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L 000 | INITIAL COMMENTS L 000
This visit was for a federal hospice certification
and state re- licensure
Survey Dates: October 17th through October
20th, 2016
Facility ID # 010652
Provider ID # 15-1569
Census: 36
Records Reviewed : 11
Bereavement Records 2
Home Visits 3
Spencer County Hospice is in compliance with 42
CFR 418.1 Regulations for Hospice Providers
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