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Initial Comments

This was a Home Health State Relicensure
survey.

Survey Dates: June 8, 9, and 10, 2015
Facility #: 013349
Medicaid Vendor #: 2012113550

Skilled Patients: 10

Home Health Aide Only Patients: 14

Personal Service Only Patients: 0

Total number of Home Health Aide Patients: 23
Total Census: 24

Home visits with record review: 3
Record review, no home visit: 3
Total Record Review: 6

Total home visits: 3

Hometown Home Healthcare Inc. is in
compliance with the Indiana Rules for Home
Health Agency licensure 410 IAC Article 17.
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