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E 000 Initial Comments E 000

 An Emergency Preparedness Survey was 

conducted on 7/22/19 by the Indiana State 

Department of Health in accordance with 42 CFR 

418.113 Hospice.

Survey dates: July 18, 19 and 22, 2019

Facility Number:  IN009702

Medicaid Number:  200139550

At this Emergency Preparedness survey, DeKalb 

Health Hospice was found to be in compliance 

with Emergency Preparedness Requirements for 

Medicare and Medicaid Participating Providers 

and Suppliers, 42 CFR 418.113 Hospice.

 

L 000 INITIAL COMMENTS L 000

 This was a federal hospice recertification and 

state re-licensure survey. 

Survey dates: July 18, 19 and 22, 2019

Facility Number:  IN009702

Medicaid Number:  200139550

Census:    5 active patients 

  56 admissions in past year

  51 discharges in past year 

Sample = 11

DeKalb Health Hospice is in compliance with the 

Indiana rules for hospice IC 16-25-3 and the 
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L 000 Continued From page 1 L 000

Conditions of Participation 42 CFR Part 418.
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