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This visit was for the investigation of two state

licensure hospital complaints.

Complaint Number: IN00258772

Unsubstantiated: Lack of sufficient evidence.

Complaint Number: IN00274754

Substantiated: No deficiency related to the

allegation is cited.

Dates of Survey: 08/19/21 and 08/20/21

Facility Number: 005075

QA: 8/24/2021
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