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V 000 INITIAL COMMENTS V 000

 This was a federal ESRD complaint survey

Complaint IN00145223 - Substantiated:  No 

deficiencies related to the allegations were cited. 

Survey Date: 4/9/14

Facility #:  005139

Medicaid Vendor #:  100217180A

Surveyor:  Bridget Boston RN, Public Health 

Nurse Surveyor 

Census: Total - 141 

In-Center Hemodialysis Census: 100 

Home program: 41

PD - 36

HHD - 5 

 Fresenius Medical Care Indianapolis North was 

in compliance with the Conditions for Coverage 

42 CFR 494.80, 494.90, and 494.100 as related 

to this complaint.
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