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A Post Survey Revisit (PSR) to the Life Safety
Code Recertification and State Licensure Survey
conducted on 05/23/23 was conducted by the
Indiana Department of Health in accordance 42
CFR Subpart 483.90(a).

Survey Date: 06/20/23

Facility Number: 000565
Provider Number: 155546
AIM Number: 100267630

At this Life Safety Code Survey, Bethel Pointe
Health and Rehab, was found in compliance with
the Requirements for Medicare and Medicaid
Participating Providers and Suppliers, 42 CFR
483.90(a).

The facility has 114 certified beds. At the time of
survey the census was 105.
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