
STATE OF WASHINGTON

DEPARTMENT OF HEALTH

November 25, 2019

Michael Uradnik, Administrator
Acadia Healthcare
830 Crescent Centre Drive, Suite 610
Franklin, TN 37067

Re: Investigation #WA00094626 / Case #2019-14150

Dear Michael Uradnik:

This letter informs you of the outcome of the completed complaint investigation conducted on
November 19, 2019. After reviewing the complaint investigation, we determined there were
no deficiencies pertinent to this complaint under WAC and/or 42 CFR regulations.

Enclosed is your copy of the Statement of No Deficiencies. If you have any questions
regarding the process or results of this investigation you may contact our office at
360-236-4735. Please include the investigation number of the facility.

Sincerely,

Valerie Vajda, Case Manager
Office of Health Systems Oversight
P.O. Box 47874
Olympia, WA 98504-7874
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STATE COMPLAINT INVESTIGATION

The Washington State Department of Health
(DOH) in accordance with the Washington
Administrative Code (WAC) 246-322 Private
Psychiatric andAicoholism Hospitals, conducted
this complaint investigation.

Onsitedate: 11/19/19
Case number: 2019-14150
Intake number: 94626

The investigation was conducted by:
Investigator #37242

There were no violations found pertinent to this
complaint.
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