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L 000 INITIAL COMMENTS L 000

 This visit was for a Federal  and State complaint 

survey of a hospice agency.

Survey date: June 29th, 2022

Census:  273

Complaint #: IN00375637-Unsubstantiated.  No 

Federal or State deficiencies were cited.

The Center for Hospice and Palliative Care was 

found to be in compliance with 42 CFR 418 and 

IC 16-25 for hospice providers.
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