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A COVID-19 Focused Infection Control Survey

was initiated 09/14/2021and concluded

09/17/2021. There was no deficient practice

identified pursuant to 42 CFR 483.80.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

STATE FORM 6899 ZVOM11 If continuation sheet 1 of 1



	WhatyoushouldknowAboutHIV_12_2011.pdf
	WOMEN AND HIV/AIDS
	IF YOU NEED MORE INFORMATION CALL:
	Your local health department's HIV/AIDS Coordinator


	HIV-AIDS Form.pdf
	DISTRIBUTION METHOD
	AGENCY FORM INCLUDES THE FOLLOWING INFORMATION
	APPROPRIATE ATTITUDES & BEHAVIORS

	HIV-AIDS Form.pdf
	DISTRIBUTION METHOD
	AGENCY FORM INCLUDES THE FOLLOWING INFORMATION
	APPROPRIATE ATTITUDES & BEHAVIORS

	HIV-AIDS Form.pdf
	DISTRIBUTION METHOD
	AGENCY FORM INCLUDES THE FOLLOWING INFORMATION
	APPROPRIATE ATTITUDES & BEHAVIORS

	2015 Revised OIG NAT Program Visit Report.pdf
	Sheet1

	HIV-AIDS Form.pdf
	DISTRIBUTION METHOD
	AGENCY FORM INCLUDES THE FOLLOWING INFORMATION
	APPROPRIATE ATTITUDES & BEHAVIORS

	Copy of 2015 OIG NAT Program Visit Report.pdf
	Sheet1




