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S009997

IC 16-28-13-4
Aide Registry
Sec. 4(a) Except as provided in subsection
(b), a person who:

1) operates or administers a health care
facility; or

2) operates an entity in the business of
contracting to provide nurse aides or other
unlicensed employees for a health care
facility;
shall apply within three (3) business days
from the date a person is employed as a
nurse aide or other unlicensed employee for
a copy of the person's state nurse aide
registry report from the state department...

b) A health care facility is not required to
apply for the state nurse aide registry report
... required by subsection (a) if the health
care facility contracts to use the services of
a nurse aide or other unlicensed employee
who is employed by an entity in the business
of contracting to provide nurse aides or
other unlicensed employees to health care
facilities.

Based on personnel file review and
interview, the agency failed to ensure the
Hospice Aide was entered on and in good
standing on the State Aide Registry for 2
of 4 Hospice Aide files reviewed with the
potential to affect all the agency's patient's
that receive Hospice Aide services.
(employees D and G)

Findings include:

1. Personnel file D, date of hire 8/1/11,
failed to evidence verification the
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Clinical Director will review
SC-HR-103 Backgroud Screening
OIG Exclusion
List. RESPONSIBLE PARTY:
Clinical DirectorMONITORING:
The Clinical Director will fill out
the correct form for the HHA
Registry and send to Registry.
Ongoing will be doing prior to hire
on future Hospice Aides.
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employee was entered on and in good
standing on the state aide registry as a
Hospice Aide. A document titled
"Indiana Online Licensing" states,
"License Type: Certified Nurse Aide."

2. Personnel file G, date of hire 4/15/13,
failed to evidence verification the
employee was entered on and in good
standing on the state aide registry as a
Hospice Aide. A document titled
"Indiana Online Licensing" states,
"License Type: Certified Nurse Aide."

3. On 5/22/13 at 3:17 PM, employee A,
Director of Nursing, indicated employees
D and G were Certified Nurses Aides and
had not been placed on the registry.
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