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This visit was for a Post Survey Revisit (PSR) to 

Investigation of Complaints IN00454829 and  

IN00454937 completed on March 6, 2025. This 

visit was inconjunction with the investigation of 

Complaint IN00455235.

Complaint IN00454829 - Corrected

Complaint IN00454937 - Corrected

Survey date: March 24, 2025

Facility number: 015503

Residential Census: 98

Arbor Glen Independent and Assisted Living 

Community was found to be in compliance with 

410 IAC 16.2-5 in regard to the PSR to 

Investigation of Complaints IN00454829 and 

IN00454937.

Quality review complated March 24, 2025.
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