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L 000 INITIAL COMMENTS L 000

 This was a federal and State hospice complaint 

investigation.

Complaint #:  IN00126617 - Substantiated: No 

deficiencies are cited.

Survey Dates:  5-7-13, 5-8-13, 5-9-13, 5-13-13, 

and 5-14-13

Facility #:  009557

Medicaid Vendor #:  2003184204

Surveyors:  Vicki Harmon, RN, PHNS

      Team Leader

                  Dawn Snider, RN, PHNS

Living Waters Hospice Care was found to be in 

compliance with 42 CFR 418.52(b)(4)(i), (ii), (iii), 

and (iv) as related to this complaint.

Quality Review: Joyce Elder, MSN, BSN, RN

May 20, 2013
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