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 F000000This visit was for the investigation of 

Complaint #IN00125480.  

Complaint #IN00125480 - 

Unsubstantiated.  No deficiencies 

cited.

Survey Date:  April 11, 12, 2013

Facility Number:  001131

Provider Number:  155754

AIM Number:  200823940

Survey team:

Julie Wagoner, RN, TC

Census bed type:

SNF:  57

SNF/NF:  06

Residential:  98

Total:  161

Census payor type:

Medicare:  21

Medicaid:  06

Other:       134

Total:       161

Sample:  06

The facility is in compliance with 410 

IAC 16.2.
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