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This visit was for the Investigation of Complaint 

IN00423939.

Complaint IN00423939-  No deficiencies related 

to the allegations are cited.

Survey date: January 12, 2024

Facility number: 014623

Residential Census: 38

Towne Park Assisted Living was found to be in 

compliance with 410 IAC 16.2-5 in regard to the 

Investigation of Complaint IN00423939.

Quality review completed on January 17, 2024.

 

Indiana Department of Health

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

If continuation sheet  1 of 16899STATE FORM YNWU11


