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A 000; Initial Comments A 000
A complaint investigation was reviewed for
Planned Parenthood of Maryland, Annapolis
facility on November 10, 2016. The complaint
was anonymous. .
Complaint reference number: #MD00106828
-The investigation included reviewing medical
documentation for two separate patients on two
separate dates. The facility supplied the ,
requested documentation to the Office of Health
care Quality (OHCQ). The complaint was found to
be unsubstantiated.
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