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This was a State home health complaint 

survey.

Complaint#:  IN00180071 Substantiated 

- State deficiences related to the 

allegation are cited 

Survey Date: August 14, 2015

Facility #:  010154

License #:  15101541 

Active Patients: 52

QR: KH, R.N.

N 0000  

410 IAC 17-12-1(c)(4) 

Home health agency 

administration/management 

Rule 12  Sec. 1(c)(4)  The administrator, 

who may also be the supervising physician 

or registered nurse required by subsection 

(d), shall do the following:     

(4)  Ensure the accuracy of public 

information materials and activities.

N 0447

 

Bldg. 00

Based on observation, record review, and N 0447 Actions taken to correct 09/13/2015  12:00:00AM
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interview, the agency failed to ensure the 

state agency was notified of branch sites 

and /or branch was approved by the 

Centers for Medicare and Medicaid 

Services (CMS) prior to a location 

functioning as a branch for 1 of 1 agency.

Findings include:

1.  Upon entering the home health agency 

on 08/10/15 at 10:45 AM, it was 

observed that a sister agency called Better 

Living Home Health Care was advertised 

on the sign outside of the business.  After 

introductions, the Director of Nursing of 

the sister agency asked if this was a 

Federal Survey with the sister agency or a 

State Survey with Welcome Home 

Health Care, Inc.  The Director of 

Nursing of the sister agency indicated 

that both businesses was operated out of 

the building.  There was no sign or public 

notifications that Welcome Home Health 

Care, Inc. was operated within the 

building.

2.  On 8/11/15 at 1:20 PM, the location at 

524 Hart St, Princeton, IN was observed.  

Upon entering the building, there was a 

table to the left that contained brochures 

of Welcome Home Health Care along 

with the administrator's business card.  

On the right, there was a table with clip 

boards and applications for employment 

deficiency:

8/30/15 the Administrator 

reviewed the State Regulations 

anddefinitions concerning Branch 

locations as well as the surveyor’s 

guidanceprovided in the exit 

survey.

 

8/30/15 Better Living Brochures 

and Administrator 

BusinessCard removed from 

lobby by Administrator.

 

8/30/15 applications for 

employment were removed from 

the table inthe lobby by 

Administrator

 

9/10/15 the Administrator’s agent 

contacted IAHHC for 

additionalclarification activities 

that jeopardize the location’s 

status as a drop-site.

 

9/13/15 all scheduling activities 

removed from 

thePrinceton location under direct 

supervision of the Administrator. 

  

 On 9/13/15 the Administrator 

ensured that the location 

wasoperating only in accordance 

with guidance provided by 410 

IAC 17-9-5 and thatprovided by 

the surveyor during the exit 

conference:

· Pick up and drop off 

paperwork· In-service 

location· Maintenance of a very 

limited amount of routine 

supplies· Location for brief 

exchanges of information among 
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attached.  Walking past the two tables 

there was an office with two desks on the 

left where an employee was working at 

and an office to the right with a desk.  

Both areas had computers and file 

cabinets.  The owner provided a tour of 

the office and indicated that the office on 

the left was where payroll / billing were 

managed and the office on the right was 

where scheduling was managed.  The 

owner continued on with the tour and 

beyond the scheduling office was the 

nurses area where inservices and 

meetings with supervisors would take 

place.  A computer, file cabinets, table 

and chairs was observed.  Beyond the 

nursing area was a small kitchen area.  

3.  On 8/11/15, a brochure located at the 

Princeton office was reviewed.  The 

brochure indicated the address as P.O. 

Box 486, Princeton, IN  47670.  The 

phone number indicated 812-386-6499 

and toll free number was 800-414-4428.  

The fax number indicated 812-385-1144.

4.   On 08/14/15, a fax cover sheet was 

observed and noted to have the address as 

2040 Washington Ave, Evansville, IN 

47714.  The phone number indicated 

812-491-2273 with no toll free number.  

The fax number indicated 812-401-0313.  

The fax transmission sheet indicated the 

office was shared with a sister agency 

field staff

· No staff assigned to the location

· No advertising the location as 

part of the HHA

· No agency services provided 

from location

· No advertising the location as 

part of the HHA

 

Actions taken to prevent 

deficiency fromrecurring in the 

future:

The Administrator developed a 

policy to identify allowable 

andnon-allowable activities at the 

location.

 

The Administrator will monitor the 

location at least weekly toensure 

that the location does not cross 

the line from drop site to branch.  

Monitoring will continue until such 

time thatthe HHA discontinues 

using the location as a drop-site.
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that provides Medicare and Medicaid 

services.

5.  On 8/12/15 at 10:00 AM, the 

administrator was interviewed and 

indicated she thought that as long as 

patient charts were not in the office, it 

was not considered a branch.  The 

Administrator also indicated that she was 

speaking with the owner of the two 

agencies and plan was to totally separate 

the two businesses completely or close 

one of the two / merge them together 

under one business.
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