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{G 000} INITIAL COMMENTS {G 000}

 This survey was a revisit following a  home 

health federal recertification survey on 7-28-16, 

7-29-16, 8-1-16, and 8-2-16

Survey date: December 28, 2016

Facility #:  005362

Medicaid Vendor #:  201054680

Medicare Provider # 15-7200 

Angels of Mercy Homecare was found to be out 

of compliance with the Conditions of Participation 

42 CFR 484.14 Organization, Services, and 

Administration;  42 CFR 484.18 Acceptance of 

Patients, Plan of Care, and  Medical Supervision; 

42 CFR 484.30 Skilled Nursing Services; and 42 

CFR 484.55 Comprehensive Assessment of 

Patients.

Angels of Mercy Homecare is precluded from 

providing its own home health aide training and/or 

competency evaluation program for a period of 

two (2) years beginning 8-2-16 due to being found 

out of compliance with the Conditions of 

Participation 42 CFR 484.14 Organization, 

Services, and Administration;  42 CFR 484.18 

Acceptance of Patients, Plan of Care, and  

Medical Supervision; 42 CFR 484.30 Skilled 

Nursing Services; and 42 CFR 484.55 

Comprehensive Assessment of Patients.
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