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An Emergency Preparedness Survey was conducted by
the Indiana Department of Health in accordance

with Home Health 42 CFR 484.102. Survey Dates:
5/24/22, 5/25/22, and 5/26/22 Census: 15 At this
Emergency Preparedness survey, Mission in Home
Health care, LLC was found in compliance with
Emergency Preparedness Requirements for Medicare
and Medicaid Participating Providers and

Suppliers, Home Health 42 CFR 484.102.
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This visit was for Federal Recertification and
State Relicensure of a Home Health Provider.

Survey Dates: 5/24/22, 5/25/22, and 5/26/22.
Active Census: 15

Unduplicated Admission for the last 12 months: 26
During this Federal Recertification Survey,

Mission in Home Health Care, LLC was found to be
in compliance with 42 CFR 484 and 410 IAC 17.
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days following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days
following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program
participation.
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