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An Emergency Preparedness Survey was
conducted by the Indiana State Department
of Health in accordance with 42 CFR
483.475.

Survey Date: 01/23/18

Facility Number: 010453
Provider Number: 15G814
AIM Number: 201408320

At this Emergency Preparedness survey,
Voca Corporation of Indiana Inc was found
not in compliance with Emergency
Preparedness Requirements for Medicare
and Medicaid Participating Providers and
Suppliers, 42 CFR 483.475

The facility has 8 certified beds. All 8 beds
are certified for Medicaid. At the time of
the survey, the census was 7.

Quality Review completed on 01/24/18 -
DA

The requirement at 42 CFR, Subpart
483.475 is NOT MET as evidenced by:
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TITLE
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Any defiencystatement ending with an asterisk (¥) denotes a deficency which the institution may be excused from correcting providing it is determin

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable

following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclo

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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Based on record review and interview, the E 0004 CORRECTION: 02/22/2018
facility failed to develop and maintain an - )
q lan th The facility must develop establish
emergency preparedness plan that was and maintain a comprehensive
reviewed and updated at least annually in emergency preparedness
accordance with 42 CFR 483.475(a). This program. Specifically, with the
deficient practice could affect all occupants. assistance of the agency’s Safety
Committee, the facility will update
its emergency Preparedness plan
Findings include: to include the following elements:
an Emergency Plan, Policies and
Based on record review with the Prczjc_e}du_re?s, a Czr:_mtéﬁlcatlon Plan
. . and Training and Testing.
Maintenance Aide from 10:30 a.m. to 11:10
a.m. on 01/23/18, the facility failed to
develop and maintain an emergency
preparedness plan that was reviewed and PREVENTION:
updated at least annually. Based on Members of the Operations Team
interview at the time of record review, the (comprised of the Operations
Maintenance Aide stated the facility has a Managers, Program Managers,
target date of 02/01/18 for completion of a Ngrse Manage_r, Executive
: d d g Director, Quality Assurance
plan and agreed an emergency preparedness Manager, Quality Assurance
plan for the facility was not available for Coordinators and QIDP Manager)
review at the time of the survey. will incorporate reviews of the
facility’s emergency preparedness
program into scheduled twice
monthly audits to assure all
required components are present.
Additionally, the agency Safety
committee will review and revise
the plan as needed but no less
than annually.
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A Life Safety Code Recertification Survey
was conducted by the Indiana State
Department of Health in accordance with 42
CFR 483.470(j).

Survey Date: 01/23/18

Facility Number: 010453
Provider Number: 15G814
AIM Number: 201408320

At this Life Safety Code survey, Voca
Corporation of Indiana was found in
compliance with Requirements for
Participation in Medicaid, 42 CFR Subpart
483.470(j), Life Safety from Fire and the
2012 edition of the National Fire Protection
Association (NFPA) 101, Life Safety Code
(LSC), Chapter 33, Existing Residential
Board and Care Occupancies.

This one story building was determined to

K 0000

RESPONSIBLE PARTIES: QIDP,
Area Supervisor, Residential
Manager, Direct Support Staff,
Operations Team, Regional
Director
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be fully sprinklered. The facility has a fire
alarm system with smoke detection in
corridors and all living areas. The facility
has smoke detectors hard wired to the fire
alarm system installed in all bedrooms. The
facility has a capacity of 8 and had a census
of 7 at the time of this survey.

Calculation of the Evacuation Difficulty
Score (E-Score) using NFPA 101A,
Alternative Approaches to Life Safety,
Chapter 6, rated the facility Prompt with an
E-Score of 0.8.

Quality Review completed on 01/24/18 - DA
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