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 S 000 INITIAL COMMENTS  S 000

This visit was for a Federal and State complaint 

survey of a  hospice agency.  The investigation 

was initiated by the Indiana Department of Health.

Survey Dates:  8-15-22 and 8-16-22

Complaint Number: IN 00387600:  

Unsubstantiated: No deficiencies were cited.

Facility Number: 012203

CCN: 151606

Medicaid Number: 201179100

Traditions Health was found to have been IN 

COMPLIANCE with the state licensure 

requirements 410 IAC Article 17 et seq. in relation 

to the complaint allegations.
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