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This visit was for a State Complaint survey (2) of
a Deemed Home Health provider. 

Complaint Number: 26228: Unsubstantiated. No state
deficiencies were cited.Complaint Number: 26209: 
Unsubstantiated. No state deficiencies were cited.

Survey Dates: 4/19/22 and 4/20/22 

Census: 434 

Elite Home Rehab and Healthcare was found to have
been in compliance with 410 IAC 17 in regard to 
the allegations in the complaints. 
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