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This visit was for the investigation of complaint
#IN00328554.

Complaint #IN00328554: Unsubstantiated, due to
lack of sufficient evidence.

This visit was in conjunction with the
pre-determined full recertification and state
licensure survey. This visit included a Covid-19
focused infection control survey.

Dates of Survey: February 22, 23, 24, 25, 26, and
March 3, 2021.

Facility Number: 000979
Provider Number: 15G465
Aims Number: 100244860

Community Alternatives-Adept was found to be in
compliance with 42 CFR Part 483, Subpart | and
460 IAC 9 in regard to the investigation of
complaint #IN00328554.

Quality Review of this report completed by
#15068 on 3/18/21.
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