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STATEMENT OF DEFICIENCIES AND 
PLAN OF CORRECTIONS

(X1) PROVIDER/SUPPLIER/CLIA 
IDENTIFICATION NUMBER:

(X2) MULTIPLE 
CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY 
COMPLETED

10/24/2022

NAME OF PROVIDER OR SUPPLIER

TIMBER CREEK VILLAGE

STREET ADDRESS, CITY, STATE, ZIP 
CODE

990 PROGRESS PARKWAY, 
SHELBYVILLE, , 46176

(X4) ID 
PREFIX TAG

SUMMARY STATEMENT OF 
DEFICIENCIES...

ID PREFIX 
TAG

PROVIDER'S PLAN OF CORRECTION... (X5) 
COMPLETION 
DATE

R 0000 INITIAL COMMENTS

This visit was for a Post Survey 
Revisit (PSR) to the 
Investigation of Complaints 
IN00383572 and IN00389866 
completed on September 14, 
2022.

Complaint IN00383572 -- 
Corrected.

Complaint IN00389866 -- 
Corrected.

Survey date: October 24, 2022

Facility number: 0014548

Residential Census: 42

Timber Creek Village was found 
to be in compliance with 410 
IAC 16.2-5 in regard to the 
Investigation of Complaint 
IN00383572 and IN00389866.

Quality review completed on 
October 25, 2022

R 0000

R 0045 Residents' Rights - Deficiency R 0045
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410 IAC 16.2-5-1.2(r)(6-9)

(6) Before an interfacility transfer or 
discharge occurs, the facility must, 
on a form prescribed by the 
department, do the following:

(A) Notify the resident of the 
transfer or discharge and the 
reasons for the move, in writing, 
and in a language and manner that 
the resident understands. The 
health facility must place a copy of 
the notice in the resident ' s clinical 
record and transmit a copy to the 
following:

(i) The resident.

(ii) A family member of the resident 
if known.

(iii) The resident ' s legal 
representative if known.

(iv) The local long term care 
ombudsman program (for 
involuntary relocations or 
discharges only).

(v) The person or agency 
responsible for the resident ' s 
placement, maintenance, and care 
in the facility.

(vi) In situations where the resident 
is developmentally disabled, the 
regional office of the division of 
disability, aging, and rehabilitative 
services, who may assist with 
placement decisions.

(vii) The resident ' s physician 
when the transfer or discharge is 
necessary under subdivision 
(4)(C), (4)(D), (4)(E), or (4)(F).
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(B) Record the reasons in the 
resident ' s clinical record.

(C) Include in the notice the items 
described in subdivision (9).

(7) Except when specified in 
subdivision (8), the notice of 
transfer or discharge required 
under subdivision (6) must be 
made by the facility at least thirty 
(30) days before the resident is 
transferred or discharged.

(8) Notice may be made as soon 
as practicable before transfer or 
discharge when:

(A) the safety of individuals in the 
facility would be endangered;

(B) the health of individuals in the 
facility would be endangered;

(C) the resident ' s health improves 
sufficiently to allow a more 
immediate transfer or discharge;

(D) an immediate transfer or 
discharge is required by the 
resident ' s urgent medical needs; 
or

(E) a resident has not resided in 
the facility for thirty (30) days.

(9) For health facilities, the written 
notice specified in subdivision (7) 
must include the following:

(A) The reason for transfer or 
discharge.

(B) The effective date of transfer or 
discharge.

(C) The location to which the 
resident is transferred or 
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discharged.

(D) A statement in not smaller than 
12-point bold type that reads, " You 
have the right to appeal the health 
facility ' s decision to transfer you. 
If you think you should not have to 
leave this facility, you may file a 
written request for a hearing with 
the Indiana state department of 
health postmarked within ten (10) 
days after you receive this notice. If 
you request a hearing, it will be 
held within twenty-three (23) days 
after you receive this notice, and 
you will not be transferred from the 
facility earlier than thirty-four (34) 
days after you receive this notice of 
transfer or discharge unless the 
facility is authorized to transfer you 
under subdivision (8). If you wish to 
appeal this transfer or discharge, a 
form to appeal the health facility's 
decision and to request a hearing 
is attached. If you have any 
questions, call the Indiana state 
department of health at the number 
listed below. " .

(E) The name of the director and 
the address, telephone number, 
and hours of operation of the 
division.

(F) A hearing request form 
prescribed by the department.

(G) The name, address, and 
telephone number of the state and 
local long term care ombudsman.

(H) For health facility residents with 
developmental disabilities or who 
are mentally ill, the mailing address 
and telephone number of the 
protection and advocacy services 
commission.
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R 0406 Infection Control - Offense

410 IAC 16.2-5-12(a)

(a) The facility must establish and 
maintain an infection control 
practice designed to provide a 
safe, sanitary, and comfortable 
environment and to help prevent 
the development and transmission 
of diseases and infection.

R 0406

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 
PROVIDER/SUPPLIER REPRESENTATIVE'S 
SIGNATURE

TITLE (X6) DATE


