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 S 000 INITIAL COMMENTS  S 000

This visit was for a licensure review for 

conversion of hospital space to patient rooms per 

ISDH CSHCR: Program Advisory Letter

Number: AC-2020-02-HOSP.

Facility Number: 005044

Survey Date:  1/18/2022

The ten (10) inpatient and outpatient surgery 

rooms were already reconverted by the facility 

before an initial inspection could be completed to 

determine if the rooms met the requirements 

listed in ISDH CSHCR: Program Advisory Letter 

Number: AC-2020-02-HOSP.  

This request was for the conversion/addition of 

five (5) outpatient surgery rooms, and five (5) 

inpatient surgery rooms as was required by the 

facility for use during the Covid-19 period. No 

rooms were inspected as all had been 

reconverted by 12/15/2021. Unable to determine 

compliance with ISDH CSHCR: Program Advisory 

Letter Number: AC-2020-02-HOSP.

QA:  1/21/2022

 

Indiana State Department of Health

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

If continuation sheet  1 of 16899STATE FORM 3UQQ11


