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This visit was for a full annual recertification and 

state licensure survey. 

Dates of Survey: 3/5/18, 3/6/18 and 3/7/18.

Facility Number: 0011663

Provider Number: 15G745

AIMS Number: 200902020

This deficiency also reflects state findings in 

accordance with 460 IAC 9.

Quality Review of this report completed by #15068 

on 3/19/18.

W 0000  

483.460(a)(3)(i) 

PHYSICIAN SERVICES 

The facility must provide or obtain annual 

physical examinations of each client that at a 

minimum includes an evaluation of vision and 

hearing.

W 0323

 

Bldg. 00

Based on record review and interview for 1 of 2 

sampled clients (#2), the facility failed to ensure 

client #2 received a hearing and vision screening 

on an annual basis. 

Findings include:

Client #2's record was reviewed on 3/6/18 at 1:00 

PM. Client #2 did not have an annual hearing 

screening. Client #2 did not have an annual vision 

screening. 

Program Manager (PM) #1 was interviewed on 

3/6/18 at 2:00 PM. PM #1 indicated client #2 

should have a hearing and vision screening on an 

annual basis, or as recommended by the 

physician. PM #1 indicated client #2 had 

W 0323 W323:  The facility must provide or 

obtain annual physician 

examinations of each client that at 

a minimum includes an evaluation 

of vison and hearing.

 

Corrective Action: (Specific):  

The nurse will be re-trained on 

ensuring that all clients 

preventative and general medical 

care is completed as ordered or 

indicated. Client #2 will be 

scheduled for his annual hearing 

examination.

 

How others will be identified: 

(Systemic):  All clients’ medical 
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appointments scheduled to have the hearing and 

vision screenings completed but has not been yet. 

9-3-6(a)

records will be reviewed by the 

nurse and the nurse manager to 

ensure that all preventative and 

general medical care have been 

completed. The nurse will be at 

the home at least weekly to review 

all client medical records and 

ensure that all clients have 

received preventative and general 

medical care. The nurse manager 

will review all client medical 

records at least weekly for the 

next 30 days then at least 

monthly thereafter to ensure that 

all clients have received 

preventative and general medical 

care.

Measures to be put in place: 

 The nurse will be re-trained on 

ensuring that all clients 

preventative and general medical 

care is completed as ordered or 

indicated. Client #2 will be 

scheduled for his annual hearing 

examination.

Monitoring of Corrective 

Action:  All clients’ medical 

records will be reviewed by the 

nurse and the nurse manager to 

ensure that all preventative and 

general medical care have been 

completed. The nurse will be at 

the home at least weekly to review 

all client medical records and 

ensure that all clients have 

received preventative and general 

medical care. The nurse manager 

will review all client medical 

records at least weekly for the 

next 30 days then at least 
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monthly thereafter to ensure that 

all clients have received 

preventative and general medical 

care.

 

Completion date: 03.31.18
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