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STATE COMPLAINT INVESTIGATION

The Washington State Department of Health
(DON), in accordance with Washington
Administrative Code (WAC) 246-322 State
Private Psychiatric and Alcoholism Hospitai
Licensing Regulations, conducted this complaint
investigation.

investigation Onsite Date: 04/26/22

Investigation Offsite Dates: 04/27/22, and
04/29/22

Intake Numbers: 100543, 100800,100982

Case Numbers: 2020-6595, 2020-6822,
2020-7262

No citations were determined for the complaints.
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