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L 000 INITIAL COMMENTS L 000

 This visit was for a federal complaint 

investigation of a deemed hospice agency.

Complaint IN00337123 was Substantiated: no 

deficiencies cited.

Survey date: January 8, 2021

Facility ID: 009765

Unduplicated census: 335

Skilled census Evansville: 31

Skilled census Jasper branch: 29

Active patients residing in ALF: 7

Active patients residing in SNF: 24

Hospice Aide only patients: 0

Homemaker only patients: 0

Total active census: 60

Total records reviewed: 4

Home visits: 0

Kindred Hospice was found to be in compliance 

with 42 CFR 418.

Quality Review completed on 1/11/2021 A4
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