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This survey was for a Post Condition revisit of an
ESRD Provider.

Survey date: January 15, 2025
Census by Modality:

In-Center Hemodialysis: 90

Home Hemodialysis: 0 not offered
Home Peritoneal Dialysis: 17

Total Active Patient Census: 107
Approved in-center dialysis stations: 24
Isolation room: 01

During this post condition revisit survey, 1
previously cited Condition of Participation CfC 42
CFR 494.180 Governance was corrected.

Fresenius Kidney Care Gary Dialysis was found
to be in compliance with Condition of Participation
42 CFR 494.180 Governance for ESRD
Providers.
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