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STATE COMPLAINT INVESTIGATfON

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

On-sEte dates: 04/20/23-04/21/23; Off-site:
05/03/23; 05/08/23-05/09/23
Case number: 2022-3078
Intake number: 120674

Investigation was conducted by investigator #19

There were no violations found pertinent to this
complaint.
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