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 This visit was for the Investigation of Complaint 

IN00327133.

Complaint IN00327133 - Unsubstantiated due to 

lack of evidence

Survey dates:  May 8 & 9, 2020..

Facility number:  011296  

Provider number:  155763

AIM number:  200827620

Census:  41

Residential Census:  10

Total Census:  51

North Ridge Village Nursing and Rehabilitation 

Center was found to be in compliance with 410 

IAC 16.2-5 in regard to the Investigation of 

Complaint  IN00327133.

Quality review May 11, 2020.
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