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.000| Initial Comments. L 000

A periodic licensure survey was completed on
| February 10, 2009 with no deficiencies cited. At
the time of the survey, the agency was in
| compliance with the Rules and Regulations for |
| PRIVATE HOME CARE PRQVIDERS, Chapter
| 290-5-54.

ORS Inspection Report
TITLE (X6) DATE

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

STATE FORM 6899 BQMH11 If continuation sheet 1 of 1



