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L 000 INITIAL COMMENTS L 000

 This visit was for an investigation survey of a 

federal complaint at a deemed hospice agency.  

Complaints:

IN 00306243  Substantiated; No Federal 

deficiencies were cited.

Survey dates:  7-30, 7-31, and 8-3-2020

Facility #: 013680

CCN: 151620

Current Census:  56

Clinical record reviews:  3

Home visits:  0

At this survey for the investigation of a federal 

complaint of a deemed hospice agency, Care 

Services, LLC, was found to have been in 

compliance with the Condition of Participation, 

Organization and Administration, 42 CFR 418.

Quality Review completed on 8/5/2020 by Area 3
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