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This survey is a desk review of a home health provider.

Date: August 21, 2024 

 

N0434 N0434Renewal of home health licensure 

CFR(s): 410 IAC 17-11-3 

Rule 11 Sec. 3 An application for renewal of license 
shall be filed with the department at least sixty (60)
days prior, but not sooner than ninety (90) days 
before, the expiration date of the current license. 

This LICENSURE REQUIREMENT is NOT MET as evidenced by:

Based on record review, the agency failed to ensure 
that they renewed their home health license within 60 
days before the expiration date. 

Findings include: 

Review of the National Database, this provider's home 
health license was due to be renewed by May 31, 2024. 

The Indiana Department of Health received this 
provider's renewal application on June 13, 2024. 
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