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This visit was a Federal Home Health
complaint investigation survey.

Complaint number: IN00132212 -
Substantiated: No deficiencies related to
the allegations are cited.

Survey dates: August 8, 2013
Facility number: 012999
Medicaid Vendor Number: 201124380

Surveyors: David Eric Moran, BSN, RN,
Public Health Nurse Surveyor - Team
Leader

Dawn Snider, RN, Public Health
Nurse Surveyor

Reliable Home Healthcare Services is in
compliance with 42 CFR 484.14 (c) as
related to this complaint.

Quality Review: Joyce Elder, MSN, BSN,
RN
August 16, 2013
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continued program participation.
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This visit was a state Home Health
complaint investigation survey.
Complaint number: INO0132212 -
Substantiated: State deficiency related to
the allegation is cited.
Survey dates: August 8, 2013
Facility number: 012999
Surveyors: David Eric Moran, BSN, RN,
Public Health Nurse Surveyor - Team
Leader
Dawn Snider, RN, Public Health
Nurse Surveyor
Quality Review: Joyce Elder, MSN, BSN,
RN
August 16,2013
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N000597 | 410 IAC 17-14-1(I)(1)(B)
Scope of Services
Rule 14 Sec. (1)(I)(1) The home health aide
shall:
(B) be entered on and be in good standing
on the state aide registry.
NO000597 1) Director of Nursing or designee 08/23/2013
Based on policy review, personnel file will review all home health aide
. di . h failed employee files to ensure all aides
review and interview, the agency faile have been listed on the Indiana
to ensure home health aides (HHA) were State Aide Registry and are in
entered on and in good standing on the good standing. 2) Director of
state aide registry for 2 of 8 HHA files Nursllng or designee will ensure
) ] i all aides have copy of registry
reviewed with the potential to affect all verification in their employee
patients receiving HHA services. (A and E) file.3) All current aides who have
not been placed on the registry
Findi include: will be put on registry by Director
Indings incluae: of Nursing or designee.4) Newly
hired aides will be placed on Aide
1. Policy titled "Home Health/Certified Registry, by Director of Nursing or
. . . designee, within 24 hours of
Nurse Aide Registry/Indiana State Board ’
naeres v/ completion of Aide Skills
of Nursing" policy number 3.005.2, Competency.5) Director of
undated states, "The organization must Nursing or designee will check
determine if an applicant/employee is Aide Registry daily, on business
listed the Indi State H Health days, to ensure aide is entered on
Isted on the Indiana State Home Hea the aide registry.6) Once aide is
Aide and/or CNA Registry or Indiana placed on the registry a copy of
Board of Nursing in good standing." their certification will be placed in
their employee file.7) When aide
] ) renews their aide certification(s),
2. Personnel file A, date of hire 5/30/13 Director of Nursing or designee
with a first patient contact date of will verify their new certification(s)
6/11/13, failed to evidence the aide was and place copy in their employee
. . file.
entered on and in good standing on the
state aide registry.
3. Personnel file E, date of hire 3/1/13
with a first patient contact date of
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4/5/13, failed to evidence the aide was
entered on and in good standing on the
state aide registry.
4. During an interview on 8/8/13 at 5:10
PM, Employee J, Alternate Administrator,
indicated employees A and E were not
officially registered as HHAs. Employee |,
Administrator, indicated Employee A,
HHA, was caring for patients and
eventually terminated before the agency
applied for Employee A to be on the
State Aide Registry.
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