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 W0000This visit was for a fundamental 

recertification and state licensure survey.

Date of Survey:  January 14, 15, 24, 25, 

2013   

Provider Number:  15G106

Aims Number:  100234140

Facility Number:  000643

Surveyor:  Mark Ficklin, Medical 

Surveyor lll

This deficiency also reflects a state 

finding in accordance with 460 IAC 9.

Quality Review was completed on 2/1/13 

by Tim Shebel, Medical Surveyor III.
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483.460(f)(2) 

COMPREHENSIVE DENTAL DIAGNOSTIC 

SERVICE 

Comprehensive dental diagnostic services 

include periodic examination and diagnosis 

performed at least annually.

W352:  Comprehensive Dental 

Diagnostic Service

 

-          Client #2 completed a 

dental appointment on February 

13, 2013

-          Program Coordinator, 

Nurse, and Operations Manager 

will be retrained on ensuring that 

all doctor’s appointments are 

completed

-          Program Coordinator will 

monitor through weekly visits in 

the home that all appointments 

are being completed

-          Operations Manager will 

monitor through monthly visits in 

the home that all appointments 

are being completed

-          Nurse will monitor through 

quarterly chart reviews to ensure 

that all appointments are being 

completed

 

Persons Responsible: Program 

Coordinator, Operations 

Manager, Nurse

02/24/2013  12:00:00AMW0352Based on record review and interview, the 

facility failed for 1 of 4 sample clients 

(client #2) to ensure client #2 had an 

annual dental visit.

Findings include:

The record of client #2 was reviewed on 

1/24/13 at 12:14p.m. Client #2's most 

recent documented dental visit was on 

10/20/11.  

Interview on 1/24/13 at 1:55p.m., of staff 

#1 and staff #2 (nurse), indicated there 

was no documentation client #2 had a 

dental exam since the 10/20/11 exam. 

Staff #2 indicated client #2 should have 

had an annual exam completed. 
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