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 This visit was for a Post Survey Revisit (PSR) to 

the federal hospital complaint survey that was 

conducted on 10/25/23 to 10/26/23, by the 

Indiana State Department of Health.

Complaint Number:  IN00420181

Survey Date:  1/08/24

Facility Number:  005094 

Parkview Wabash Hospital was found in 

compliance with 42 CFR 489.20 and 489.24, 

Responsibilities of Medicare participating 

hospitals in emergency cases.

QA:  1/19/24
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