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L 000 INITIAL COMMENTS L 000

 This was a Federal and State complaint survey.  

 

Facility ID: 005934

 

Provider # 151501

 

Date of Survey: October 14, 2021

 

Active Census: 212

 

Sample Selection: 3 records reviewed

 

Complaint # IN00358291- Unsubstantiated

The Center for Hospice and Palliative Care, 

Hospice was found to be in compliance with 42 

CFR 418, in regards to an abbreviated complaint 

survey investigated under the allegation of 

physical environment.  

Quality Review Completed 10/18/2021
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