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L 000 INITIAL COMMENTS L 000

 This visit was for a Federal and State complaint 

investigation of a Hospice Provider.

Survey dates: 7-8-21, 7-9-21 and 7-12-21

Facility # 003901  

Provider/ CCN#:  151586

Complaint # IN00351124:  Substantiated.  No 

deficiencies cited.

Complaint # IN00319192:  Unsubstantiated.  Lack 

of sufficient evidence.

Kindred Hospice was found to be in compliance 

with the Conditions of Participation at 42 CFR 418 

and IC 16-25-3

Quality Review Completed on 7/20/21 by Area 3.
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