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{C 000} INITIAL COMMENTS {C 000}

 This visit was for a Post Survey Revisit (PSR) to 

the Federal Recertification survey that was 

conducted on 6/28/2021 to 7/1/2021 and 

7/28/2021 by the Indiana State Department of 

Health.

Survey Date:  9/15/2021

Facility Number:  005097

Community Hospital of Bremen Inc., was found in 

compliance with 42 CFR 485.623, Physical Plant 

And Environment, Medicare Conditions of 

Participation.

QA:  9/20/2021
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