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T 000 | Initial Comments - 4 T 000
An unannounced second Licensure Revisit
inspection to the revisit inspection conducted
1/3/19, was completed on 2/21/19 by two (2)
Medical Facilities Inspectors from the Office of
Licensure and Certification, Virginia Department of
Health. The unannounced Biennial Licensure
inspection was conducted 6/4/18 through 6/5/18
and 6/7/18.
The facility was in compliance with the State
Board of Health 12 VAC 5-412, Regulations for
Abortion Facilities (Rev. 2017). All previous
citations were found to have been cleared. No
new concerns were identified.
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