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This visit was for a Post Survey
Revisit (PSR) to the State
Residential Licensure Survey
and complaint Investigation
IN0O0385409 completed on July
28, 2022.

Complaint INO0385409 -
Corrected

Survey date: September 9,
2022.

Facility number: 014166
Residential Census: 119

Hellenic Senior Living of New
Albany was found to be in
compliance with 410 IAC 16.2-5
in regard to the PSR to the
State Residential Licensure
Survey and Complaint
Investigation.

Quality review completed on
September 14, 2022.

This visit was for a Post Survey
Revisit (PSR) to the State
Residential Licensure Survey
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and complaint Investigation
INO0385409 completed on July
28, 2022,

Complaint INO0385409 -
Corrected

Survey date: September 9,
2022.

Facility number: 014166
Residential Census: 119

Hellenic Senior Living of New
Albany was found to be in
compliance with 410 IAC 16.2-5
in regard to the PSR to the
State Residential Licensure
Survey and Complaint
Investigation.

Quality review completed on
September 14, 2022.
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R 0123

Personnel - Nonconformance
410 IAC 16.2-5-1.4(h)(1-10)

(h) The facility shall maintain
current and accurate personnel
records for all employees. The
personnel records for all
employees shall include the
following:

(1) The name and address of the
employee.

(2) Social Security number.
(3) Date of beginning employment.

(4) Past employment, experience,
and education, if applicable.

(5) Professional licensure or
registration number or dining
assistant certificate or letter of
completion, if applicable.

(6) Position in the facility and job
description.

(7) Documentation of orientation to
the facility, including residents'
rights, and to the specific job skills.

(8) Signed acknowledgement of
orientation to residents' rights.

(9) Performance evaluations in
accordance with facility policy.

(10) Date and reason for
separation.

R 0123

R 0273

Food and Nutritional Services -
Deficiency

410 IAC 16.2-5-5.1(f)

R 0273
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(f) All food preparation and serving
areas (excluding areas in residents
' units) are maintained in
accordance with state and local
sanitation and safe food handling
standards, including 410 IAC 7-24.

R 0297

Pharmaceutical Services -
Noncompliance

410 IAC 16.2-5-6(c)(1)

(c) If the facility controls, handles,
and administers medications for a
resident, the facility shall do the
following for that resident:

(1) Make arrangements to ensure
that pharmaceutical services are
available to provide residents with
prescribed medications in
accordance with applicable laws of
Indiana.

R 0297

R 0349

Clinical Records - Noncompliance
410 IAC 16.2-5-8.1(a)(1-4)

(a) The facility must maintain
clinical records on each resident.
These records must be maintained
under the supervision of an
employee of the facility designated
with that responsibility. The records
must be as follows:

(1) Complete.
(2) Accurately documented.
(3) Readily accessible.

(4) Systematically organized.

R 0349
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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.)

LABORATORY DIRECTOR'S OR TITLE (X6) DATE
PROVIDER/SUPPLIER REPRESENTATIVE'S
SIGNATURE
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