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NO00O

This was an offsite licensure investigation
survey.

Survey Date: 12/4/12
Facility Number: 012729
Surveyor: Kelly Hemmelgarn RN

During this offsite investigation, the
agency was found to be operating without
a current Indiana home health license.

Quality Review: Joyce Elder, MSN, BSN,
RN
December 6, 2012

N0000

Carren Healthcare Services, Inc.,
has devised these steps to
correct the deficiency of the
operating license that expired on
11/30/2012 —whereby the agency
failed to submit a renewal
application at least 60 days
before the expiration. 1. On
12/04/2012, the agency had an
emergency Professional Advisory
Committee (PAC) meeting. The
ISDH administrative codes on
license renewal and application
processes were reviewed. 2.
During this meeting a two
members committee headed by
Ms Bisola A Adeniran(
Administrator) and the Director of
Nursing were appointed to
henceforth monitors accreditation
process, certifications, and
license(s) renewals. 3. The
committee is also responsible to
monitor closely from day to day all
incoming and outgoing mails from
ISDH and other government
agencies and ensure a proper
follow up as stipulated by such
mail. 4. 12/04/12. The
Committee made use of ISDH
online renewal application form.
5. 12/04/14, a renewal
application form was completed
immediately and attached a
money order of $250.00
processing fees with the
application. 6. 12/04/12. The
application was mailed to ISDH
Cashier’s office via a USPS
express mail. 7. 12/04/12. A
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copy of this completed form was
faxed and emailed to the ISDH
for their immediate review. 8.
12/05/12. A tracking record was
pooled from USPS website
confirming that the package was
delivered to ISDH Cashier’s
office. 9. The PAC also agreed
to review the entire agency’s
licenses expiration date and the
renewal preparations of the
committee. This review was
agreed to be conducted upon
every meeting of the PAC. To
prevent this unfortunate lapse(s)
in the future, the PAC group has
rested the power in the
committee to: 1. Continue
monitoring from time to time
licenses expiration dates by using
a calendar tracking system. 2. A
calendar tracking method was
devised in the agency’s operating
system (Visit Track) to alert the
committee members at least 90
days prior to expiration date. 3.
The committee headed by Ms
Bisola Adeniran (Administrator),
MUST ensure that a renewal
application is submitted to the
ISDH Cashier’s office at least 90
days prior to the expiration date.
4. The PAC will henceforth, acts
as a watchdog on this committee
to ensure that expiring license(s)
are renewed in a timely manner
i.e. at least 90 days prior to the
license expiration date. 5. The
committee will also monitor all
incoming and outgoing mails from
ISDH and other government
agencies and ensure that proper
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correspondences are well
executed. The Administrator (Ms
Bisola A. Adeniran), and the
Director of Nursing will be
henceforth responsible for the
renewal of agency’s license at
least 90 days prior to the
expiration date.
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NO0400 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.
NO0400 Following our agency’s license 12/04/2012
Based on document review and interview, that expired on 11/30/12 and
. . failure of the agency to submit a
the agency failed to ensure it was o
J ) . renewal application at least 60
operating with a current Indiana Home days before the expiration, we
Health Agency license. have taken the following steps to
correct this deficiency; 1. On
Findings include: 12/04/2012, the aggncy had gn
emergency Professional Advisory
Committee (PAC) meeting. The
1. A letter from Indiana State Department ISDH administrative codes on
of Health dated 7/27/12 stated, "Dear licenses renewals and application
. . ! . process were reviewed. 2.
[administrator's name]: Our records ; . .
T . During this meeting a two
indicate that your agency's license to members committee headed by
operate a home health agency in the State Ms Bisola A Adeniran(
of Indiana will expire 11/30/12. Enclosed Administrator) and the Director of
. C o Nursing were appointed to
is a renewal application for you to
PP . y henceforth monitors accreditation
complete and submit with requested process, certifications, and
documentation and $250 license fee to: ... license(s) renewals. 3.
Please ensure your application is 12/04/12. The Committee made
complete and arrives in advance of your use ,Of I‘,SDH online renewal
Lity's 1 ation 11/30/12 application form. 4. 12/04/14, a
facility's license expiration renewal application form was
please note any information sent completed immediately and
incorrectly could cause delay in the attached a money order of
processing of your application ...." $259'00, processing fees with the
application. 5. 12/04/12. The
application was mailed to ISDH
2. Carren Healthcare Services Inc. Home Cashier’s office via a USPS
Health's license expired 11/30/12. express mail. 6. 12/04/12. A
State Form EventID: D7L611 Facility ID: 012729 If continuation sheet Page 4 of 9
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3. As of 12/4/12, Indiana State
Department of Health had not received a
license renewal application or check in
the amount of $250.00.

4. The administrator was interviewed via
phone on 12/4/12 at 8:55 a.m. and
indicated Carren Healthcare Services Inc.
was still operating and currently
providing care to approximately 8
patients.

copy of this completed form was
faxed and emailed to the ISDH
for their immediate review. 7.
12/05/12. A tracking record was
pooled from USPS website
confirming that the package was
delivered to ISDH Cashier’s
office. 8. The PAC also agreed
to review the entire agency’s
licenses expiration date and the
renewal preparations of the
committee. This review was
agreed to be conducted upon
every meeting of the PAC. To
prevent this unfortunate lapse(s)
in the future, the PAC group has
rested the power in the
committee to: 1. Continue
monitoring from time to time( i.e.
at least every 60 to 90 days)
licenses expiration dates by
using a calendar tracking system.
2. A calendar tracking method
was devised in the agency’s
operating system (Visit Track) to
alert the committee members at
least 90 days prior to expiration
date. 3. The committee headed
by Ms Bisola Adeniran
(Administrator), MUST ensure
that a renewal application is
submitted to the ISDH Cashier’s
office at least 90 days prior to the
expiration date. 4. The PAC will
henceforth, acts as a watchdog
on this committee to ensure that
expiring license(s) are renewed in
a timely manner i.e. at least 90
days prior to the license
expiration date. 5. The
committee will also monitor all
incoming and outgoing mails from
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ISDH and other government
agencies and ensure that proper
correspondences are well
executed. The Administrator
(Ms Bisola A. Adeniran), and the
Director of Nursing will be
henceforth responsible for the
renewal of agency’s license at
least 90 days prior to the
expiration date.
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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.
N0434 Carren Healthcare Services, Inc., 12/04/2012
Based on document review and interview, has devised tr;ese steps to
. correct the deficiency
the home health 'ageTmy falleid to ensure (unfortunate situation) of the
the renewal application for licensure was operating license that expired on
filed at least 60 days prior to the 11/30/2012 —whereby the agency
expiration of the Indiana home health failed to submit a renewal
license application at least 60 days
’ before the expiration. 1. On
12/04/2012, the agency had an
Findings include: emergency Professional Advisory
Committee (PAC) meeting. 2.
1. The letter from Indiana State During this meetllng a two
members committee headed by
Department of Health to the agency dated Ms Bisola A Adeniran(
7/27/12 stated, "Dear [administrator's Administrator) and the Director of
name]: Our records indicate that your Nursing were appointed to
agency's license to operate a home health henceforth m.o.mto.rs accreditation
K K K . process, certifications, and
agency in the State of Indiana will expire license(s) renewals. 3. The
11/30/12. Enclosed is a renewal committee is also responsible to
application for you to complete and monitor closely from day to day all
submit with requested documentation and incoming and outgoing mails from
. " ISDH and other government
$250 license fee to .... agencies and ensure a proper
follow up as stipulated by such
2. As of 12/4/12, the Indiana State mail. 4. 12/04/12. The
Department of Health (ISDH) had not Cornmﬂtee made use o,f ISDH
. . ] L online renewal application form.
received a license renewal application 5. 12/04/14, a renewal
from Carren Healthcare Services Inc. application form was completed
immediately and attached a
3. The administrator was interviewed via money grdefr of $2‘fr?i?10
) processing fees with the
phone on 12/4/12 at 8:55 a.m. and application. 6. 12/04/12. The
State Form EventID: D7L611 Facility ID: 012729 If continuation sheet Page 7 of 9
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indicated Carren Healthcare Services Inc.
was still operating and currently
providing care to approximately 8
patients. The administrator indicated she
had not completed a renewal application.

application was mailed to ISDH
Cashier’s office via a USPS
express mail. 7. 12/04/12. A
copy of this completed form was
faxed and emailed to the ISDH
for their immediate review. 8.
12/05/12. A tracking record was
pooled from USPS website
confirming that the package was
delivered to ISDH Cashier’s
office. 9. The PAC also agreed
to review the entire agency’s
licenses expiration date and the
renewal preparations of the
committee. This review was
agreed to be conducted upon
every meeting of the PAC. To
prevent this unfortunate lapse(s)
in the future, the PAC group has
rested the power in the
committee to: 1. Continue
monitoring from time to time (i.e.
at least every 60 to 90

Days) licenses expiration dates
by using a calendar tracking
system. 2. A calendar tracking
method was devised in the
agency’s operating system (Visit
Track) to alert the committee
members at least 90 days prior to
expiration date. 3. The
committee headed by Ms Bisola
Adeniran (Administrator), MUST
ensure that a renewal application
is submitted to the ISDH
Cashier’s office at least 90 days
prior to the expiration date. 4.
The PAC will henceforth, acts as
a watchdog on this committee to
ensure that expiring license(s) are
renewed in a timely manner i.e. at
least 90 days prior to the license
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expiration date. 5. The
committee will also monitor all
incoming and outgoing mails from
ISDH and other government
agencies and ensure that proper
correspondences are well
executed. The Administrator
(Ms Bisola A. Adeniran), and the
Director of Nursing will be
henceforth responsible for the
renewal of agency’s license at
least 90 days prior to the
expiration date.
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