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The Department of Inspections, Appeals and Licensing 
conducted a complaint investigation for complaint # 
115237-I, from 6/17/25 to 6/24/25. 

The allegation related to 42 CFR 418.56 IDG, Care 
Planning, Coordination, was investigated and no 
conditional level or standard level deficiencies were 
identified. 

The agency reported a census of 160 patients who 
received services from the hospice. 
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