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L 000 | INITIAL COMMENTS L 000
A hospice complaint survey was conducted by
the Indiana Department of Health on 12/20/2021
and 12/21/2021 at facility #009088.
Complaint #IN00344188 - unsubstantiated with
no related or unrelated findings
Complaint #IN00343641 - unsubstantiated with
no related or unrelated findings
Complaint #IN00343679 - unsubstantiated with
no related or unrelated findings
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