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 S 000 INITIAL COMMENTS  S 000

This visit was for a licensure review of room 

conversion per ISDH CSHCR:  Program Advisory 

Letter Number:  AC-2020-02-HOSP.

Facility Number:  005015

Date of Survey:  2/3/2021

The following rooms in Ambulatory Surgery 

(Outpatient) unit, were converted to 

Medical/Surgical room(s):  OPS 5, OPS 6, OPS 

7, OPS 8, OPS 9 and OPS 10. 

QA:  2/8/21

 

Indiana State Department of Health

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

If continuation sheet  1 of 16899STATE FORM JN6711


