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 S 000 INITIAL COMMENTS  S 000

This visit was for investigation of a state licensure 

hospital complaint.

Complaint Number:  IN00315901

Unsubstantiated:  Lack of sufficient evidence.

Date of Survey: 3/9/20

Facility Number: 005051

 

Indiana University Health is in compliance with 

410 IAC 15-1.5-8, Physical Plant, Hospital 

Licensure Rules

QA:  3/31/2020
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