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L 000 INITIAL COMMENTS L 000

 At the direction of CMS, a Federal complaint 

investigation was conducted at VNA Hospice 

Home Care, a deemed hospice agency, on June 

1 and 2 (2022), by the Indiana Department of 

Health (IDOH).

Complaint # IN00343770 - Allegation: Nursing 

Services: Unsubstantiated

Census:  111

Additionally, VNA Hospice Home Care was found 

to be in compliance with 42 CFR §418.60 

Condition of participation: Infection control for 

COVID-19 Vaccination mandate of facility staff.
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