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This visit was for the

INO0416677.

allegations are cited.

2023.

September 13, 2023

Investigation of Complaint

Complaint INO0416677- No
deficiencies related to the

Survey date: September 13,

Facility number: 001135
Residential Census: 35

Kingston Residence of Fort
Wayne was found to be in
compliance with 410 IAC 16.2-5
in regard to the Investigation of
Complaint INO0416677.

Quality review completed

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from
correcting provided it is determined that other safeguards provide sufficient protection to the patients. (See

instructions.)
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