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S 000| INITIAL COMMENTS S 000
This visit was for a state licensure survey of an
Ambulatory Surgery Center.
Facility Number: 013672
Survey Date: 04/06/2022 - 04/07/2022
QA: 4/14/2022
S 664| 410 IAC 15-2.5-3 MEDICAL RECORDS, S 664
STORAGE, AND ADMIN.
410 IAC 15-2.5-3(f)(9)
All patient records must document
and contain, at a minimum, the
following:
(9) A written or dictated report
describing techniques, findings, and
tissue removed or altered.
This RULE is not met as evidenced by:
Based on document review and interview, the
facility failed to produce operative notes in 2 of 30
(patients' 28 and 29) medical records reviewed.
1. Review of patient's 28 and 29 medical records
lacked documentation of operative notes.
2. Interview on 4/7/22 with S1 (Registered Nurse
[RN], Director of Nursing) and S3 (Administrator)
at approximately 2:30 p.m. confirmed the above
information.
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S 784| 410 IAC 15-2.5-4 MEDICAL STAFF; S 784

ANESTHESIA AND SURGICAL
410 IAC 15-2.5-4(b)(3)(P)

These bylaws
and rules must be as follows:

(3) Include, at a minimum, the following:

(P) Arequirement that the final
diagnosis be documented along with
completion of the medical record
within thirty (30) days following
discharge.

This RULE is not met as evidenced by:

Based on document review and interview, the
facility failed to authenticate and date operative
notes in 3 of 30 patients' (1, 2 and 27) medical
records reviewed.

1. Review of medical records on patients' 1, 2,
and 27 lacked authenticated/closed within 30
days of their operation.

2. Interview on 4/7/22 with S1 (RN, Director of
Nursing) and S3 (Administrator) at approximately
2:30 p.m. confirmed the above information.
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