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R 0000

 

Bldg. 00

This visit was for a State Residential Licensure 

Survey. 

Survey dates: December 12 and 13, 2024.

Facility number: 013217

Residential Census: 36

These State Residential Findings are cited in 

accordance with 410 IAC 16.2-5. 

Quality review was completed on December 18, 

2024.

R 0000  

410 IAC 16.2-5-1.3(i)(1-2) 

Administration and Management - 

Noncompliance 

R 0092

 

Bldg. 00

Based on interview and record review, the facility 

failed to ensure fire and disaster drills were 

conducted monthly for 2 of 10 months reviewed 

(December 2023 and January 2024) and to provide 

documentation to show the local fire department 

had been invited to participate in a fire/disaster 

drill every six (6) months. 

Finding includes: 

The fire drill logs were reviewed on 12/12/24. The 

facility was unable to provide a fire drill for the 

months of December 2023 and January 2024. The 

facility was also unable to provide documentation 

to show the local fire department had been invited 

to attend or attended a fire and disaster drill prior 

to 11/12/24.

During an interview, on 12/12/24, the Executive 

R 0092 R092 Administration and 

Management - Noncompliance 

         0 residents were harmed by 

this deficient practice.  

 

What corrective actions will be 

accomplished for those residents 

found to have been affected by the 

deficient practice? 

         Fire drill completed 11/12/24 

with Fire department.

         Fire drill completed every 

month after January 2024.  

 

How the facility will identify other 

residents having the potential to 

be affected by the same deficient 

practice and what corrective action 

will be taken 

01/02/2025  12:00:00AM
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Director indicated the facility did not have 

documentation to show a fire drill was held in 

December of 2023 or January of 2024 and they did 

not have documentation to show the fire 

department had been invited to attend a 

fire/disaster drill prior to 11/12/24.

During an interview, on 12/13/24 at 2:20 p.m., the 

Executive Director indicated the facility followed 

the State of Indiana regulations.

A current facility policy, titled "Disaster Policy 

and Procedure," dated as last revised 7/2012 and 

received from the Executive Director on 12/13/24 

at 1:20 p.m., indicated "...The Director shall 

conduct fire drills monthly...."

         Director or other delegated 

staff member will be responsible 

for running an effective fire drill on 

a monthly basis. 

  

What measures will be put into 

place or what systemic changes 

the facility will make to ensure 

that the deficient practice does not 

recur. 

    Divisional Director of Operations 

will re-educate Director on policy 

pertaining to Fire Safety and 

frequency of drills.  

 

How the corrective actions will be 

monitored to ensure the deficient 

practice will not recur, what quality 

assurance program will be put into 

place. 

    Divisional of Operations will 

review Fire Drill records on a 

monthly basis for three months 

and at least annually thereafter.

 

410 IAC 16.2-5-1.5(e)(1-4) 

Sanitation and Safety Standards - Deficiency 

R 0148

 

Bldg. 00

Based on interview and record review, the facility 

failed to ensure the heating, ventilation and air 

conditioning system (HVAC) was inspected at 

least yearly.

Finding includes:

A request for documentation was made during the 

entrance conference on 12/12/24. 

During an interview, on 12/13/24 at 2:26 p.m., the 

R 0148 R148 Sanitation and Safety 

Standards

         0 residents were harmed by 

this deficient practice.  

 

What corrective actions will be 

accomplished for those residents 

found to have been affected by the 

deficient practice? 

       Maintenance Director 

checked all HVAC and changed 

01/02/2025  12:00:00AM
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Maintenance Director indicated he did check the 

HVAC system and change filters, but he did not 

have any documentation to show it had been 

completed.

During an interview, on 12/13/24 at 2:20 p.m., the 

Executive Director indicated the facility followed 

the State of Indiana regulations. 

A facility job description, titled "Maintenance 

Coordinator," dated at revised 12/22 and received 

from the Executive Director on 12/13/24 at 2:16 

p.m., indicated "...Ensure equipment remains in 

working order and is used safely...Complete tasks 

necessary to comply with all applicable state and 

federal regulatory agencies...."

filters and recorded by 1/2/2025

 

How the facility will identify other 

residents having the potential to 

be affected by the same deficient 

practice and what corrective action 

will be taken 

         Executive Director will 

complete HVAC quality audit to 

ensure compliance.   Completed 

by 1/2/25

  

What measures will be put into 

place or what systemic changes 

the facility will make to ensure 

that the deficient practice does not 

recur. 

      Divisional Director of 

Operations will re-educate the 

Executive Director and 

Maintenance Director on the 

expectation of annual HVAC 

inspections. To be competed by 

1/2/25.

 

 

How the corrective actions will be 

monitored to ensure the deficient 

practice will not recur, what quality 

assurance program will be put into 

place. 

         Divisional Director of 

Operations will review 

documentation of HVAC 

inspection annually to ensure 

compliance. 
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410 IAC 16.2-5-1.5(k) 

Sanitation and Safety Standards - Deficiency 

R 0154

 

Bldg. 00

Based on observation, interview and record 

review, the facility failed to ensure the kitchen was 

maintained in a safe, sanitary manner and in good 

repair for 2 of 2 kitchens observed. (Assisted 

Living Kitchen and Memory Care Kitchen)

Findings include:

1. During an observation of the Assisted Living 

Kitchen, on 12/12/24 at 10:53 a.m., with Kitchen 

Staff 1 present, the lower cabinet door on the left 

side of the sink was missing and a cabinet door to 

the left of the sink was also missing. 

A scoop was found left in the bulk sugar bin. 

The facility had four bulk item bins all observed to 

be soiled with dried food.

During an interview, on 12/12/24 at 10:58 a.m., 

Kitchen Staff 1 indicated the scoop should not 

have been left in the sugar. 

2. During an observation, on 12/12/24 at 11:38 

a.m., the Memory Care Kitchen was found to be 

missing the lower cabinet door, under the steam 

table. The door was observed to be laying under 

the steam table. Another cabinet door, located 

under the counter to the right of the hand 

washing sink was found to be missing. There were 

also two drawers missing from the lower cabinet. 

In the Memory Care refrigerator, two pitchers of 

red fluid were found without a label or date, a 

13-ounce bottle of mustard was found without an 

open date, and a 10-ounce bottle of ketchup was 

also found without an open date. There was a 

R 0154 R154 Sanitation and Safety 

Standards

 

What corrective actions will be 

accomplished for those residents 

found to have been affected by the 

deficient practice? 

    No residents were affected by 

the deficient practice 

 

How the facility will identify other 

residents having the potential to 

be affected by the same deficient 

practice and what corrective action 

will be taken 

    Executive Director will complete 

an audit open food containers to 

ensure they are labeled with date 

of opening if not dated items will 

be discarded and replaced. 

Completed by 1/2/25

    Maintenance Coordinator will 

replace all missing cabinet doors.  

Completed by 1/2/25

    Breadbasket Manager cleaned 

four bulk food storage containers.  

Completed 1/2/25

 

What measures will be put into 

place or what systemic changes 

the facility will make to ensure 

that the deficient practice does not 

recur. 

    Divisional Director of Operations 

will re-educate Executive Director 

and Breadbasket Manager on 

Policy 40450 Food Storage 

01/02/2025  12:00:00AM
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64-ounce container of prune juice, opened and 

belonging to a resident but missing the open date. 

The thermometer in the refrigerator was found to 

have red across the scale in the capillary tube, and 

an accurate temperature could not be read due to 

the thermometer being broken.

During an interview, on 12/12/24 at 11:46 a.m., 

QMA 2 indicated the ketchup and mustard were 

not for resident use, the thermometer was broken, 

and she needed to get a new one.

3. During a return observation of the Assisted 

Living Kitchen, on 12/13/24 at 8:56 a.m., the freezer 

was found to contain mild breakfast sausage 

wrapped in plastic and without an open date. A 

container of okra was found in plastic without an 

open date, an unidentifiable food item in blue 

plastic was found without an open date or a label, 

a bag of French fries was found almost empty and 

without an open date, and a bag of sweet potato 

fries were found open to air and without an open 

date.

During an interview, on 12/13/24 at 9:03 a.m., 

Kitchen Staff 1 indicated items were supposed to 

have labels and open dates. 

 

In the reach-in refrigerator, located by the kitchen 

door, a one-quart container of orange juice was 

found open with approximately 1/8 of fluid left. 

There was no open date. 

In the dry good storage, two open containers of 

dry spaghetti were found wrapped in plastic and 

without an open date, an open bag of mostaccioli 

pasta was found wrapped in plastic and without 

an open date, and elbow noodles were found 

wrapped in plastic without an open date. 

Labeling and dating. Completed by 

1/2/25

    Divisional Director of Operations 

will re-educate Executive Director 

and Breadbasket Manager on 

Policy 40445 Food Receiving and 

Storage. Completed by 1/2/25

 

How the corrective actions will be 

monitored to ensure the deficient 

practice will not recur, what quality 

assurance program will be put into 

place 

    Divisional Director of Health & 

Operations will inspect kitchen 

condition of Kitchen every quarter 

to ensure compliance in Sanitation 

and Safety standards.
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During an interview, on 12/13/24 at 9:06 a.m., 

Kitchen Staff 1 indicated when items were opened 

a date should have been put on the items. 

The QUAT (a sanitizer used to clean surfaces) 

was tested and the test strip turned dark blue and 

per the instructions on the test strip bottle the 

concentration of sanitizer was 0 parts per million 

(PPM).

A current facility policy, titled "Food Storage 

Labeling and Dating," received from the Executive 

Director on 12/13/24 at 1:20 p.m., indicated 

"...Label used to indicate the contents, 

date...Labeling Requirements...Each label must 

include the following information...Product 

Name...Clearly indicate the name of the food 

item...Date of Preparation/Opening...Include the 

date the food was...opened...."

A current facility policy, titled "Dining Services," 

dated as last revised 01/2018 and received from 

the Executive Director on 12/13/24 at 1:20 p.m., 

indicated "...To ensure proper concentration of 

sanitizer solution and to maximize the 

effectiveness of Sanitizer solution...Titration 

reading is to be between 150 PPM and 400 

PPM...."

410 IAC 16.2-5-1.6(k) 

Physical Plant Standards - Deficiency 

R 0187

 

Bldg. 00

Based on observation, interview and record 

review, the facility failed to ensure water 

temperatures were maintained at a safe 

temperature for 1 of 2 rooms observed for safe 

water temperatures. (Room 145)

Finding includes: 

R 0187 R187- Physical Plant Standard 

Deficiency

         0 residents were harmed by 

this deficient practice.  

 

What corrective actions will be 

accomplished for those residents 

01/02/2025  12:00:00AM
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During an observation, on 12/12/24 at 11:03 a.m., 

with the Maintenance Director, the water 

temperature in Room 145 was found to be at 130 

degrees.

During an interview, on 12/12/24 at 11:10 a.m., the 

Maintenance Director indicated he did not know 

what the water temperatures were supposed to be. 

He had just started in this position two weeks 

ago.

A facility job description, titled "Maintenance 

Coordinator," dated at revised 12/22 and received 

from the Executive Director on 12/13/24 at 2:16 

p.m., indicated "...Ensure equipment remains in 

working order and is used safely...Complete tasks 

necessary to comply with all applicable state and 

federal regulatory agencies...."

found to have been affected by the 

deficient practice? 

 

      Apartment observed to have 

unsafe water temperatures had 

regulator replaced. Date 

completed 1/2/25

 

How the facility will identify other 

residents having the potential to 

be affected by the same deficient 

practice and what corrective action 

will be taken 

         Executive Director will 

complete an audit of all apartment 

water temperatures completed to 

ensure safe water temperatures, 

any apartments with unsafe water 

temperatures will be fixed by the 

maintenance coordinator. 

Completed by 1/2/25

 

 

  

What measures will be put into 

place or what systemic changes 

the facility will make to ensure 

that the deficient practice does not 

recur. 

 

         Divisional Director of 

Operation will review regulations of 

Physical Plant Standards with 

Executive Director and 

Maintenance Coordinator. 

Completed by 1/2/25
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How the corrective actions will be 

monitored to ensure the deficient 

practice will not recur, what quality 

assurance program will be put into 

place. 

    Divisional Director of Operations 

will monitor compliance on routine 

site visits and an audit will be 

completed annually. 
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