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V 000 INITIAL COMMENTS V 000

 This was an offsite desk review for the relocation 

of an ESRD provider.

Survey Date: 7/15/22

Facility #:  005138

CCN:  15-2607

Facility Census: 112 

In-Center HD:  97

Home PD:  15

Home HD:  0

In-center Stations: Decrease from 30 to 25 

stations.

Isolation Stations:  Decrease from 2 isolation 

rooms to 1 room.

Home Program: Increase of 1 training room.

The ESRD was in compliance with 42 CFR 494 

related to the relocation of an ESRD facility.
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