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This visit was for a pre-determined full 

recertification and state licensure survey. This 

visit included the investigation of complaint 

#IN00436920.

Complaint #IN00436920: No deficiencies related to 

the allegation(s) are cited. 

Dates of Survey: 3/11/25, 3/12/25 and 3/13/25.

Facility Number: 000674

Provider Number: 15G137

AIMS Number: 100234390

These deficiencies reflect state findings in 

accordance with 460 IAC 9. 

Quality Review of this report completed by #39778 

on 3/19/25.

W 0000  

483.460(f)(1) 

COMPREHENSIVE DENTAL DIAGNOSTIC 

SERVICE 

W 0351

 

Bldg. 00

Based on record review and interview for 1 of 3 

sampled clients (A), the facility failed to ensure 

client A had a dental exam within 30 days of 

admission to the group home.

Findings include:

Client A's record was reviewed on 3/12/25 at 11:11 

AM.

Client A's ISP (Individual Support Plan), dated 

5/23/2024, indicated he was admitted to the group 

home on 6/11/24.

W 0351 Client A has a dental appointment 

scheduled for 5/29/25 at 10am at 

Familia Dental.

All Area Supervisor will be trained 

that individuals must have a dental 

exam upon admisision to group 

home. 

Program Manager will be trained 

that individuals must have adental 

exams upon admission to group 

home.
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Client A's record did not indicate he saw the 

dentist since moving into the group home.

An e-mailed received by the LPN (License 

Practical Nurse) dated 3/12/25 at 2:12 PM and read 

on 3/13/25 at 10:28 AM indicated, "I finally got 

through to [provider] Dentist and they stated that 

he had an appointment in August and in 

November that he did not attend due to Covid. He 

than (sic) had an appointment in Janurary (sic) the 

4th of this year (sic) he did not attend due to 

weather issues. He again has an apppointment 

(sic) set for May 29th at 10:00. This appointment 

is verified and set in his scheduled appointments 

in [facility's documentation system]."

The LPN (Licensed Practical Nurse) was 

interviewed on 3/13/25 at 10:56 AM. The LPN 

indicated client A missed three dental 

appointments due to Covid and the weather. The 

LPN indicated the last appointment missed was 

not rescheduled. The LPN indicated client A did 

not have a dental appointment scheduled until the 

surveyor asked. The LPN indicated clients should 

receive a dental exam. 

9-3-6(a)

Nurses will be trained that 

individuals must have dental exam 

upon admission to group home.

Person(s) Responsible: Area 

Supervisor, Program Manager, 

Nurse

483.460(f)(2) 

COMPREHENSIVE DENTAL DIAGNOSTIC 

SERVICE 

W 0352

 

Bldg. 00

Based on record review and interview for 1 of 3 

sampled clients (C), the facility failed to ensure 

client C had an annual dental exam.

Findings include:

Client C's record was reviewed on 3/13/25 at 9:40 

AM.

W 0352 Client A has a dental appointment 

scheduled for 5/29/25 at 10am at 

Familia Dental.

All Area Supervisor will be trained 

on individuals must have annual 

dental exams.

Program Manager will be trained 
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Client C's record did not indicate he had an annual 

dental exam.

The LPN (Licensed Practical Nurse) was 

interviewed on 3/13/25 at 10:56 AM. The LPN 

stated, "I looked through [client C's] chart and 

could not find a dental exam at all." The LPN 

indicated she was unsure when client C last saw 

the dentist as she is new with the company. The 

LPN indicated clients should receive an annual 

dental exam.

9-3-6(a)

that individuals must have annual 

dental exams.

Nurse will be trained that 

individuals must have annual 

dental exams.

Person(s) Responsible: Area 

Supervisor, Program Manager, 

Nurse

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: XNSB11 Facility ID: 000674 If continuation sheet Page 3 of 3


