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This visit was a home health agency 

federal recertification survey.

Survey dates:  06/11-13 and 15/12

Facility # 005935

Medicaid Vendor #:  N/A

Surveyor:  Marty Coons, RN, PH Nurse 

Surveyor

Health At Home. is in compliance with 

Conditions of Participation for home 

health agencies 42 CFR Part 484.

Total unduplicated admissions/330

Total home visits made/6

Total records reviewed/12

Quality Review: Joyce Elder, MSN, BSN, 

RN

June 25, 2012
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N/A  N0000

This visit was a home health agency state 

re-licensure survey.

Survey dates:  06/11-13 and 15/12

Facility # 005935

Medicaid Vendor #:  N/A

Surveyor:  Marty Coons, RN, PH Nurse 

Surveyor

Total unduplicated admissions/330

Total home visits made/6

Total records reviewed/12

Quality Review: Joyce Elder, MSN, BSN, 

RN

June 25, 2012
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410 IAC 17-12-1(f) 

Home health agency 

administration/management 

Rule 12 Sec. 1(f)   Personnel practices for 

employees shall be supported by written 

policies.  All employees caring for patients in 

Indiana shall be subject to Indiana licensure, 

certification, or registration required to 

perform the respective service.  Personnel 

records of employees who deliver home 

health services shall be kept current and shall 

include documentation of orientation to the 

job, including the following: 

(1)   Receipt of job description.

(2)   Qualifications. 

(3)   A copy of limited criminal history 

pursuant to IC 16-27-2. 

(4)   A copy of current license, certification, or 

registration.

(5)  Annual performance evaluations.

N458The Administrator will 

in-service office personnel that 

the agency will ensure all 

personnel records contain the 

state limited criminal history 

background check be completed 

pursuant to IC 16-27-2. Systemic 

changes will be implemented as 

evidenced by: ·  In-service of IC 

16-27-2 (Completed by 7/31/12) ·  

In-service of the Selection/Hiring 

of Personnel Policy (Completed 

by 7/31/12) ·  In-service of 

Personnel Record Contents 

Policy (Completed by 7/31/12) ·  

Updated Certiphi (Background 

Vendor) to add the option for 

running the state background for 

every candidate prior to hiring. 

(Completed on 7/2/12) ·  100% of 

HR files will be audited quarterly 

for the remainder of the year and 

07/31/2012  12:00:00AMN0458

Based on personnel record review and 

interview, the agency failed to ensure 

personnel records contained a limited 

criminal history pursuant to IC 16-27-2 

for 6 of 11 personnel records reviewed 

(A, C, F, H, I, and J) with the potential to 

affect all the agency's patients.  

Findings:

1.  Personal record A, the Administrator 

and a registered nurse (RN), date of hire 

(DOH) 12/02/11, no first patient contact 

(FPC), failed to evidence a copy of the 

limited criminal history under IC 16-27-2.

2.  Personnel record C, a home health aide 
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then 10% quarterly thereafter for 

evidence that state limited 

criminal history background 

check is complete and accurate. 

(Ongoing) The Administrator will 

be responsible for monitoring 

these corrective actions to ensure 

that his deficiency is corrected 

and will not reoccur. 

(HHA), DOH 10/12/11 with no FPC date, 

failed to evidence a copy of the limited 

criminal history under IC 16-27-2.

3.  Personnel record F, a RN, DOH 

10/26/11 with no FPC date, failed to 

evidence a copy of the limited criminal 

history under IC 16-27-2.

4.  Personnel record H, a HHA, DOH 

12/07/11 with no FPC date, failed to 

evidence a copy of the limited criminal 

history under IC 16-27-2.

5. Personnel record I, an occupational 

therapist, DOH 11/4/11 with no FPC date, 

failed to evidence a copy of the limited 

criminal history under IC 16-27-2.

6.  Personnel record J, a speech therapist, 

DOH 1/25/12 with no FPC date, failed to 

evidence a copy of the limited criminal 

history under IC 16-27-2.

 7.  On 6/15/12 at 11 AM, the 

Administrator, Employee A, indicated 

this agency did not do an Indiana limited 

criminal history under IC 16-27-2  on 

their employees, rather the owner and 

managing company, located in Florida, 

does the criminal history and sends the 

results.
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