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An Emergency Preparedness survey was
conducted by the Indiana Department of Health in
accordance with 42 CFR 484.113 for a Hospice
Provider and Suppliers.

Survey Date: 05-23, 05-24, 05-25 and
05-26-2022

At this Emergency Preparedness survey,
Southerncare South Bend was found to have
been in compliance with Condition of Participation
42 CFR 484.113, Emergency Preparedness
requirements for Medicare Participating Providers
and Suppliers.
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This visit was for a Federal and State
investigation of 11 complaints with a State
Relicensure Survey of a Deemed Hospice
provider.

Survey Date: 05-23, 05-24, 05-25 and
05-26-2022

Census: 139

Complaint #: IN 00310263 - Unsubstantiated,
unrelated findings

IN 00238625 - Unsubstantiated,
unrelated findings

IN 00238227 - Unsubstantiated,
unrelated findings

IN 00233175 - Unsubstantiated,
unrelated findings
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IN 00225238 - Unsubstantiated,
unrelated findings

IN 00203255 - Unsubstantiated,
unrelated findings

IN 00197943 - Unsubstantiated,
unrelated findings
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