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 This visit was for Investigation of Complaints 

IN00327132, IN00327426, IN00327433, 

IN00327439, IN00327472.  This visit included a 

COVID-19 Focused Infection Control Survey. 

Complaint IN00327132 - Unsubstantiated due to 

lack of evidence.

Complaint IN00327426 - Substantiated. No 

deficiencies related to the allegation(s) are cited.

Complaint IN00327433 - Substantiated. No 

deficiencies related to the allegation(s) are cited.

Complaint IN00327439 - Substantiated. No 

deficiencies related to the allegation(s) are cited.

Complaint IN00327472 - Substantiated. No 

deficiencies related to the allegation(s) are cited.

Survey dates: July 14, and 15, 2020.

Facility number: 000230

Provider number: 155524

AIM number: 100275000

Census Bed Type:

SNF/NF: 86

SNF: 5

Total: 91

Census Payor Type:

Medicare: 5

Medicaid: 72

Other: 14

Total: 91

Health Center At Glenburn Home was found to be 

in compliance with 42 CFR Part 483, Subpart B 

and 410 IAC 16.2-3.1 in regard to the 

Investigation of Complaints IN00327132, 
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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 
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IN00327426, IN00327433, IN00327439, 

IN00327472 and the COVID-19 Focused 

Infection Control Survey.

Quality Review completed on July 16, 2020.

FORM CMS-2567(02-99) Previous Versions Obsolete CCEK11Event ID: Facility ID: 000230 If continuation sheet Page  2 of 2


