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This visit was for a state licensure survey of an
Ambulatory Surgery Center. 

Facility Number: 003497 

Survey Dates: 07/26-27/2022 

QA: 08/03/2022 

 

S0826 S0826MEDICAL STAFF; ANESTHESIA AND SURGICAL 

CFR(s): 410 IAC 15-2.5-4 

410 IAC 15-2.5-4(c)(1)(E) 

The medical staff shall write and 

implement policies and procedures and 

the governing body shall approve 

policies and procedures which include 

but are not limited to, the following: 

(E) Safety training required of 

personnel. 

This LICENSURE REQUIREMENT is NOT MET as evidenced
by: 

Based on document review and interview, the 
facility failed to develop and implement policies
and procedures related to safety training. 

Findings include: 

1. Interview on 07/27/2022, at approximately 1300
hours, with A1 (Executive Director), confirmed 
that a policy related to safety training had not 
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been developed. 

2. A policy/procedure related to safety training 
was not provided. 
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