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This was an offsite licensure investigation N0000
survey.
Survey Date: 5/2/12
Facility Number: 012591
Surveyor: Kelly Hemmelgarn RN
During this investigation, the agency was
found to be operating without a current
Indiana Home Health license.
Quality Review: Joyce Elder, MSN, BSN,
RN
May 3, 2012
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Any defiencystatement ending with an asterisk (*) denotes a deficency which the institution may be excused from correcting providing it is determined that

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable 90 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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N0400 410 IAC 17-10-1(a)
Licensure
Rule 10 Sec. 1(a) No home health agency
shall:
(1) be opened;
(2) be operated;
(3) be managed;
(4) be maintained; or
(5) otherwise conduct business;
without a license issued by the department.
Based on document review and interview’ N0400 Renewal application was 05/04/2012
the agency failed to ensure it was completed by the backup
g. y . . administrator on 5/4/12.1t
operatmg with a current Indiana Home was mailed to the Indiana State
Health license. Dept of Health will all required
documentation and fees. All
Findings include: patient visits have stopped and
’ agency operations suspended
until the renewal license is
1. A letter from Indiana State Department approved. The administrator has
of Health to the agency dated 12/30/11 reviewed the licensure
states, "Dear [administrator's name]: Our requwem.ents and W'", make sure
ds indi h 'S i that the license remains updated.
records indicate that your agency.s icense This will be prevented from
to operate a home health agency in the re-occuring in the future by
State of Indiana will expire 4/30/12. submitting the renewal application
Enclosed is a renewal application for you 90-60 days prior to the expiration
1 d submit with d date. The Administrator will be
to comp ete.an submit Wl.t requeste responsible for the correction and
documentation and $250 license fee to: ... making sure that this will not
Please ensure your application is reoccur in the future. This
complete and arrives in advance of your deficiency was corrected on
facility's i ration 4/30/12. If 5/4/12. The licensed was
aciiity’s License expiration &/507 1. renewed on 05/11/2012.
you've had a change in Administrator,
Alternate Administrator, Nursing
Supervisor and/or Alternate Nursing
Supervisor, please submit the appropriate
documentation below ... Nursing
Supervisor -- current resume...please note
any information sent incorrectly could
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cause delay in the processing of your
application ...."
2. 0n 4/30/12, the license for Dinamic
Heath Care Inc. expired.
3. Asof 5/3/12, Indiana State Department
of Health had not received a renewal
application or $250.00 licensure fee.
4. The alternate administrator was
interviewed on 5/3/12 at 11:05 a.m., and
indicated Dinamic was still actively
providing services to patients and had just
submitted the renewal application in the
mail on 5/2/12.
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N0434 410 IAC 17-11-3
Renewal of home health licensure
Rule 11 Sec. 3 An application for renewal of
license shall be filed with the department at
least sixty (60) days prior, but not sooner than
ninety (90) days before, the expiration date of
the current license.
Based on document review and interview, NO0434 Renewal application was 05/04/2012
the home health agency failed to ensure zngr:iesttergtgz ;:est/)j/(;kzuﬁ
the renewal application for licensure was was mailed to the Indiana State
filed at least 60 days prior to the Dept of Health will all required
expiration of the Indiana home health documentation and fees. The
license administrator has reviewed the
’ licensure requirements and will
o ) make sure that the license
Findings include: remains updated. This will be
prevented from re-occuring in the
1. A letter from Indiana State Department future by submitting the renewal
of Health to the agency dated 12/30/11 application 90-60 days prior to the
tates. "D dministrator’ 0 expiration date. The Administrator
states, "Dear [administrator's name]: Our will be responsible for the
records indicate that your agency's license correction and making sure that
to operate a home health agency in the this will not reoccur in the future.
State of Indiana will expire 4/30/12. ;/21/51 gef:_(r::er}cy was corrected orc‘j
) L . The license was renewe
Enclosed is a renewal application for you on 05/11/2012.
to complete and submit with requested
documentation and $250 license fee to: ...
Please ensure your application is
complete and arrives in advance of your
facility's license expiration 4/30/12. If
you've had a change in Administrator,
Alternate Administrator, Nursing
Supervisor and/or Alternate Nursing
Supervisor, please submit the appropriate
documentation below ... Nursing
Supervisor -- current resume...please note
any information sent incorrectly could
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cause delay in the processing of your
application ...."

2. 0n 4/30/12, the license for Dinamic
Heath Care Inc. expired.

3. Asof 5/3/12, Indiana State Department
of Health had not received a renewal
application or $250.00 licensure fee.

4. The alternate administrator was
interviewed on 5/3/12 at 11:05 a.m. and
indicated Dinamic was still actively
providing services to patients and had just
submitted the renewal application in the
mail on 5/2/12. The administrator
indicated awareness of the letter sent by
ISDH dated 12/30/11.
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