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This visit was for a Post Survey Revisit (PSR) to
the Investigation of Complaint INO0185754
completed on December 18, 2015.
This visit was in Conjunction with a Post Survey
Revisit (PSR) to the Recertification and State
Licensure Survey completed on January 25th,
2016.
Survey dates:
February 24 and 25, 2016
Facility number: 002724
Provider number: 155682
AIM number: 200309330
Residential: 36
Sample: 3
Woodmont Health Campus was found to be in
compliance with 410 IAC 16.2-5, in regard to the
Investigation of Complaint INO0185754.
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