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 S 000 INITIAL COMMENTS  S 000

An investigation of Complaint Number 

IN00277386 was conducted by the Indiana State 

Department of Health. 

Complaint Number: IN00277386

Substantiated, No deficiencies related to 

allegations

Survey Date:  10/31/18

Facility Number:  011595

Provider Number:  15G749

AIM Number:  200905630

Census: 4

Res Care Southeast Indiana was found in 

compliance with 42 CFR Part 483, Subpart I and 

410 IAC 16.2 in regard to the investigation of 

Complaint Number IN00258084.

Quality Review completed on 11/07/18 - DA
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