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{N 000} Initial Comments {N 000}
This visit was a second re-visit for Initial State
Licensure survey.
Facility #: 014118
Date of survey: 3-15-18
Census:
3 Active patients
Skilled care: 0
Home Health Aide only: 3
Home Visits: 0 - No visits
scheduled on 3-15-18
Record Review only: 3
15 patients since 1st provisional license granted
Adaptive Nursing and Healthcare Services, Inc.,
was found to have been in compliance with the
requirements of 410 IAC 17-9 through 410 IAC
17-16, for Home Health Agencies.
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