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E 000 Initial Comments E 000

 An Emergency Preparedness survey was 

conducted by the Indiana Department of Health in 

accordance with 42 CFR 494.62.

Survey Dates: 11-16, 11-17, 11-18, and 

11-19-2021

Facility #: 002414

CCN:  152564

Census: 82 In-center hemodialysis patients, no 

home program

At this Emergency Preparedness survey, East 

Chicago Dialysis Center, was found to have been 

in compliance with the Emergency Preparedness 

Requirements for Medicare participating 

Providers and suppliers, 42 CFR 494.62.

Quality Review Completed on 11/23/2021 by Area 

3

 

V 000 INITIAL COMMENTS V 000

 This visit was for a Recertification survey of an 

End Stage Renal Disease supplier.   

Survey Dates: 11-16, 11-17, 11-18, and 

11-19-2021

Facility #: 002414

CCN:  152564

Medicaid #: 200259750 A
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V 000 Continued From page 1 V 000

Census: 82 In-center hemodialysis patients, no 

home program

Census:  82 In-patient hemodialysis patients

1 isolation room 

No home program

Stations:  24 and 1 isolation room = 25 stations

Clinical Record Review:  7 Patients' clinical 

records were reviewed

At this Recertification and Complaint survey, East 

Chicago Dialysis Center was found to have been 

in compliance with the requirements of 42 CFR 

494.20, et seq., for End Stage Renal Suppliers.

Quality Review Completed on 11/23/2021 by Area 

3
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