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interview, the surgery center failed to be fully
available during reported hours of operation in 1
instance.

Findings include:

1. On 01-02-2018 at 9:15 am , it was observed
that the door was locked and the lights were off at
the surgery center, facility #1. Upon knocking on
the door, no response was obtained.

2. Review of posted hours of operation on the
door of the entrance indicated the hours of
operation for facility #1 were: Mon-Fri 7:00 am -
5:00 pm.

3. On 01-02-2018 at 9:15 am, the phone number
of facility #1 was called and no answer was
received, only a response from a hospital, facility
#2, to which facility #1 was physically attached.
The recipient of the call indicated if facility #1

Weather, Closing the Center)
regarding closing of the Center to
include the Indiana State
Department of Health including
the phone number.

1.Policy approved 3/5/2018
by Professional Staff and Board
of Managers

2.Staff has been educated to
call the Indiana State Department
of Health when the Center is not
open and no one is there if closed
during normal operating hours
(i.e. inclement weather or rare
occasions when there are no
patients).

3.A phone call will be made to
the Indiana State Department of
Health when the Center will be
closed.

4 .Clinical Manager & Director
(ultimately)
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was closed, it meant they had no patients
scheduled that day.
4. On 01-02-2018 at approximately 9:20 am, the
survey team's Supervisor, Supervisor #1, was
notified by phone that no one was available at
facility #1, either in person or by phone.
Supervisor #1 indicated the reported hours of
operation of facility #1, according to information
available to Supervisor #1, were Mon-Fri 7:00 am
- 5:00 pm.
5. On 01-02-2018 at 9:30 am, the survey team
exited.
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