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IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION
A. BUILDING

(X3) DATE SURVEY COMPLETED
07/30/2024

This visit was for a state licensure survey of an
Ambulatory Surgery Center.

Facility Number: 009566
Survey Dates: 7/29/24 to 7/30/24

The Surgery Center, is in compliance with 410 IAC 15-2,
Ambulatory Surgery Center Licensure Rules.

QA:

240095661
B.WING
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
SURGERY CENTER THE 7900 W JEFFERSON BOULEVARD, SUITE 102, FORT WAYNE,
Indiana, 46804
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Event ID: 63COF-H1 Facility ID: 009566

If continuation sheet Page 1 of 1



