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 S 000 INITIAL COMMENTS  S 000

This visit was for the investigation of a state 

licensure hospital complaint.

Complaint Number:  IN00246977

Unsubstantiated:  Lack of sufficient evidence.

Survey Dates:  11/18/2021 & 05/20/2022 

Facility Number:  005008

St. Catherine Hospital, Inc. is in compliance with 

410 IAC 15-1.5-5, Physician Services, 410 IAC 

15-1.5-6, Nursing Services and 410 IAC 15-1.6-9 

Discharge Planning, Hospital Licensure Rules. 

QA:  7/25/2022
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