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AMBULATORY SURGERY CENTER FOR PAIN RELIEF LLC
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2330 LYNCH RD STE 100

EVANSVILLE, IN  47711
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 C 000 INITIAL COMMENTS  C 000

Surveyor 33212

Facility #: 011735

Type of survey: State Licensure Off-Site AAAHC 

Accreditation Survey

Date of AAAHC On-Site survey: 12/11&12/2012.

Date of ISDH Off-Site survey 08/30/2013

Reviewer/surveyor: Nancy Otten, RN,PHNS

Based on review of the 12/12/2012 AAAHC 

Survey, it has been determined that Ambulatory 

Surgery Center for Pain Relief meets the 

requirements for State Licensure in Indiana for 

2012.
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