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N 000] Initial Comments N 000 Administrator and CFO for DeKalb Heailth | 7/01/2013
completed license renewal application.
This is an offsite state licensure investigation Completed application, along with a check
survey. (#232507) for $250.00 was submitted via
United States Postal Service, priority mail on
Survey Date: 7/1/13 7-1-2013 with guarantee of arrival to the
- Indian State Department of Health by
Facility Number: 005332 12’00pm 7122013.
CCN: 157157 The Administrator of Home Care will be 7/01/2013
o responsible for insuring that the licensure is
Medicaid Number. 100264360A complete 30 days prior to expiration
Surveyor: Randy Snyder . ) "
y ySny The Administrator of Home Care Service | 7/01/2013
During this offsite state licensure investigation has placed an alert on two computer systems
survey, the agency was found to be operating (HealthCare First and Outlook Calendar),
without a current Indiana home health agency along with administrative assistant placing
license. alert on her computer system to begin
alerting administrator in the month of
February of need to renew licensure. Alerts
will be present on a daily basis until
QA: Linda Dubak, R.N. licensure is completed.
July 1, 2013
N 400, 410 IAC 17-10-1(a) Licensure N 400
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.
This RULE is not met as evidenced by:
This STANDARD is not met as evidenced by:
Based on document review and interview, the X
agency failed to ensure it was operating with a P ~ /
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current Indiana home health agency license.
Findings include:

1. The following was 410 Indiana Administrative
Code 17-10-1(a):

"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.”

2. A letter from the Indiana State Department of
Health dated 2/28/13 stated, "Dear
[Administrator's name]: Our records indicate that
your agency's license to operate a home health
agency in the State of Indiana will expire June 30,
2013. Enclosed is a renewal application for you to
complete and submit with requested
documentation and the $250 license fee to...
Please ensure that your application is complete
and arrives in advance of your facility's license
expiration date.”

3. On 6/30/13, the license for Dekalb Health
Home Care expired. As of 7/1/13 at 2:30 p.m.
EST, the Indiana State Department of Health had
not received a renswal application or $250
licensure fee.

4. On7/1/13 at 2:35 p.m. EST the administrator
was interviswed. The administrator indicated the
agency had an active caseload of approximately
80 (eighty) patients and provided care on this
date for some of those patients.

5. On 711113 at 2:50 p.m. EST, the administrator
was interviswed. The administrator indicated that
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the agency had a copy of the hospice application
and fee receipt but did not have a copy of a home
health renewal application or a fee receipt. The
administrator indicated an application and fee
payment would be submitted as soon as possible.
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