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V 000 INITIAL COMMENTS V 000

 This visit was for a Federal complaint survey of 

an ESRD provider.  

Survey Date: 01/30/2025

Complaint IN00452153 and IN00452005 were 

investigated, no deficiencies were cited. 

Census by Modality:

In Center Hemodialysis Patients: 51

Home Hemodialysis Patients: 0 

Home Peritoneal Patients: 0

Total Census: 51 

Isolation Room: 1 

Hammond Dialysis Center was found in 

compliance at 42 CFR 494 et al as related to this 

complaint survey.
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