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This was a state Hospice complaint survey.

Complaint # IN00149803 - Unsubstantiated: Lack

of sufficient evidence.

Survey Date: June 3, 2014

Facility Number: 005120

Medicaid Number: 200141410A

Surveyor: Miriam Bennett, RN, BSN, PHNS

Visiting Nurse and Hospice Home is in

compliance with IC 16-25-3 and the Conditions of

Participation 42 CFR 418.52: Patient Rights and

418.56: Interdisciplinary Group, Care Planning,

and Coordination of Services.

Quality Review: Joyce Elder, MSN, BSN, RN
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