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 This survey was for a federal post condition 

revisit for an ESRD facility for a Recertification 

completed on 1/28/2022. 

Survey Date: 3/23/2022

Facility ID: 012615

Census: 115

During this post condition re-visit survey, two (2) 

conditions of participation and 15 federal citation 

deficiences were found corrected. 

At this survey, Fort Wayne South Dialysis was 

found to be in compliance with 42 CFR 494.
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