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E 000 Initial Comments E 000

 An Emergency Preparedness Survey was 

conducted by the Indiana Department of Health in 

accordance with 42 CFR 418.113.  In conjunction 

with the Emergency Preparedness survey, a 

Focused Infection Control Survey was also 

conducted.

Facility #:  012203

CCN:  151606

Survey Dates: 6-22, 6-23, 6-24, 6-25, 6-28, and 

6-29-2021

At this Emergency Preparedness survey, 

Heritage Hospice and Palliative Care, was found 

to have been in compliance with the Emergency 

Preparedness Requirements for Medicare 

Participating Providers and Suppliers, 42 CFR 

418.113; and was found to have been in 

compliance with the Focused Infection Control 

requirements in regards to staffing and 

implementation of staffing during a pandemic.
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L 000 INITIAL COMMENTS L 000

 This visit was for a Federal Recertification and 

State Relicensure survey of a Hospice provider.

Survey Dates 6/22/21 , 6/23, 6/24, 6/25, 6/28, and 

6/29/21  

Facility # 012203
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L 000 Continued From page 1 L 000

Provider # 151606

Medicaid # 201179100

Heritage Hospice and Palliative Care was found 

to be IN COMPLIANCE with 42CFR 418,  in 

regards to recertification of a hospice agency.

Heritage Hospice and Palliative Care was also 

found to have been IN COMPLIANCE with the 

state licensure requirements at Indiana Code 

16-25-3.
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