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This was an offsite Licensure Investigation 

Survey

Survey Date:  January 23, 2024

Facility:  # 013753

Provider:  #155846

AIM:  # 201362150 

This state finding is cited in accordance with 410 

IAC 16.2.

Quality review completed January 23, 2024

F 0000 Disclaimer: 

This Plan of Correction constitutes 

this facility’s written allegation of 

compliance for the deficiencies 

cited. However, submission of this 

Plan of Correction is not an 

admission that a deficiency exists 

or that one was cited correctly. 

This Plan of Correction is 

submitted to meet requirements 

established by the state and 

federal law.  
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Bldg. 00

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 

F 9999 Disclaimer: 

This Plan of Correction constitutes 

this facility’s written allegation of 

compliance for the deficiencies 

cited. However, submission of this 

Plan of Correction is not an 

admission that a deficiency exists 

or that one was cited correctly. 

This Plan of Correction is 

submitted to meet requirements 

established by the state and 

federal law.  

 

Alleged deficiency: The facility 

failed to ensure it had timely 

renewed their license to operate 

as a health care facility before 

their current license expired on 

December 31, 2023.
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current license expired on December 31, 2023.

The state agency received the facility's renewal 

application and payment post marked January 8, 

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

license expiration date of December 31, 2023.

 

Corrective Action for resident(s) 

found to have deficient: Facility 

license application was filed on 

January 8th, 2024 and the 

payment has been cashed and 

license issued for The Restoracy 

of Carmel.

 

Identify other residents having 

the same potential deficient: 

No other licenses are out of their 

compliance window.

 

Measures put into place or 

systemic changes:

 

The Executive Director and 

Director of Nursing were educated 

that they must submit their annual 

license application within 45 days 

of the due date of 12/31 of that 

year.  A reminder to their 

operations calendar has been sent 

and received.

 

Plan to monitor performance to 

maintain compliance: The CEO 

or designee will audit all 

communities of the Restoracy for 

timely license filing and if any 

compliance trends are identified, 

they will be reviewed in QAPI 

meetings.

 

 

 

 

Date of Compliance:   2/9/24
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