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V 000 INITIAL COMMENTS V 000

 This was a federal ESRD survey for the addition 

of home peritoneal dialysis training and support.

Survey Date:  October 19, 2016

Facility #:  013551

Medicaid #:  201264550

Muncie Dialysis is in compliance with the 

Condition for Coverage 42 CFR Part 494.100 

Care at Home.
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