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This was an offsite Licensure Investigation 

Survey

Survey Date:  July 9, 2024

Facility:  #000343

Provider:  #155486

AIM:  #100289600 

This state finding is cited in accordance with 410 

IAC 16.2.

Quality review completed July 9, 2024
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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 May 30, 2024

F 9999 Tag F 9999

What corrective action(s) will 

be accomplished for the 

deficient practice: Middletown 

Nursing Center will be sure to 

send the payment for licensure to 

the correct address. Our renewal 

application was signed on April 

23, 2024. Please see attachment 

#1.

What measures will be put into 

place or what systemic 

changes the facility will make 

to ensure that the deficient 

practice does not recur: The 

Administrator and Business Office 

Manager will ensure that the 

application is mailed the first week 

of April, and the address on the 
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The state agency received the facility's renewal 

application and payment post marked June 25, 

2025 which was not at least 45 days of the current 

license expiration date of May 30, 2024.

application for renewal matches 

the address on the envelope.  

How the corrective action(s) 

will be monitored to ensure the 

deficient practice will not 

recur, i.e., what quality 

assurance program will be put 

into place: We will continue to do 

the application process on time. 

After 30 days of payment being 

sent, we will follow-up with both 

the accounts payable department 

and IDOH, if we have not yet 

received our renewal. After 30 

days we will follow-up weekly with 

IDOH until we receive our license.

By what date the systemic 

changes will be completed: The 

application was initially send April 

23, 2024. After notification of no 

payment, the application was sent 

via email June 25, 2024. On July 

1, 2024 the facility was notified 

that the payment was received. 
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