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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: 07/23/2025 to 07/25/2025

Census by Service Type: 

In-Center Hemodialysis: 17

During this Emergency Preparedness survey, 

Duneland Dialysis Knox, was found to be in 

compliance with 42 CFR 484.102, Emergency 

Preparedness Requirements for Medicare 

Participating Providers and Suppliers.

QR: A1, 7/27/2025

 

V 000 INITIAL COMMENTS V 000

 This visit was for a CORE Federal Recertification 

survey of an ESRD provider. 

Survey dates: 07/23/2025, 07/24/2025, and 

07/25/2025

Census by Service Type:

In Center Hemodialysis: 17

Total Census: 17

Isolation: No room, area, nor a waiver. Isolation 

provided by an agreement with another Provider. 

Duneland Dialysis Knox was found to be in 

compliance with 42 CFR 494 in regard to an 

ESRD Recertification survey.
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