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| A complaint health survey for compliance with 42 CFR

|Part 405, Subpart U requirements for End Stage Renal ‘ ‘
Disease Services was conducted from 4/28/26 through |

|4/29/26. The areas surveyed were quality of care, | ‘

|infection control, and HIPPA (federal law to protect | ‘
| sensitive patient information) Violations. Monument |

[Health Dialysis, LLC was found in compliance. |
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