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This visit was for a Federal Recertification and 

State Re-Licensure survey, in conjuction with 4 

complaints. This was a partially extended survey 

reported to the agency administrator and clinical 

supervisor on Thursday March 11th, 2021 at 2:15 

p.m.

Complaint #:  IN00319478  Unsubstantiated

IN00300866  Substantiated:  Federal and 

State Deficiencies were cited

IN00273703  Substantiated:  Federal and 

State Deficiencies were cited

IN00269495  Substantiated:  Federal and 

State Deficiencies were cited

Survey Dates: March , 9, 10, 11, and 12, 2021

Facility number: 0111480

Provider number: 15K039

These deficiencies reflect State Findings cited in 

accordance with 410 IAC 17.

Quality Review Completed on 04/06/2021 by Area 

3

G 0000  

484.60(a)(1) 

Plan of care 

Each patient must receive the home health 

services that are written in an individualized 

plan of care that identifies patient-specific 

measurable outcomes and goals, and which 

is established, periodically reviewed, and 

G 0572

 

Bldg. 00
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signed by a doctor of medicine, osteopathy, 

or podiatry acting within the scope of his or 

her state license, certification, or registration. 

If a physician or allowed practitioner refers a 

patient under a plan of care that cannot be 

completed until after an evaluation visit, the 

physician or allowed practitioner is consulted 

to approve additions or modifications to the 

original plan.

 

Based on record review and interview, the agency 

failed to provide the services as ordered by the 

physician in the plan of care for 1 of 3 active 

records reviewed of patients receiving home 

health aide services.  (Patient #10)

The findings included: 

Review of the Plan of Care for the Certification 

period of 01-24-2021 to 03-23-2021, Patient #10 

was to receive home health aide services 4 hours 

per day, 3 days per week for 60 days on Dialysis 

days (Tuesday, Thursday, and Saturdays).  

Review of the home health aide visit notes 

revealed 3 hour visits were received on the 

Tuesday, Thursday, and Saturday Dialysis days 

during the period of 1-24-2021 through 03-04-2021.

In an interview with employee H and employee B  

on 03-10-2021 at 1:55 p.m. they confirmed that 

Patient #10 was receiving 3 hour visits instead of 

4 hour visits.

410 IAC 17-13-1(a)

G 0572  

G 572 Clinical Supervisor has 

corrected Patient #10

Plan of Care for certification period 

1-24-21

to 3-23-21 to reflect the 

appropriate hours/visits for

patient. Physician was notified 

and an order received

for correction of hours. Physician 

was also notified

of the visits that were not per the 

plan of care.

HhA plan of care was also 

corrected and updated

immediately on March 11, 2021.

  This was corrected March 11, 

2021.

 

 

10% of clinical records will be 

audited quarterly

for evidence that the plan of care 

matches the

Primary Care Physician orders.

 

The Clinical Supervisor, or 

designee, will be responsible

for monitoring these corrective 

actions to ensure

that this deficiency is corrected 

03/12/2021  12:00:00AM
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and will not recur.

484.60(c)(1) 

Promptly alert relevant physician of changes 

The HHA must promptly alert the relevant 

physician(s) or allowed practitioner(s) to any 

changes in the patient's condition or needs 

that suggest that outcomes are not being 

achieved and/or that the plan of care should 

be altered.

G 0590

 

Bldg. 00

Based on record review and interview, the agency 

failed to ensure they communicated with the 

physician of the need to revise the plan of care 

home health aide frequency for 1 of 3 active 

patient records reviewed of patients receiving 

home health aide services.

The findings included: 

Review of the Plan of Care for the Certification 

period of 01-24-2021 to 03-23-2021, Patient #10 

was to receive home health aide services 4 hours 

per day, 3 days per week for 60 days on Dialysis 

days (Tuesday, Thursday, and Saturdays).  

Review of the home health aide visit notes 

revealed 3 hour visits were received on the 

Tuesday, Thursday, and Saturday Dialysis days 

during the period of 1-24-2021 through 03-04-2021.

In an interview with employee H and employee B  

on 03-10-2021 at 1:55 p.m. they confirmed that 

Patient #10 was receiving 3 hour visits instead of 

4 hour visits and that the Physician had not been 

informed and the Plan of Care was not updated.

410 IAC 17-13-1(a)(2)

G 0590 G 590  Clinical Supervisor has 

corrected Patient #10

Plan of Care for certification period 

1-24-21

to 3-23-21 to reflect the 

appropriate hours/visits for

patient. Physician was notified 

and an order received

for correction of hours. Physician 

was also notified

of the visits that were not per the 

plan of care.

  This was corrected March 11, 

2021.

 

 

10% of clinical records will be 

audited quarterly

for evidence that the plan of care 

matches the

primary care physician orders, and 

that the

primary care physician was 

notified.

 

The Clinical Supervisor, or 

designee, will be responsible

for monitoring these corrective 

actions to ensure

that this deficiency is corrected 

03/12/2021  12:00:00AM
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and will not recur.

 

Completion Date March 11, 2021
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