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D 000 INITIAL COMMENTS D 000

 An announced on-site CLIA recertification survey 

was conducted at Whole Woman's Health of 

Charlottesville on October 28, 2020 by the 

Virginia Department of Health's Office of 

Licensure and Certification. The survey included 

an entrance interview on 10/14/2020 and virtual 

record review conducted on 10/19/2020. The 

laboratory was surveyed under 42 CFR part 493 

CLIA Regulations.

Whole Woman's Health of Charlottesville is in 

compliance with the applicable Conditions and 

Standards under 42 CFR part 493 CLIA 

Regulations.
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