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V 000 INITIAL COMMENTS V 000

 This was an on site survey of an ESRD supplier 

in relation to their request for the addition of home 

hemodialysis training and support to their current 

home training and support program.  

Survey date: 05/30/2024

Census:

In-center hemodialysis Patients: 53

Home Hemodialysis Patients: 1

Home Peritoneal Dialysis Patients:  9

Isolation Room:  1

Home training rooms:  2

During the onsite visit Duneland Dialysis CCN: 

152673 was found to be in compliance with the 

home hemodialysis program at 42 CFR 494 as 

related to the home program requirements.  

QR: 6/9/24
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