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G 000 INITIAL COMMENTS G 000

 This visit was for a home health agency initial 

Medicaid certification survey.

Survey dates: 2-2, 2-3, and 2-4-2015

Facility Number:  013608

Survey Team:  Deborah Franco, RN, PHNS

Current Census:  7 Unduplicated Skilled

1 Home Health Aide only 

8 Active patients 

4 Discharges

Sample : Record reviews with home visit:  3

Record reviews without home visit:  3

Total:  6

Together Homecare was found to be in 

compliance with 42 CFR Part 484.

Quality Review: Joyce Elder, MSN, BSN, RN

February 25, 2015
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