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A. BUILDING 12/16/2025
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INDEPENDENCE VILLAGE OF FISHERS
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SOUTH 9745 OLYMPIA DR, FISHERS, , 46038

(X4) ID SUMMARY STATEMENT OF ID PREFIX PROVIDER'S PLAN OF CORRECTION... (X5)
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R 0000 INITIAL COMMENTS R 0000

This visit was for a Post Survey
Reuvisit (PSR) to the
Investigation of Intake 465534
completed on 11/6/25.

This visit was in conjunction with
the Investigation of Intake
466134.

Intake 465534 - Corrected.

Intake 466134 - No deficiencies
related to the allegations are
cited.

Survey Date: December 16,
2025

Facility Number: 002999
Residenital Census: 94

Independence Village Fishers
South was found to be in
compliance with 410 IAC 16.2-5
in regard to the PSR to the
Investigation of Intake
00465534.

Quality review completed on
December 30, 2025.
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R 0052

Residents' Rights - Offense
410 IAC 16.2-5-1.2(v)(1-6)

(v) Residents have the right to be
free from:

(1) sexual abuse;

(2) physical abuse;

(3) mental abuse;

(4) corporal punishment;
(5) neglect; and

(6) involuntary seclusion.

R 0052

01/06/2026

R 0091

Administration and Management -
Noncompliance

410 IAC 16.2-5-1.3(h)(1-4)
(h) The facility shall establish and
implement a written policy manual

to ensure that resident care and
facility objectives are

attained, to include the following:
(1) The range of services offered.
(2) Residents' rights.

(3) Personnel administration.

(4) Facility operations.

The policies shall be made

available to residents upon
request.

R 0091

01/06/2026
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R 0217

Evaluation - Deficiency
410 IAC 16.2-5-2(e)(1-5)

(e) Following completion of an
evaluation, the facility, using
appropriately trained staff
members, shall identify and
document the services to be
provided by the facility, as follows:

(1) The services offered to the
individual resident shall be
appropriate to the:

(A) scope;

(B) frequency;
(C) need; and
(D) preference;
of the resident.

(2) The services offered shall be
reviewed and revised as
appropriate and discussed by the
resident and facility as needs or
desires change. Either the facility
or the resident may request a
service plan review.

(3) The agreed upon service plan
shall be signed and dated by the
resident, and a copy of the service
plan shall be given to the resident
upon request.

(4) No identification and
documentation of services
provided is needed if evaluations
subsequent to the initial evaluation
indicate no need for a change in
services.

(5) If administration of medications
or the provision of residential

R 0217
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nursing services, or both, is
needed, a licensed nurse shall be
involved in identification and
documentation of the services to
be provided.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from
correcting provided it is determined that other safeguards provide sufficient protection to the patients. (See

instructions.)
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