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E 000 Initial Comments E 000

 A Focused Infection Control survey was 

conducted by the Indiana Department of Health in 

accordance with 42 CFR 418.113, for Hospice.

Survey Date:  12-22-2020

Facility Number: 006347

Provider Number:  151523

          

At this Focused Infection Control Survey, 

Franciscan Hospice Care, was found to have 

been in compliance with the requirements of the 

Condition for Coverage of Hospice, 42 CFR 

418.113, in relation to implementation of 

emergency staffing and emerging infectious 

organism infection prevention and infection 

control (COVID-19 pandemic.)organism infection 

prevention and infection control (COVID-19 

pandemic.)

Quality Review completed on 01/07/2021 by Area 

3

 

L 000 INITIAL COMMENTS L 000

 This visit was for a Federal Complaint survey of 

a deemed Hospice provider.

Complaint #:  IN00341290 - Unsubstantiated

Survey Date:  12-22-2020

Facility Number: 006347
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L 000 Continued From page 1 L 000

Provider Number:  151523

          

During this survey, Franciscan Hospice Care was 

found to be in compliance with Condition for 

Participation, 42 CFR 418.60 Infection Control.

Quality Review completed on 01/07/2021 by Area 

3
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