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This visit was for the Investigation of Complaints 

IN00385970, IN00386103, IN00379232 and 

IN00378185.

This visit was in conjunction with a PSR (Post 

Survey Revisit) to Complaint IN00371775 

completed on January 28,2022.

This visit was in conjunction with a PSR (Post 

Survey Revisit to Complaints IN00373197, 

IN00377425 and IN00377456 completed on April 

13, 2022.

Complaint IN00385970- Unsubstantiated due to 

lack of evidence.

Complaint IN00386103- Substantiated. No State 

Residential Findings related to the allegations 

were cited.

Complaint IN00379232 - Substantiated. No State 

Residential Findings related to the allegations 

were cited.

Complaint IN00378185 - Unsubstantiated due to 

lack of evidence.

Complaint IN00371775 - Corrected.

Complaint IN00373197 - Corrected.

Complaint IN00377425 - Corrected.

Complaint IN00377456 - Corrected.

Survey date: August 9, 10, 11 and 12, 2022

Facility number: 001143
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Residential Census: 115

Portage Manor Health Care Facility was found to 

be in compliance with 410 IAC 16.2-5 in regard to 

the Investigation of IN00385970, IN00386103, 

IN00379232, and IN00378185.

Quality review completed 8/18/22.
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