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This survey was for a Federal complaint of an
ESRD provider.

Survey Date: 03/10/2025

Complaint # IN00453378 was investigated; no
deficiencies were identified.

Census by Modality:

In-Center Hemodialysis: 52

Isolation Room: 1

QR: A1 on 3/17/2025

During this complaint survey, Hammond Dialysis
Center was found to be in compliance with

494.70 Patient Rights as related to this complaint
survey.
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