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 S 000 INITIAL COMMENTS  S 000

The visit was for investigation of a State licensure 

hospital complaint.

Complaint Number:  IN00289041

Survey Date:  3/9/2021

Facility Number:  002408

Upon arrival to the facility, it was found that the 

patient listed in the complaint was not a patient at 

the facility as indicated in the compliant. 

QA:  3/11/21
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