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G 000 INITIAL COMMENTS G 000

 This visit was for a Federal recertification and 

State Licensure survey of a home health agency.

Facility #: 013514

Dates of survey: 6-20-19, 6-21, 6-25, and 6-26-19

Provider #:  15K127

Medicaid #:  201267560

Census:  Unduplicated skilled admissions prior 

12 months:     5

  Current active census:    

68

Clinical Records Reviewed:  Home visit with 

clinical record review 3

 Clinical record review, no home 

visit, active 2

 Clinical record review, no home 

visit, closed 2

 Total 7

KMG Homecare Unlimited, LLC, was found to be 

in compliance with the requirements of 42 CFR 

484 and 410 IAC 17 in reard to the Recertification 

and State Licensure Survey.

Quality Review completed 07/01/19
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