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This visit was for the Investigation of 

Complaint IN00178242 and IN00178670.

Complaint IN00178242- Substantiated.  

No Federal/State deficiencies cited.

Complaint IN00178670 - 

Unsubstantiated due to lack of evidence.

Survey date:  August 10, 2015

Facility number: 000248

Provider number: 155357

AIM number:  100291470

Census bed type:

SNF:  21

SNF/NF: 71

Total: 92

Census payor type:

Medicare: 21

Medicaid: 58

Other:  13 

Total: 92

Sample:  5

These deficiencies reflect State findings 

cited in accordance with 410 IAC 

16.2-3.1.

F 0000 The plan of correction is to serve 

as Rawlins House and Fall Creek 

Retirement Village’s credible 

allegation of compliance. Rawlins 

House respectfully requests a 

desk review from the Indiana 

State Department of Health to 

confirm the facility has achieved 

compliance by August 28, 2015. 

Submission of this plan does not 

constitute an admission by 

Rawlins House or its 

management company that the 

allegations contained in the 

survey report is a true and 

accurate portrayal of the provision 

of nursing care and other 

services in this facility. Nor does 

this submission constitute an 

agreement of admission of the 

survey allegations. 
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