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This visit was for a Post-Condition Re-visit
survey of a Medicare and Medicaid Hospice
Agency.

The original Federal Recertification, Emergency
Preparedness, and State Re-licensure survey,
exit date of 2/15/2022, resulted in an Immediate
Jeopardy (1J), which was identified and
announced on 2/15/22 at 9:47 AM, under 42 CFR
418.52 (b)(4) and 42 CFR 418.52 (b)(4)(ii), for
Patient Rights. The Immediate Jeopardy was
unremoved at the exit date of 2/15/22, because
the agency submitted an unacceptable Removal
of Immediacy Plan. A second IJ removal plan
was found unacceptable on 2/25/22. On 2/28/22,
the third Immediacy Removal Plan was accepted.
The Immediacy Component of the IJ was
removed on-site on 3/8/2022. At that time, One
Condition and 2 Standards were determined to be
back in compliance, and 2 other Conditions and
12 other Standards remained for determination of
compliance at a Post-Condition revisit survey.

Survey Dates: 4/4/22, 4/5/22, and 4/6/22

During this survey, exit date of 4/6/22, the
remaining 2 Conditions and 12 Standards were
removed, no new deficiencies were identified,
and Indiana University Health Hospice agency
was found to have been in compliance with the
requirements of 42 CFR 418.52, et seq.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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