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This visit was for the Investigation of Complaint 

IN00405604.  This visit included a Residential 

COVID-19 Quality Assurance Walk Through.

Complaint IN00405604 - No deficiencies related 

to the allegations are cited.

Survey dates:  April 6, 2023

Facility number: 012582

Residential Census:  145

Park Place was found to be in compliance with 

410 IAC 16.2-5 in regard to the Investigation of 

Complaint IN00405604 and the Residential 

COVID-19 Quality Assurance Walk Through. 

Quality review completed April 10. 2023
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