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Bldg. 00

This was an offsite Licensure Investigation 

Survey

Survey Date:  February 16, 2024

Facility:  #005722

This State Residential Finding is cited in 

accordance with 410 IAC 16.2-5.

Quality review completed February 16, 2024

R 0000 The submission of the Plan of 

Correction does not indicate an 

admission by Independence 

Village of Greenwood that the 

findings and allegations contained 

herein are an accurate and true 

representation of the Quality of 

Care provided to the residents of 

Independence Village of 

Greenwood.  The Community 

hereby maintains it is in 

substantial compliance with the 

requirements of participation for 

residential health care 

communities.  To this end, the 

Plan of Correction shall serve as 

the Credible Allegation of 

Compliance with all State 

requirements governing the 

operations of this Community. 

 

 

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 January 31, 2024

R 9999 1.  No residents were affected by 

the deficient practice.

2.  The Community realizes that 

no residents had the potential to 

be affected by the deficient 

practice.

3.  The systemic change will 

occur the the steps in the 

Standard Operating Procedure 

entitled "License Renewal-Indiana 

02/16/2024  12:00:00AM
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The agency received the facility's renewal 

application and payment post marked February 5, 

2024, which was not at least 45 days of the current 

license expiration date of January 31, 2024.

RCF.:  Please see attached.

4.  The Compliance Officer is 

responsible to monitor timely 

license renewals.

A license renewal tracker 

Smartsheet is sent to the 

Community 45 prior to the time of 

the licensure expiration date. 

 

The communities 

license/certification will be expiring 

soon. If you have not received 

renewal information from the state 

45 days before expiration please 

contact the communities state 

licensing consult. Y If you have 

questions or need assistance 

please email 

csig.compliance@csig.com . 

When the renewed 

license/certification is received 

please email a copy to 

csig.compliance@csig.com

It should be noted that the facility 

license was received on 

2/15/2024, prior to your offsite 

survey of 2/16/2024.
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