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 N 000 Initial Comments  N 000

This was a state Home Health agency complaint 

investigation.

Complaint #:  IN00160033 - Unsubstantiated: 

Lack of sufficient evidence

Facility #:  012395

Survey Dates:  December 11, 2014

Medicaid vendor #:  201005960

Surveyor:  Miriam Bennett, RN, BSN, PHNS

Loving Care Agency Inc. is in compliance with the 

Indiana rules for home health agencies 410 IAC 

Article 17 Rule 12(3) and Rule 14(1) as related to 

this complaint.  
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