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This visit was for Investigation of Complaint
INO0346580, INO0346184, IN00345592,
IN0O0345535, IN00345249, IN00344150,
IN0O0344244, IN0O0344127, IN00343528,
INO0343242, IN0O0341543, and IN00341271. This
visit included a COVID-19 Focused Infection
Control Survey.

Complaint IN0O0346580 - Substantiated. No
deficiencies related to the allegations are cited.

Complaint INO0346184 - Substantiated. No
deficiencies related to the allegations are cited.

Complaint IN0O0345592 - Substantiated. No
deficiencies related to the allegations are cited.

Complaint INO0345535 - Substantiated. No
deficiencies related to the allegations are cited.

Complaint INO0345249 - Substantiated. No
deficiencies related to the allegations are cited.

Complaint INO0344150 - Substantiated. No
deficiencies related to the allegations are cited.

Complaint INO0344244 - Substantiated. No
deficiencies related to the allegations are cited.

Complaint INO0344127 - Substantiated. No
deficiencies related to the allegations are cited.

Complaint IN00343528 - Substantiated. No
deficiencies related to the allegations are cited.

Complaint INO0343242 - Substantiated. No
deficiencies related to the allegations are cited.
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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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Complaint INO0341543 - Substantiated. No
deficiencies related to the allegations are cited.

Complaint INO0341271 - Substantiated. No
deficiencies related to the allegations are cited.

Survey dates: March 15, 16, 17, 18, 19, 22 and
23, 2021

Facility number: 013017
Provider number: 155804
AIM number: 201237680

Census Bed Type:
SNF/NF: 27

SNF: 15
Residential: 27
Total: 69

Census Payor Type:
Medicare: 15
Medicaid: 13

Other: 14

Total: 42

Sprenger Healthcare of Mishawaka was found to
be in compliance with 42 CFR Part 483, Subpart
B and 410 IAC 16.2-3.1 in regard to the
Investigation of Complaint INO0346580,
INO0346184, IN0O0345592, IN00345535,
IN00345249, IN0O0344150, IN00344244,
IN0O0344127, IN0O0343528, IN00343242,
IN0O0341543, IN00341271 and the COVID-19
Focused Infection Control Survey.

Quality Review was completed on March 25,
2021.
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