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 L 000 INITIAL COMMENTS  L 000

This State hospital investigation was completed 

on-site in response to case/complaint 

#57155/2015-3761 by Joan Pierce, MSN, RN on 

April 7, 2015.

There were no deficiencies found per the State 

hospital licensing rules, Chapter 246-322 WAC 

pertinent to this complaint.
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