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 This was a follow up survey to the recertification 

(CORE) and COVID-19 Focused Infection 

Control,conducted on 7/30/21.   

Survey Date: September 21, 2021 

Facility ID: 012040

CCN: 152635

Total Facility Census: 62

In-Center Hemodialysis: 62

Home Hemodialysis (HHD): 0

Peritoneal Dialysis (PD): 0

Nocturnal: 0

Pediatrics: 0 

During this follow up survey, it was determined 

that 1 condition and 6 standard level deficiencies 

were corrected.  US Renal Care Lafayette was 

found to be in compliance with 42 CFR 494.10.
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