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(X2) MULTIPLE CONSTRUCTION
A. BUILDING
B. WING

(X3) DATE SURVEY COMPLETED
03/11/2025

NAME OF PROVIDER OR SUPPLIER
SAGAMORE SURGICAL SERVICES INC

STREET ADDRESS, CITY, STATE, ZIP CODE
2320 CONCORD ROAD, SUITE B , LAFAYETTE, Indiana, 47909

This visit was for a State Licensure survey of an
Ambulatory Surgery Center.

Facility Number: 006126

Survey Date: 3/10/25 to 3/11/25

Sagamore Surgical Services Inc. is in compliance with
410 IAC 15-2, Ambulatory Surgery Center Licensure

Rules.

QA: 3/12/2025
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