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L 000 INITIAL COMMENTS L 000

 This visit was for the investigation of a federal 

complaint at a deemed Hospice agency.

Complaint #:  IN 00337419: Unsubstantiated.

Survey dates:  10-15, 10-16, and 10-19-2020

Facility #:  008883

CCN:  151537

Medicaid #: 200141740 A

Census: 81  

Clinical records reviewed:      3

Home visits:      1

At this complaint investigation survey, Aseracare 

Hospice was found to have been in compliance in 

relation to the complaint allegations in Patient 

Rights, 42 CFR 418.52 and Core Services 

(Skilled Nursing), 42 CFR 418.64.                            
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