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L 000 INITIAL COMMENTS L 000

 This was a State and Federal focused survey for 

addition of an inpatient unit.

Survey Date: 8/24/2020

Facility Number: 005934

Unduplicated Skilled Census: 0

Sample: 

Record Review With Home Visits: 0

Record Review Without Home Visits: 0

Total Records Reviewed: 0

Center for Hospice and Palliative Care Inc., was 

found to be in compliance with 42 CFR Part 

418.100: Hospices that provide inpatient care 

directly.
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