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

Facility Number: 002578 

Survey Date: 01-03-2023 to 01-04-2023 

Community Surgery Center Hamilton is in compliance with
410 IAC 15-2, Ambulatory Surgery Center Licensure 
Rules. 

QA: 1/12/2023 

 

Office of Primary Care and Health Systems Management

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

STATE FORM Event ID: 5E9EB-H1 Facility ID: 002578 If continuation sheet Page 1 of 1


