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V 000 INITIAL COMMENTS V 000

 The following represents the findings of the 

Department of Public Health during an initial 

certification survey on 5/10/11. The facility census 

at the time of the visit was 2 peritoneal dialysis 

patients and 3 home hemodialysis patients.  

Representing the Department were: Health 

Facility Evaluator Nurses (HFENs) 22383 and 

15932.

The facility was determined to be in compliance 

with applicable regulatory requirements for a 

Dialysis Home Training an Support Facility.
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