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F 000 INITIAL COMMENTS F 000

 This visit was for the Investigation of Complaint 

IN00461845.

Complaint IN00461845 - No deficiencies related 

to the allegations are cited.

Survey date: June 26, 2025

Facility number: 013293

Provider number: 155827

AIM number: 201273090

Census Bed Type:

SNF/NF: 33

SNF: 9

Total: 42

Census Payor Type:

Medicare: 7

Medicaid: 25

Other: 10

Total: 42

Sage Bluff Health and Rehabilitation Center was 

found to be in compliance with 42 CFR Part 483, 

Subpart B and 410 IAC 16.2-3.1 in regard to the 

Investigation of Complaint IN00461845. 

Quality review completed June 26, 2025
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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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program participation.
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