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G 000 INITIAL COMMENTS G 000

 This visit was for a home health initial Medicaid 

certification survey.

Survey Dates:  November 18, 19, and 20, 2014

Facility #:  013514

Medicaid Vendor #:  N/A

Surveyor:  Tonya Tucker, RN, PHNS

Unduplicated census:  10

Current Skilled Patients:  8

Current Skilled Patients to include Home Health 

Aide Services:  3

Total Current Patients:  8

Home Visits:  3

KMG Homecare Unlimited, LLC is in compliance 

with the Conditions of Participation 42 CFR Part 

484.

Quality Review: Joyce Elder, MSN, BSN, RN

November 21, 2014
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