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 S 000 INITIAL COMMENTS  S 000

This visit was for a State Complaint Survey of a 

Hospice Provider.  

Complaint #: IN00321628; Unsubstantiated; no 

deficiencies were cited.

Date of survey:  02-18-2021

Facility #:  004875

At this survey, Kindred Hospice was found to be 

in compliance with IC 16-25.

Quality Review completed on 2/24/2021 A4
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