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This visit was for a Federal complaint survey of
an ESRD provider.

Survey Dates: 08/26/2024

IN00441670 without findings

Active Census: 58

In-Center Hemodialysis: 58

Fresenius Medical Care Floyd County is in
compliance with §494.180 (f)(4)(i)(ii)(iii)(iv)(v)(5)

as related to this complaint.
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following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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