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This visit was for a Post Survey Revisit to the
Recertification and State Licensure Survey
completed on July 12, 2022.
Survey date: August 25, 2022.
Facility number: 001144
Provider number: 155668
AIM number: 200256980
Census Bed Type:
SNF/NF: 65
SNF: 63
Residential: 4
Total: 132
Census Payor Type:
Medicare: 15
Medicaid: 61
Other: 52
Total: 128
Diversicare of Providence was found to be in
compliance with 410 IAC 16.2-5 in regard to the
PSR to the Recertification and Licensure survey.
Quality review completed on August 26, 2022.
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days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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