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Paper compliance to the Investigation of 

Residential Complaint IN00441926 completed on 

October 8, 2024. 

Review Date:  November 22, 2024

Facility Number: 000543

Four Seasons Retirement Center was found to be 

in compliance with with 410 IAC 16.2-5, in regard 

to the paper compliance review to the Residential 

Complaint Investigation. 

Quality review completed on November 22, 2024.
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