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This was a hospice federal and state complaint
investigation survey.

Complaint #: IN00152563 - Unsubstantiated:
Lack of Sufficient Evidence

Survey Date: January 8, 2015

Facility #: 003385

Medicaid Vendor #: 200406660

Surveyor: Tonya Tucker, RN, PHNS

Guardian Angel Hospice Inc was found to be in
compliance with IC 16-25-3 and the Condition of
Participation 42 CFR 418.52 as related to this

complaint.

Quality Review: Joyce Elder, MSN, BSN, RN
January 12, 2015
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days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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