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L 000 INITIAL COMMENTS L 000

 This visit was for a Federal complaint survey of a 

Deemed Hospice Provider.  

Survey Dates:  8-5-21 to 8-6-21

Complaint: IN00345397 - Substantiated.  No 

Federal Deficiencies were cited.    

Provider/CCN Number: 151597

Medicaid #: 200853790

Census: 111

During this survey, Heart to Heart Hospice of 

Indianapolis was found to be in compliance with 

42 CFR 418 for a Hospice Provider.

Quality Review completed on 8/12/2021 by Area 3
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