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 This was a follow up federal and state hospice 

recertification and relicensure survey.  

Survey dates:  December 21, 2015 

Facility Number:  009501

Medicaid Number:  200121620A

Clinical Records Reviewed:  5

Community Home Health and Hospice was found 

to be in compliance with Condition of Participation 

42 CFR Part 418.64:  Core Services and found to 

be in compliance with Article 25 of the Indiana 

Code.
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