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INITIAL COMMENTS

This visit was for a Post Survey
Revisit (PSR) to the PSR to the
PSR to the PSR to the PSR to
the Investigation of Complaints
INO0373881 and INO0372780
completed on 4/14/22.

Complaint INO0373881 -
Corrected.

Complaint INO0372780 -
Corrected.

Survey dates: October 6, 2022
Facility number: 011970
Residential Census: 29

Vermillion Place was found to
be in compliance with 410 IAC
16.2-5 in regard to the PSR to
Investigation of Complaint

INO0373881 and INO0372780.

Quiality review completed
October 6, 2022

R 0000

R 0088

Administration and Management -
Noncompliance

R 0088
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410 IAC 16.2-5-1.3(c)(1-2)(d)(1-2)
¢) The licensee shall:

(1) appoint an administrator with
either a:

(A) comprehensive care facility
administrator license as required
by IC 25-19-1-5(c); or

(B) residential care facility
administrator license as required
by IC 25-19-1-5(d); and

(2) delegate to that administrator
the authority to organize and
implement the day-to-day
operations of the facility.

(d) The licensee shall notify the
director:

(1) within three (3) working days of
a vacancy in the administrator's
position; and

(2) of the name and license
number of the replacement
administrator
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