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A002 1200-8-10 No Deficiencies A2 |
This Rule is  met as evidenced by: i [
During the annual survey on 04/24/2018, this i
facility was found to be in compliance with the Life !
Safety Code requirements of the Tennessee
Department of Health, Board for Licensing Health | !
Care Facilities, Chapter 1200-8-10, Standards for |
| Ambulatory Surgical Treatment Centers.
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This Rule is met as evidenced by:
An annual licensure survey was conducted at this
facility on 4/24/18. This facility complies with all
standards for Chapter 1200-08-10, Standards for
Ambulatory Surgical Treatment Center Facilities.
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