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Bldg. 00

This visit was for the Investigation of Residential 

Complaint IN00393455.

Complaint IN00393455 - Substantiated. No 

deficiencies related to the allegations are cited.

Survey date: November 02, 2022

Facility number: 001149

Residential Census: 77

Majestic Care of Carmel was found to be in 

compliance with 410 IAC 16.2-5 in regard to the 

Investigation of Complaint IN00393455

Quality review was completed on November 9, 

2022.

R 0000 The Creation and submission of 

the Plan of Correction does not 

constitute an admission by this 

provider of any conclusion set forth 

in the statement of deficiencies or 

of any violation of regulation.  This 

provider respectfully requests the 

2567 Plan of Correction be the 

letter of credible allegation and 

REQUESTS DESK REVIEW IN 

LIEU OF A POST SURVEY 

REVISIT on or after November 17, 

2022.
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