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Initial Comments

Type of Inspection: An on-site Inspection of a

facility reportable event where a vehicle hit and
entered the building and repair work had been

completed was performed.

Documents were reviewed. Tour of the 1st. floor
(400's unit) and 2nd. floor (500's unit), which
included rooms #402 the area effected by vehicle
hitting and entering the building. Inspection of
rooms #501 and #502 rooms directly above the
room involved with the accident.

Census: 84.
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