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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: April 26th, 27th, and 28th of 2021

Census = 20 In-Center Hemodialysis 

At this Emergency Preparedness survey, 

Fresenius Medical Care Salem was found  in 

compliance with Emergency Preparedness 

Requirements for Medicare and Medicaid 

Participating Providers and Suppliers, 42 CFR 

494.62.

Quality Review completed on 5/5/2021 A4

 

V 000 INITIAL COMMENTS V 000

 This visit was for a federal core ESRD (Core) 

recertification survey in conjunction with a 

COVID-19 infection control focused survey and a 

complaint investigation survey.

Complaint IN00342709 Substantiated with no 

deficiencies cited.

Survey Dates: April 26th, 27th, & 28th of 2021

Facility ID: 002879

Census: 20 In-center hemodialysis

   0 Home peritoneal dialysis

   0 Home hemodialysis.

Fresenius Medical Care Salem was found to be in 

compliance with 42 CFR Part 494 for End Stage 

Renal Disease.

 

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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