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Bldg. 00

This was an offsite Licensure Investigation 

Survey

Survey Date:  October 27, 2023

Facility:  #000391

Provider:  #155859

AIM:  #100274990  

This state finding is cited in accordance with 410 

IAC 16.2.

Quality review completed October 27, 2023

F 0000 This Plan of Correction is the 

Providers credible allegation of 

compliance. Preparation and/or 

execution of this plan of correction 

does not constitute admission or 

agreement by the provider of the 

truth of the facts alleged or 

conclusions set forth in the 

statement of deficiencies. The 

plan of correction is prepared 

and/or executed solely because it 

is required by the provisions of 

federal and state law.

 

 F 9999

 

Bldg. 00

16.2-3.1-2(h)(1) - Licenses

(h)  For the renewal of a license, the director may 

issue a full license for any period up to one (1) 

year, issue a probationary license, or deny a 

license application upon receipt and review of the 

following requirements:

(1)  The facility shall submit a renewal application 

to the director at least forty-five (45) days prior to 

the expiration of the license.

This state rule was not met as evidenced by:

Based on document review, the facility failed to 

ensure it had timely renewed their license to 

operate as a health care facility before their 

current license expired on September 30, 2023

F 9999 What corrective action will be 

accomplished for those residents 

found to have been affected by the 

alleged deficient practice;

It is the consistent practice of this 

Provider to ensure that the facility 

license is kept up to date and 

submitted timely.  This Provider 

provided the IDOH with application 

renewal and payment for current 

facility license.  Facility license 

has been received and is current 

and in good standing.

 

How other residents having the 

potential to be affected by the 

same alleged deficient practice 

will be identified and what 

corrective action will be taken;
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The state agency received the facility's renewal 

application and payment post marked October 21, 

2023, which was not at least 45 days of the current 

license expiration date of September 30, 2023.

All residents residing at this 

facility have the potential to be 

affected by the alleged deficient 

practice.

This Provider provided the IDOH 

with application renewal and 

payment for current facility 

license.  Facility license has been 

received and is current and in 

good standing.

 

What measures will be put into 

place and what systematic 

changes will be made to ensure 

that the alleged deficient practice 

does not recur;

The Executive Director has added 

electronic calendar notification to 

be notified 60 day prior to facility 

licensure expiration to ensure 

renewal application has been 

received, completed and 

processed prior to 45 days of 

expiration of current facility 

license.

 

How will the corrective actions be 

monitored or QA will be put into 

place to ensure the alleged 

deficient practice will  not recur;

The IDT team will review the 

current standing of the facility 

licensure at the QA monthly 

meeting to ensure facility 

licensure is active, in good 

standing and status of any 

upcoming expiration date.  The 

Executive Director will be 

responsible for monitoring and 

ensuring compliance with the 
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facility license.

R 0000

 

Bldg. 00

This was an offsite Licensure Investigation 

Survey

Survey Date:  October 27, 2023

Facility:  #000391

This State Residential Finding is cited in 

accordance with 410 IAC 16.2-5.

Quality review completed October 27, 2023

R 0000 This Plan of Correction is the 

Providers credible allegation of 

compliance. Preparation and/or 

execution of this plan of correction 

does not constitute admission or 

agreement by the provider of the 

truth of the facts alleged or 

conclusions set forth in the 

statement of deficiencies. The 

plan of correction is prepared 

and/or executed solely because it 

is required by the provisions of 

federal and state law.

 

R 9999

 

Bldg. 00

16.2-5-1.1 Licenses

(1)  The facility shall submit a renewal application 

to the director at least forty-five (45) days prior to 

the expiration of the license.

This state rule was not met as evidenced by:

Based on document review, the facility failed to 

ensure it had timely renewed their license to 

operate as a residential care facility before their 

current license expired on September 30, 2023.

The agency received the facility's renewal 

application and payment post marked October 21, 

2023, which was not at least 45 days of the current 

license expiration date of September 30, 2023.

R 9999 What corrective action will be 

accomplished for those residents 

found to have been affected by the 

alleged deficient practice;

It is the consistent practice of this 

Provider to ensure that the facility 

license is kept up to date and 

submitted timely.  This Provider 

provided the IDOH with application 

renewal and payment for current 

facility license.  Facility license 

has been received and is current 

and in good standing.

 

How other residents having the 

potential to be affected by the 

same alleged deficient practice 

will be identified and what 

10/31/2023  12:00:00AM
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corrective action will be taken;

All residents residing at this 

facility have the potential to be 

affected by the alleged deficient 

practice.

This Provider provided the IDOH 

with application renewal and 

payment for current facility 

license.  Facility license has been 

received and is current and in 

good standing.

 

What measures will be put into 

place and what systematic 

changes will be made to ensure 

that the alleged deficient practice 

does not recur;

The Executive Director has added 

electronic calendar notification to 

be notified 60 day prior to facility 

licensure expiration to ensure 

renewal application has been 

received, completed and 

processed prior to 45 days of 

expiration of current facility 

license.

 

How will the corrective actions be 

monitored or QA will be put into 

place to ensure the alleged 

deficient practice will  not recur;

The IDT team will review the 

current standing of the facility 

licensure at the QA monthly 

meeting to ensure facility 

licensure is active, in good 

standing and status of any 

upcoming expiration date.  The 

Executive Director will be 

responsible for monitoring and 
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ensuring compliance with the 

facility license.
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