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L 000 INITIAL COMMENTS L 000

 This visit was for a federal and state complaint 

investigation of a hospice agency.

Complaint #:  IN 00333246  Substantiated; no 

findings

Survey Dates:  10-25, 10-26, and 10-27-2021

Facility #:  005124

CCN:  151507

Census: field based 

69

In patient unit (respite, general in-patient, and 

extended on site)   4

Total: 73

Compassus-Indianapolis-Metro was found to be 

in compliance with 42 CFR 418 in regard to a 

Federal hospice complaint investigation survey, 

and IC 16-25-3 in regard to a State hospice 

complaint survey, in relation to patient rights and 

quality of care.

Quality Review completed on 11/05/2021 by Area 
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