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STATE STATE COMPLAINT INVESTIGATION

The Washington State Department of Health 

(DOH) in accordance with Washington 

Administrative Code (WAC), Chapter 246-322 

PRIVATE PSYCHIATRIC AND ALCOHOLISM 

HOSPITALS conducted this compliant 

investigation.

Onsite dates: 02/02/18

Examination number: 2018 - 144

Intake number: 78510

The survey was conducted by:

Rosie Tillotson, RN, MSN

There were no violations found pertinent to this 

complaint.
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