survey investigating KY00045506,
KY00045162, KY00045017, KY00044904,
KY00044819, KY00044308, KY00043673,
KY00043677, and KY00043912 was initiated on
03/26/2025 and concluded on 03/27/2025.
No deficient practice was identified related to
KY00045506, KY00045162, KY00045017,
KY00044904, KY00044819, KY00044308,
KY00043673, KY00043677, and KY00043912,
Survey Dates: 03/26/2025-03/27/2025
Survey Census: 75
Sample Size: 11
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