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01/19/2022

NAME OF PROVIDER OR SUPPLIER
INDIANA SIGNAL HEALTH GROUP SKIL

STREET ADDRESS, CITY, STATE, ZIP CODE
2013 CHESTER BLVD , RICHMOND, Indiana, 47374

This was a desk review survey for the Federal Post
Condition Revisit survey completed on 12/14/2021.

Desk Review date: 1/19/2022
Facility ID: 013593
1 of 1 QAPI condition was corrected.

Indiana Signal Health Group continues to be
precluded from conducting a home health training
or competency evaluation program for a period of
two years beginning December 14, 2021 through
December 13, 2023 for being out of compliance with
484.65 Condition of Participation, Quality
Assessment Performance Improvement.
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