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This visit was to conduct a Federal
Recertification survey.

Facility ID: 007135
Provider #: 157605
Visit dates: 9/24/19
Active Patients: 0

Initial Comments: The agency office was not
open, unmanned, and not operational, when the
surveyor arrived on 9/24/19 at 1:20 PM and
exited on 9/24/19 at 2:45 PM.

The Indiana State Department of Health
documents evidenced the agency had declared
open office hours: Tuesdays and Thursdays,
from 10 AM - 2 PM.

On 9/24/19, Tuesday, at 1:20 PM, it was
observed that a sign on the door of the agency
read that the staff were currently out of the office
and to call 219 - 464-4443 to request an
appointment. Person A, a receptionist for the
office adjoining the home health agency office
indicated no one was in the First Choice Home
Health Office today and indicated staff from
agency had been at the office yesterday. The
office was not manned and no one was there in
the agency office.

On 9/24/19 at 1:40 PM, the administrator of the
agency indicated ability to drive up to the agency
today. He was about 2 hours away in Lafayette,
IN. He indicated working in office in Valparaiso
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about once or twice a week. He had no active
patients at this agency. He indicated that it was
too expensive to have the office open regularly
when no patients were on service. He indicated
license is not current and has not had office open
during operational hours with no patients on
census. There was a change in ownership and
now there was no license to operate. The
administrator stated, "You can see that?" when
asked about the reason for the OASIS
transmissions in July 2019. The administrator
indicated OASIS transmissions occurred in July
2019 and indicated financial concerns due to cost
of software company bills concerning these
OASIS transmissions. The administrator
indicated trying to hire front office / intake person
and hoped to have this person in place by
October 15, 2019. When asked about discharge
of patients, the administrator indicated all patients
had been discharged by July 1, 2019. There was
no number of discharges mentioned. He
indicated had nurse consultant, Person B,
working with the agency. He indicated an
administrator, alternate administrator, clinical
nursing supervisor and alternate clinical nursing
supervisor were in place in the agency.

A review of the Casper Report from 3/1/19 -
8/31/19 evidenced 42 records processed from
3/1/19 - 7/26/19 including 11 records in July 2019.
10 of 11 records were accepted and 1 record was
rejected in July 2019.

Initial Comments

This visit did not occur.
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Provider #: 157605

Visit dates: 9/24/19

Active Patients: 0
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