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V 000 INITIAL COMMENTS V 000

 This visit was for a Federal Complaint survey of 

an ESRD provider.

Survey Dates:  May 26 and 27th, 2021

Facility ID:  005149

Provider #:  152502

Complaint #:  IN00348025:  Unsubstantiated.  

         IN00285645:  Substantiated.  No 

Federal deficiencies were cited.

         IN00285196:  Substantiated.  No 

Federal deficiencies were cited.

Fresenius Medical Care Indianapolis East was 

found to be in compliance with 42 CFR 494 of an 

ESRD facility.
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