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This visit was for a home health federal 

recertification survey.    

Facility #:  011598

Medicaid Vendor #:   200934800

Dates of Survey:  May 15, 16, 17, and 18, 

2012

Surveyor:  Janet Brandt, RN, PHNS

Unduplicated Census:  130

Number of records reviewed:  10

Number of active records reviewed:  9

Number of closed records reviewed:  1

Quality Review: Joyce Elder,  MSN, 

BSN, RN

May 23, 2012
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484.14(c) 

ADMINISTRATOR 

The administrator, who may also be the 

supervising physician or registered nurse 

required under paragraph (d) of this section, 

ensures the accuracy of public information 

materials and activities.

G135 - The Governing Body met 

on  6/13/12 and reviewed the 

present agency pamphlet and 

agreed to immediately 

discontinue their use.  The 

Administrator will be reponsible 

for contacting the printer for a 

revised pamphlet.  The printer will 

be informed to remove 

Respiratory and Speech therapy 

from pamphlet.  The new 

pamphlets will be ready by June 

20th  2112 for staff use.  The 

Governing Body will be 

responsilble for reviewing all 

advertising materials prior to 

mass printing to ensure this does 

not happen again. 

06/13/2012  12:00:00AMG0135

Based on agency pamphlet review and 

interview, the agency failed to ensure all 

documents were accurate for 1 of 1 

agencies reviewed with the potential to 

affect all patients of the agency.

Findings include:

1.  The agency pamphlet contained in the 

admission packet for the agency, verified 

by Employee A and Employee B to be 

currently in use, identified the agency 

offers Physical  therapy, Occupational 

therapy, Respiratory therapy, and Speech 

Therapy.

2.  Per interview with Employee B on 

5-15-12 at 11:27 AM, the agency does not 

offer Speech therapy or Respiratory 

therapy at this time.
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410 IAC 17-12-1(c)(4) 

Home health agency 

administration/management 

Rule 12  Sec. 1(c)(4)  The administrator, who 

may also be the supervising physician or 

registered nurse required by subsection (d), 

shall do the following:     

(4)  Ensure the accuracy of public information 

materials and activities.

N447 - The Governing Body met 

on 06/13/12 and reviewed the 

present agency pamphlet and 

agreed to immediately 

discontinue their use. The 

Administrator will be responsible 

for contacting the printer for a 

revised pamphlet. The printer will 

be informed to remove 

Respiratory and Speech therapy 

from pamphlet. the new 

pamphlets will be ready by June 

20, 2012 for staff use. The 

Governing Body will be 

responsible for reviewing all 

advertising materials prior to 

mass printing to ensure this does 

not happen again.

06/13/2012  12:00:00AMN0447

Based on agency pamphlet review and 

interview, the agency failed to ensure all 

documents were accurate for 1 of 1 

agencies reviewed with the potential to 

affect all patients of the agency.

Findings include:

1.  The agency pamphlet contained in the 

admission packet for the agency, verified 

by Employee A and Employee B to be 

currently in use, identified the agency 

offers Physical  therapy, Occupational 

therapy, Respiratory therapy, and Speech 

Therapy.

2.  Per interview with Employee B on 

5-15-12 at 11:27 AM, the agency does not 

offer Speech therapy or Respiratory 

therapy at this time.

State Form Event ID: EF1Q11 Facility ID: 011598 If continuation sheet Page 3 of 3


