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55 Division of Reactor Safety
lospection Summary
Areas Inspected:

A routine inspection of the licensee’s actions in response to previous
inspection findings and licensee event report issues.

Results:

. The licensee's calculations and evaluations related to the electrical
distribution system were noteworthy.

i The Fire Protection System Iateraction Checklist included in Procadure
GEl-4 was excellent,

. No violations or deviations were identified during the inspection,
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. Inspection Followup Item 285/9230-01 - Adeguacy of the 161kV Offsite
Power Supply - was opened in paragraph 2.2,

. Violation 9210-01 1s discussed in paragraph 3 but remains open.
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Inspection followup Items were closed in paragraph 2:

4160 Volt Short Circuit Analysis

Degraded Voltage Analysis

Circuit Brezker/Fuse Coordination
125 Volt dc Voltage Drop Analysis
Fuse Control

Device Ratings

L] ’ L]

Inspection Followup Items were closad in paragraph 4:

« Surveillance Test Requirements

- Emergency Feedwater Storage Tank Level
Post Accident Monitoring Instruments

~ Wiring Interlocks

Licensee Event Reports (LERs) were closed in paragraph 5:

Electrical Cable Modifications

Main Steam and feedwater System Piping
Overpressurization of auxiliary feedwater system piping
Fire Barriers

Mechanica)l Containment Penetration M3

Offsite Puwer Low Signal

Violation of Technical Specification Requirement
Circuit Breaker Coordination of 480 Volt System
Relief Valves

Circuit Breaker Coordination of dc System

Steam Generator Differential Pressure Trip Setpoints
Containment Spray P Suction Head

Cam Followers in SBM Type Switches

Heater “rain Pump Motor Electrical Cables

Persons Contacted and Exit Meeting



1 INTRODUCTION

The NRC performed an inspection of the electrical distribution system
functional capabilities (EDSFI) in February 1991 as documented in NRC
Inspection Report 50-285/91-01. There were some issues identified during the
fDSF1 which required additional licensee action and followup inspection by the
NRC. In addition, some issues were reported to the NRC as a result of the
licensee's continued review of the EDSFI findings. This inspection was
conducted to review the licensee’s completed actions for those issues related
to thef[DSF! and to review the status of some additional issues that had been
fdentified.

2 ELECTRICAL DISTRIBUTION SYSTEM FOLLOWUP INSPECTION (25156/111)

The inspectors reviewed the status of the issues identified during the EDSFI
as part of this inspection effort. The review of additional issues related to
the EDSFI are documented later in this report.

2.1  (Closed) Inspection Followyp Item 285/9101-0): Short Circuit Analysis

During the EDSFI, some questions were raised about the capability of various
components (switchgear and circuit breakers) in the 4160V distribution to
withstand or interrupt potential short circuit currents. The licensee was
verifying and revising the inputs and assumption that were utilized in
comput ing the maximum short circuits that could be generated as part of the
on-going design basis reconstitution effort., The licensee committed to
complete the analysis by December 31, 1991.

During this inspection, the licensee's Engineering Analysis FC-90-055,
Revision 1, was reviewed. The licensee calculated that the largest attainable
short circuit currents on the 4160V buses would occur when the buses were
connected to the main generator, The inspectors also noted that the
calculations were revised to consider the effects of electrical cable
temperatures of 25°C verses the 90°C temperatures utilized in the earlier
calculations., The licensee had also initiated operating instructions (AOP-31)
to caution the operators to control the main generator output voltage within
the analyzed limits,

The inspectors observed that the calculated maximum short circuit currents
were within the interrupting capabilities of the switchgear. The inspectors
noted, however, that there was no margin in the momentary interrupting
capability of the Bus 1A4 Switchgear and the calculated maximum current.

The inspectors also reviewed the licensee's actions to resolve concerns raised
with the sizing of the Heater Drain Pump Motor's Feeder Cables (see Licensee
Event Report 92-022). The inspectors reviewed Engineering Change



Notice 92-0311 which directed the replacement of the No. 2 AWG cables with
No. 4/0 AWG cables. The inspector agreed that the replacement cables would
resolve the fire safety concern.

2.2 (Clgied) Inspection fo) lowup Lten 285/9101-02: Dearaded Yo' tage

The EDSFI noted problems witn the assumptions that had been used in the
licensee's calculation of the minimum voltage that would be available to
various components while automatically sequencing onorgoncgcloads. The
concerns included loading onto the emergency generators (EDGs) and under
degraded offsite power conditions. The licensee committed to include the
EDSF1 observations in a revised degraded voltage study that was being
conducted »< part of their design reconstitution effort,

During this inspection, the licensee's Engineering Analysis FC-92-072,
Revision 0, was reviewed. The licensee had calculated the values of voltage
and frequency that would result from the automatic loading of the EDGs at
discrete intervals. The -alculations were performed using the computer
program “"ETAP" and indicated that the EDGs would perform as designed. The
inspectors verified that the assumed loading times and values corresponded to
the as-built design. In addition, the inspectors utilized the computer
program "MATHCAD* to perform independent calculations. The resulte of the
inspectors’ calculations showed good correlatifon with the values obtained by
the licensee,

The inspeztors also reviewed Engineering Analysis FC -90-057, Revision 1. This
analysis evaluated the voltage available at the 4160V buses during automatic
sequencing of emergency loads. The inspectors noted that the licensee had
increased the Offsite Power Low Signal (OPLS) relay setpoints to approximatelv
97 percent of nomina) vo\tage to ensure that adequate voltage would be
available. The revised OPLS setpoints, however, required an offsite power
supply voltage of approximately 166.3kV at the onsite switchyard. The
inspectors reviewed the voltage profiles at the onsite switchyard that were
obtained in 1984 and those obtained in 1992. The inspectors noted a decrease
in the available voltage levels had occurred. The inspectors questioned
whether adequate voltage would be available to automatically sequence safety
loads during an accident condition. However, the present condition meets
regulatory requirements for sate shutdown power supply capability and the
onsite emergency power sources are appropriate for accident condition load
sequencing. The inspectors discussed this concern with 1icensee personnel and
were informed that a number of options were being reviewed. The licensee was
in the process of providing an additional 161kV transmission line to the
onsite switchyard to improve redundancy and power capability. Licensee
personnel also stated that additional adjustments to the OPLS relay setpoints
was being considered,

The licensee's actions to ensure an adequate source of off{site power for
automatic sequencing of accident loads will be reviewed with the Office of NRR
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and will be evaluate. furing a future inspection. (Inspection Followup Item
285/9230-01)

2.3 (Closed) Inspection Followup ltem 285/9101-03: Circuit Breaker
(oordination Study

The 1icensee was performing circuit breaker and fuse coordination studies for
the 4BOV and 120V ac systems and the 125V dc system at the time of the EDSF)

The Ticensee committed to complete those studies and implement any necessary

corrective actions in response to that inspec.ion,

During this inspection, the licensee's studies and corrective actions were
reviewed. The inspectors reviewed Engineering Analysis FC-91-004, Revision 1,
and found 1t to be acceptable. The inspeciors noted that the licensee had
replaced the trip units from various motor control center supply circuit
breakers. The modifications were implemented in accordance with Modification
Request FC-B8-013 in order to provide acceptable coordination of the trip
function, The 120V circuits were modified in accordance with FC-91-020. This
modification installed 30 ampere fuses downstream of the load distribution
circuit breakers in Distribution Panels AE-40A and -40D. The inspectors
verified that the addition of these fuses provided the necessary coordination.

The inspectors also verified that the battery output fuses were replaced in
accordance with FC-91-084 on April 20, 1992. The replacement fuses provided
the nocossar{ coordination with the blttor{ distribution system. The
Inspectors also noted that Engineering Analysis FC-91-084 dispositioned the
additional dc system coordination concerns that had been raised during earlier

reviews. The inspectors found the analysis to contain sound bases for the
conclusions,

The EDSFI concluded that insufficient information was available to provide
assurance that all safety-related, dc powered devices would have an adecuate
terminal voltage throughout the battery duty cycle. The licensee commiited to

perform a bounding voltage drop analysis for selected devices powered by the
128V dc system.

During this inspection, Vicensee Calculation FCOS827, "125VDC System Voltage
Drop Stud{.' Revision 2, dated December 3, 1992, was reviewed. The licensee
selected 1imiting components and determined the minimum operational voltage
levels. The voltage drop occurring in the electrical wiring and contro)
devices (o.?.. circuit breaker and relay contacts) were calculated and
subtracted from the assumed battery termina) voltage of 105V dc. The voltage
“as determined to be adequate to ensure proper operation of the devices except
*or three motors related to the emergency diesel generators, However, the
licensee determined that the potential inoperability of the motors would not
préevent the automatic start of an emergency diesel generator,







An NRC inspection in April 1992 determined that the narrow range containment

$ vevel instruments, LT-599 and LT-600, had not been calibrated by the
method stated in the Technical Specifications. In 1990, an NRC inspection had
fdertified the same concern with the calibration of these instruments, The
calibration procedures were revised in response to that inspection finding to
include the Technical Specification requirement, However, during the 199
refuel ing outage, the procedures were revised again and the Technical
Specification requirement that had been added, was deleted.

During the April 1992 inspection, Surveillance Procedures I1C-ST-WOL-000]1 and
1C-5T-wDL-0002 were revised (Revisions 11 and 8) to once a?aln fncorporate
physical measurement of the containment sump level. The licensee also added a
caution note to the procedures stating that changes should not be made without
Plant Review Committee review of the NRC commitment. In addition, the
licensee performed the surveillance test to the revised procedures.

The 1icensee's response to the Notice of Violation, dated June 22, 1992,
contained corrective action steps to insure the violation would not reoccur,
The corrective actions included: 1) performing a root cause analysis, 2)
issuing a memorandum to all members of the Plant Review Committee and Nuclear
Safety Review Group emphasizing the need to Rorfonn a thorough review of
procedure revisions to insure compliance with the Technical Specifications; 3)
revising Procedure NOD-QP-3, 10 CFR 50.59 Safety Evaluations," to provide
additional guidance in determining Technical Specification compliance; and 4)
& review of other float level calibration procedures to determine if revisions
were necessary to clarify the method of calibration required by the Technical
Specifications. The NRC found these proposed actions to be acceptable by
letter dated July 28, 1992.

During this inspection, the "Root Cause and Generic Implications Analysis
Report, Containment Sump Level Miscalibration,®" No. IR-92038] dated June 16,
1992, was reviewed. The inspectors found the report to be a comprehensive and
detailed analysis of the root cause. Quality Procedure NOD-QP-3, "10 CFR
50.59 Safety Evaluation," Revision 11, was also reviewed. Section 9.4 of the
procedure was revised to include a statement to ensure that the change
complied with the Technical Specifications. The inspectors also reviewed
Memorandum FC-0792-92 dated July 17, 1992, that was sent to the Plant Review
Committee and Nuclear Safety Review Group members. This memorandum discussed
the violation and emphasized the importance of reviewing changes to procedures
for compliance with the Technical Specifications. The inspectors considered
these corrective action items to be complete.

The last corrective action item included a review other float level
calibration procedures to ensure Technical Specification cor liance. This
item was being tracked by the licensee as commitment identi,ication No. 920573
and had a scheduled completion date of December 31, '992. This violation
remains open pending verification that this corrective action item has been
completed.
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4 FOLLOWUP (92701)
4.1 gumummnmmmam;w_mmnmmmm

During an inspection of the licensee's surveillance procedures and records,
some instances were noted where surveillance requirements had been waived.
The technical basis for the walvers were not always adequately documented and
the authority for uaivin? surveillance requirements had been granted to the
system engineers. The licensee acknowledged this apparent weakness and
inftiated corrective actions.

During this inspection, the inspectors reviewed the licensee's corrective
actions. The licensee redefined the waiver process as a procedure change and
revised Standing Orders G-23, *Surveillance Test Program,” and G-30,
*Setpoint/Procedure Changes and Generation," to implement the actions. “he
inspectors found these changes to be acceptable in resolving the concern,

The licensee identified a problem with the scparation distance between the
electrical cables for the two level transmitters. The separation was
acceptable for normal service applications, but did not appear to satisfy the

requirements for redundant applications of Post Accident Monitoring
Instruments specified in Regulatory Guide 1.97.

The licensee performed walkdowns of the instrumentation loops during the 1992
refueling outage and determined that problems existed which required rerouting
of some cables. The licensee initiated Modification Request FC-92-011 to
accomplish the necessary rework. The inspectors found the proposed
mydifications to be acceptable and verified thal the modification request was
scheduled to be completed during the 1993 refueling outage.

¢ (Closed) Inspection follows 1icn 295/9001-03: —Labeling of Resulatary

During the inspection of the Post Accident Nonitoring Instrumentation, the
inspectors noted that the licersee had not provided the required unique
identification for the instruments., The licensee included a provision for
identifying the specified instrum:nts in Modification Request FC-88-22,
*Detailed Control Room Design Review Labeling, Demarcations, Mimics and Color
Padding Project.”

During this inspection, the modifications were verified to have been
completed. The inspectors also toured the control room simulator and verified
that the unique orange dot designator had been attached to selected inztrument
labels.



(W} 6&i2:ig%iﬁ2fgigéi5ﬁi£ﬁifg:22E:éll_:ﬂi12QZl;QLL_JUMJnﬂ_lnLlrlnsl_nn

wuring the followup inspection of the loss of shutdown cooling event that
occurred oo February 7€, 1990, & wiring deficiency in the omor?cncy diesel
geners.or auto-close circuit was fuentified. The wiring deficiency prevented
the Giese) generator ouipu. breaker from c!osin? on an automatic start unless
large 10345, including the .ow pressure safety injection pump, had tripped.
However, he 1rw pressure safety injection punp does not load shed when
marually startzd. Ther~fere, wre diesel generator output breaker would not
automatically rlcee €orvas » 10ss of offsite power incident {f the pump had
been manually sta twd

During this inspection, the licensee s corrective actions were reviewed. The
licensee had ‘mplemented Modification Request FC-90-0Z4 to jumper the low
pressure safety injection pump permissive contacts in the diesel generator
output breaker closing circuit. The licensee's evaluations verified that
immediate loading of the low pressure safety injection pump on the diesel
generator bi's would have minimal effect on plant response %o a loss of offsite
power hcidang,

5 ONSITE REVIEW OF LICENSEE EVENT REPORTS (92700)
5.1 6§igia=£§kii:n1:n.Lx:n&_Bsnnri_zﬂizlzznlii__AnxiliAnx_fnndunxar_linin!

During the design bas:s reconstitution effort, the licensee discovered that
wiring for the wide range iteam generator pressure instrument on the auxiliary
feedwater control panel had been routed through the control room. A fire in
the control room could, therefore, have rendered this instrument inoperable.
In addition, the pressurizer pressure and steam generator narrow range level
indicators were powered from the “C* inverter that was fed from Battery 1.
However, the use of Battery 1 had not been analyzed in the fire safe shutdown.

In the interim, the licensee performed a Safety Analysis for Operability (SAD)
and revised the abnormal operating procedures to address forced evacuation of
the control room. Finrial resolution consisted of a plant modification to
supply analyzed power to the above instruments and rerouting the wiring so it
would not be affected by a control room fire. During this inspection, the
modifications were verified to have been completed.

5.2 (Closed) Licensee fvent Report 285/90-007: Main feedwater and Main
steam Piping Outside Design Basis

The licensee reported coancerns th the main feedwater and main steam piping
and supports outside of conta .went that could be overloaded during a seismic
event, An evaluation was performed which determined that the main feedwater
piping and supports were outside the design basis specified in licensin
correspondence and in the Updated Safety Analysis Report (USAR) for higg
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energy line break locations. In addition, tne main steam piping stress and
support allowable values were outside the USAR design basis,

The licensee implemented short-term corrective actions during the 1990
refueling outage. These corrective actions included the preparation of SAQ
90-04, dated April 9, 1990, which established an interim acceptance criteria
for plant operation. The inspectors reviewed the SAO and found it to be
comprehensive in scope. In addition, two modifications were completed on main
steawm and main feedwater supports during the outage. The inspectors reviewed
Modif:_ation Requests FC-90-19, Revision 0, "Main Steam Supports in Room 81
and Turhine Building," and FC-89-45, Revision 0, "Feedwater Supports in

Room 81 ana Turbine Building." The inspectors noted that the modifications
were well written and well documented.

The licensee's long-term corrective actions included: 1) the clarification of
the USAR concerning sefsmic requirements for the main steam and main feedwater
piping outside of containmert, 2) the modification of piping supports to
comply with the design basis, and 3) the initiation of a review of seismic
classification of the systems identified 1. the NRC safety evaluation
concerning the potential for flooding caused by ruptures of non-seismic

Class | systems. The inspectors also reviewed Modification Request FC-90-038,
Revision 1, *Main Steam and Feedwater Supports Room 81 and Turbine Building.*
The purpose of the modification was to restore the main feedwater and main
steam systems between the isolation valves and the turbine builaing to Seismic
Class | requirements. The nonsafety-related piping and supports were
reanalyzed to design basis requirements and supports were corrected as needed.
In addition, Engineering Analysis FC-92-030 was initiated to review the
seismic classification of systems with the potential for flooding. This
analysis had not been completed but was being tracked in the licensee's
commitment tracking system as CID 900217/09.

The licensee reported concerns with the potential for the turbine driven
auxiliary feedwater pump (FW-10) to overspeed and cause the discharge piping
to be overpressurized. The report stated that the pump had a speed limiter
but did not have an overspeed trip; therefore, a single failure of the speed
Timiter could cause the pump to overspeed.

The inspectors reviewed SAO 90-012 dated May 13, 1990, The SAO justified the
continued plant operation based on Engineering Analysis FC-90-28, Revision 1,
"Effect of Single Failure of FW-10 Speed Liniting Governor.” The inspectors
noted that the engineering analysis determined that the maximum dischar?o
pressure would not cause a failure in the auxiliary feedwater piping. The SAD
concluded that since the overspeed and overpressure postulated event would not
cause a loss of safety function of the auxiliary feedwater system, no
immediate compensatory measures were required.
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The 1icensee completod SAD 91-01 in February 1991 to provide the basis for
continued operation, The EOPs were revised to require closing the charging
pump manual discharge valves whenever the charging pumps were secured. In
addition SAO 91-0] and the USAR were revised to include the updated
containment pressure analysis and the design basis for Conta nment
Penetration M-3.

The Vicensee had requested exclusion from the Type C leak testing required by
Appendix J based upon a new justification. That request had not been approved
at the time of this inspection. However, the inspectors determined that the
status of the test exclusion request had no bearing on the continued safe
operation of the facility.

56 (Closed Licensge Luent Report 265/91-004; 0ff51te Poser Low Sianal

A licensee engineering analysis revealed that the voltage supplied to some
480V safeguards equipment could fall below 87.5 percent without the offsite
power low signal (OLPS) being actuated. Since this voltage reduction was
lower than the 90 percent recommended voltage for some safeguards loads, the
licensee determined the plant was outside its design basis.

The licensee's corrective actions included administrative controls of

equipment configurations and bus loadings, as well as raising the OPLS
setpoints. The long-term corrective action was to alter the existing logic

circuitry such that, upon receipt of a safety injection actuation signal,
}lrgo ;q:ipnont not required for accident mitigation would be automatically
oad shed.

During this inspection, Modification Request FC-91-008, which changed the load
shed o?ic. was verified to have been fully implemented and tested during the
1992 refueling outage. The completion of the modification negated the need
{or continued administrative control of equipment configuration and bus
oading.

.7 /91-005; _Violation of Instrument and
Contral Technical-speciication 2,45

On February 28, 1991, the Instrument and Control technicians were performing
maintenance on Steam Generator Instrument B/PIC-905. The instrument was
declared inoperable at 25 minutes past midnight and the trip units were placed
in bypass. At 11:44 a.m., a mechanical jumper (bypass) was installed on the
instrument. At that time it was realized that the b{pass should have been
installed within 8 hours of the instrument being declared inoperable. The
cause was determined to be wrong interpretation of the requirement by
operations personnel.

The licensee's corrective actions included training on this event and the
documentation of a Technical Specification Interpretation. During
this inspection, all corrective actions were verified to have been completed,
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5.8 ent Report 285/91-007; Circuitl Breaker Coordination
ribytion System

As discussed in paragraph 3.4 .4 of the EDSF] Report, the licensee identified
and reported problems with the overcurrent trip coordination of various 480V
circuit breakers. The licensee's report provided a commitment to complete a
coordination study and resolve any problems.

The inspectors reviewed the circuit breaker coordination study and the related
modifications as part of Inspection Followup Item 285/9101-03 and found them
to be acceptable. (See paragraph 2.3.)

5.9 (Closed) Licensee Lvent Report 285/92-008: Safety Relief Valve Setpoints
Greater Than Qualified System Design Pressure

The licensee reported concerns with four, safety injection system, relief
valves. Valves SI-187, §1-309, S1-310, and S1-311 had setpoints that were
greater than the system design pressure as qualified by the or!,tnal
hydrostatic tests. Reviews of relief valve setpoints in the safety injection,
chemical and volume control, raw water, component cooling water, auxiliary
feedwater, and the reactor coolant systems were perfo in accordance with
Engineering Assistance Request (EAR) 91-097 to determine if any other relief
vilves had nonconforming setpoints. No other nonconformances were identified.

During this inspection, the licensee’s response to EAR 91-097 for the four
valves identified above was reviewed. Valves SI-187 and 51-310 had a setpoint
of 600 psig while the piping was qualified to 500 psig by hydrostatic test,
Valve S1-309 had a setpoint of 350 psig while the piping was qualified to

300 psig. The licensee determined that the piping systems were operable
because the pressure ratin?s for the most 1imiting components exceeded the
setpoints of the relief valves. Valve S1-311 had a setpoint of 150 psig while
the piping was qualified to 66 psig during the original hydrostatic tast,
However, in 1983 a hydrostatic test had been conducted at 190 psig. The
l;gonsoe considered the 1983 test sufficient to qualify the piping for

150 psig.

Modification Request FC-92-009, Revision 0, was prepared to reduce the
setpoints of S1-187 and S1-310 from 600 to 500 psig and S1-309 from 350 to
300 pstg. The inspectors reviewed the Maintenance Work Orders 910725, 910733,
and 910732, and determined that the setpoints had been changed and that the
valves returned to service during April 1992,

The licensee's long-term corrective actions included revising plant drawings,
updating design basis documents, and porforuin? the required 10-year
hydrostatic test to verify the acceptability of the p!ptng associated with
Relief Valve S1-311. The inspectors reviewed the controlied plant drauing: of
the relief valves and determined that the valve setpoints had been properly
revised. The inspectors also reviewed marked-up revisions to the Shutdown
Couling System and Low Pressure Safety Injection System design basis documents
and determined that they had been updated to reflect the changes in relief
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5.04¢ (Closed) Licensee Lvent Report 285/92 022: Heater Drain Pump Cables

During the electrical system short circuit studies, the licensee discovered
and reported a problem with the sizing of some electrical cables. The
licensee determined that a fire could result in a short circuit between the
three )hases of the cables that supplied power to some components, including
the heater drain pumps’' motors. A "bolted short connection® caused by the
fire could cause the cable jacket temperature Lo increase above allowable
Timits in other areas where the cables were routed. The high cable jacket
temperatures could, in turn, cause problems with other, adjacent, cables.
Although the heater drain pump motor cables were not safety related, they
could impact the operability of adjacent safety-related cables. Therefore,
the licensee replaced the heater drain pump cables in accordance with
Engineering Change Notice 92-311.

The inspectors reviewed the licensee's analysis and actions as part of
Inspection Followup Item 9101-01 (see paragraph 2.1) and found that they
resolved the problem.



ATTACHMENT
1 PERSONS CONTACTED

1.1 Omaha Public Power District Personngl

*R. Andrews, Division Manager, Nuclear Services

*G. Cook, Supervisor, Station licenstn?

*S. Gambhir, Division Manager, Production Engineering
*). Gasper, Manager, Training

*C. Guliani, Supervisor, Operations Training

*R. Jaworski, Manager, Station Engineering

*L. Kusek, Manager, Nuclear Safety Review

R, Lewis, Principle Engineer, Design Engineering

*D. Lippy, ticcmm? Engineer

*R. Mehaffey, Principal Engineer, Electrical Engineering
*S. Miller, System Engineer

*R. Mueller, Supervisor, Electrical Engireering

*), 0'Connor, Manager, Design Engineering - [lectrical
*W. Orr, Manager, Quality Assurance and 8uality Contrel
*1. Patterson, Manager, fort Calhoun Station

“R. Phelps, Manager, Design Engincering

*R. Short, Manager, Nuclear Licensing and Industry Affairs
*C. Simmons, Station Licensing Engineer

*J), Ti1ls, Assistant Manager, Fert Calhoun Station

1.2 MRC Region LY Personnel

*J). Whittemore, Reactor Inspector

*Denotes personnel that attended the public exit meeting conducted on
December 11, 1992.

2 EXIT MECTING

An exit meeting was conducted on December 11, 1992. During this meeting, the
lead inspector reviewed the scope and findings of the inspection, The
1icensee did not identify as proprietary any of the materials provided to, or
reviewed by, the inspectors during this inspection.



