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 S 000 INITIAL COMMENTS  S 000

This visit was for a State Complaint Survey of a 

deemed Hospice Provider.  

Complaint #:  IN 00292969;  Substantiated; no 

deficiencies were cited.

Date of survey:  01-08-20201

Facility #:  009124

CCN #:  151540

Current Active Census:    44 patients

The Hospice provide is in compliance with IC 16 

Article 25 et, sq
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