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V 000 INITIAL COMMENTS V 000

 This visit was a Federal survey to add the 

modality of home hemodialysis and a focused 

infection control survey.  

Survey date: July 6, 2021

Facility #:  010127

     

Home Therapy Census: 10

Fresenius Medical Care Dekalb was found to be 

in compliance with Federal, State, and local laws 

and regulations related to the health and safety of 

patients for CFC 494.100 Care at Home and CFC 

494.30 Infection Control.
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