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This was an offsite Licensure Investigation 

Survey

Survey Date:  July 9, 2024

Facility:  #013555

This State Residential Finding is cited in 

accordance with 410 IAC 16.2-5.

Quality review completed July 9, 2024

R 0000  

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 June 30, 2024

The agency received the facility's renewal 

application and payment post marked July 3, 2024, 

which was not at least 45 days of the current 

license expiration date of June 30, 2024.

R 9999 The Facility has the potential to be 

affected by the alleged deficiency.

The license renewal application 

was completed immediately upon 

notification of the license not being 

renewed.

The licensure renewal application 

was completed immediately upon 

notification of ISDH not receiving.

Mail regarding licensure status 

has been changed to the 

Corporate office address to avoid 

further issues.

The Executive Director will be 

responsible to notify the home 

office of the need for license 

renewal 60 days prior to license 

09/05/2024  12:00:00AM
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expiration.  Corporate RN has 

placed renewal times on outlook 

Calander.
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