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This visit was for the investigation of a State

Licensure complaint.

Complaint Number: INO0398563

Survey Date: 10/30/24

Facility Number: 004171

Upon investigation, it was found that the patient

referenced in the complaint was not a patient at

the facility or offsite under the facility license.

QA: 11/04/2024

Indiana Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

STATE FORM

6899

9HX411

If continuation sheet 1 of 1




