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{E 000} Initial Comments {E 000}

 An Emergency Preparedness post re-visit survey 

was conducted by the Indiana State Department 

of Health in accordance with 42 CFR 418.113.

Survey Date:  June 10, 2019

Facility Number:  010652

Provider Number:  151569

Census = 0 active

At this Emergency Preparedness post re-visit 

survey, Spencer County Hospice Inc was found in 

compliance with Emergency Preparedness 

Requirements for Medicare Participating 

Providers and Suppliers, 42 CFR  418.113.

 

{L 000} INITIAL COMMENTS {L 000}

 This was a Federal hospice post certification and 

State re-licensure revisit survey.

Survey Date: June 10, 2019

Facility:  010652

Medicare Provider: 151569 

Census: 0 active/ 21 unduplicated last 12 months

Home visit 0/ Record review 1

Spencer County Hospice Inc. was in compliance 

with Conditions for Coverage 42 CFR Part 418.00 

for Hospice.
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