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 A Post Survey Revisit (PSR) to the Life Safety 

Code Recertification and State Licensure Survey 

conducted on 10/19/23 was conducted by the 

Indiana Department of Health in accordance 42 

CFR Subpart 483.90(a).

Survey Date: 11/27/23

Facility Number: 011596

Provider Number: 155769

AIM Number: 200901690

At this Life Safety Code Survey, Morrison Woods 

Health Campus was found in compliance with the 

Requirements for Medicare and Medicaid 

Participating Providers and Suppliers, 42 CFR 

483.90(a).

The facility has 68 certified beds. At the time of 

survey the census was 53.

Quality Review completed on 11/29/23
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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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