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This visit was for a Post Survey Revisit (PSR) to
the Recertification and State Licensure Survey
completed on June 21, 2023. This visit included a
PSR to the State Residential Licensure Survey
completed on June 21, 2023.
Survey date: July 17, 2023
Facility number: 012523
Provider number: 155789
AIM number: 201027870
Census Bed Type:
SNF/NF: 40
SNF: 26
Residential: 53
Total: 119
Census Payor Type:
Medicare: 15
Medicaid: 27
Other: 24
Total: 66
Ridgewood Health Campus was found to be in
compliance with 42 CFR Part 483, Subpart B and
410 IAC 16.2-3.1 in regard to the PSR to the
Recertification and State Licensure Survey.
Quality review completed on July 24, 2023.
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other safeguards provide sufficient protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
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