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State Complaint Investigation Survey
The Washington State Department of Heaith
(DOH}) in accordance with Washington
Administrative Code {WAC), Chapter 246-322
Private Psychiatric and Alcoholism Hospitals,
conducted this health and safety survey.
Administrative review completed: 01/28/2019
Complaint #: 84427
ILRS #: 2018-11918
The investigation was conducted by Surveyor
19812
There were no deficiencies identified relative to
WAC 246-322,
1]
State Form 2567
TITLE (X6} DATE

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

STATE FORM

it

802611

if continuation sheet 1 of 1




