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Paper Compliance to the Investigation of
Complaint IN00223257.

Review date: April 13, 2017

Facility number: 003130
Provider number:; 155702
AIM number: 200386750

Aperion Care Peru was found to be in compliance
with 42 CFR Part 483, Subpart B and 410 IAC
16.2, in regard to the Paper Compliance Review
to the Complaint Investigation.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
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