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This visit was for the investigation of a state

licensure hospital complaint.

Complaint Number: IN00251408

Unsubstantiated: Lack of sufficient evidence.

Date of Survey: 05/01/9 and 05/02/19

Facility Number: 004811

Central Indiana AMG Specialty Hospital, LLC is in

compliance with 410 IAC 15-1.5-6, Nursing

Service, Hospital Licensure Rules.

QA: 5/6/19
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