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L 000 INITIAL COMMENTS L 000

 This visit was for a Federal and State complaint 

survey of a Hospice Provider.  

Survey Dates:  8/22/2022 to 8/25/2022

Complaint: IN00384157- unsubstantiated.  

Federal and State deficiencies were not cited.

Census:  57

Unity Hospice of Northwest Indiana, LLC was 

found to be in compliance with 42 CFR 418 and 

IC 16-25 et sq in regard to a Federal and State 

hospice survey.
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