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 An investigation of Complaint Number 

IN00410869 was conducted by the Indiana 

Department of Health.

Complaint Number IN00410869

Survey Date:  06/29/2023

Facility Number:  011046

Provider Number:  155689

AIM Number:  200380790

Census Bed Type:

SNF/NF:  74

Bethany Pointe Health Campus was found in 

compliance with 42 CFR Part 483, Subpart B and 

410 IAC 16.2 in regard to the investigation of 

Complaint Number IN00410869.

Quality Review completed on 06/30/23
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