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F 000 INITIAL COMMENTS F 000

 This visit was for the Investigation of Complaints 

IN00447451 and IN00449783.

Complaint IN00447451 - No deficiencies related 

to the allegations are cited.

Complaint IN00449783 - No deficiencies related 

to the allegations are cited.

Survey dates: January 13, 14, and 15, 2025 

Facility number: 013107

Provider number: 155812

AIM number: 201279670

Census Bed Type:

SNF/NF: 17

SNF: 40

Residential: 46

Total: 103

Census Payor Type:

Medicare: 25

Medicaid: 17

Other: 15

Total: 57 

Wellbrooke Of Crawfordsville was found to be in 

compliance with 42 CFR Part 483, Subpart B and 

410 IAC 16.2-3.1 in regard to the Investigation of 

Complaints IN00447451 and IN00449783.

Quality review completed on January 21, 2025.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 
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program participation.
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