ON-SITE IMMEDIATE CORRECTION FORM

Date of Review:

County/Provider Name/Provider No.:

Facility/Provider #

Condition(s) which exist that present an immediate risk to individual’s health, safety or welfare.

Immediate Citation(s) Plan of Correction lm?gﬁgate
Approved
Use additional pages if necessary
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Page 1 of 1

DODD Form 018F — Effective 10/1/14



