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A 001 1200-8-10 Initial

This Rule is met as evidenced by:

An annual heaith licensure survey was conducted
" on 4/22/19. An entrance conference was held on
. 4/22/19 at 8:00 AM with the Clinical Manager.

An exit conference was held on 4/22/19 at 3:30
PM with the Clinical Manager.

A 002 1200-8-10 No Deficiencies

. This Rule is met as evidenced by:

| An annual licensure survey was conducted at this

! facility on 4/22/19. This facility complies with all

| Standards reviewed for Ambulatory Surgical
Treatment Center Facilities.
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