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 S 000 INITIAL COMMENTS  S 000

This visit was for a state pre-occupancy survey.

 

Facility Number:  005054

 

Survey Date:  10-28-2019

Riverview Health Urgent Care & Emergency 

Room at 9690 East 116th Street Fishers, IN. 

46037 meets the requirements for Indiana State 

Licensure Rules 410 IAC 15-1.6-1 Emergency 

Services.
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