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MEDICARE  COMPLAINT INVESTIGATION 

The Washington State Department of Health 

(DOH) in accordance with 42 CFR 482 

Conditions of Participation for Hospitals 

conducted this health and safety complaint 

investigation.

Onsite dates: 07/16/19 - 07/17/19

Case number: 2019-6892

Intake number: 90855

The investigation was conducted by:

Investigator #13692

There were no violations found pertinent to this 

complaint.
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