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V 000 INITIAL COMMENTS V 000

 A Recertification (CORE) Survey was conducted 

by Healthcare Management Solutions, LLC on 

behalf of the Centers for Medicare & Medicaid 

Services (CMS). The facility was found to be in 

compliance with the requirements of 42 CFR, 

Part 494, Subparts A, B, C, and D Conditions for 

Coverage for End-Stage Renal Disease Facilities. 

Survey Dates: 05/06/19 

Total Facility Census: 31

In-Center Hemodialysis: 0

Home Hemodialysis (HHD): 4

Peritoneal Dialysis (PD): 27

Nocturnal: 0 

Pediatrics: 0 

Sample Size: 3

Network 9 was contacted after entrance.
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