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Bldg. 00

This visit was for a State Residential Licensure 

Survey.  This visit included the Investigation of 

Complaint IN00454759.

Complaint IN00454759 -  No deficiencies related to 

the allegations are cited.  

Survey dates:  April 23 and 24, 2025

Facility number:  011806

Residential Census:  34

These State Residential Findings are cited in 

accordance with 410 IAC 16.2-5.  

Quality review completed April 28, 2025.

R 0000  

410 IAC 16.2-5-12(d) 

Infection Control - Noncompliance 

R 0409

 

Bldg. 00

Based on record review and interview, the facility 

failed to verify by statement annually that 

residents were free from infectious tuberculosis 

for 4 of 7 residents reviewed for annual health 

statements. (Resident 13, Resident 18, Resident 6, 

and Resident 32)

Findings include:

Resident 13's clinical record was reviewed on 

4/24/25 at 10:30 a.m. and lacked an annual health 

statement. 

Resident 18's clinical record was reviewed on 

4/24/25 at 12:08 p.m. and lacked an annual health 

statement.

R 0409 The annual health statements of 

resident 13 , Resident 18, 

Resident 6, and resident 32 have 

been updated to show that they 

have no evidence of communicable 

disease.

 

All residents’ records have been 

audited to ensure they have an 

annual health statement showing 

they have no evidence of 

communicable disease.

 

Community policy “TB Control 

Plan” was reviewed without 

change.  Staff will be re-educated 
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Resident 6's clinical record was reviewed on 

4/24/25 at 3:10 p.m. and lacked an annual health 

statement.

Resident 32's clinical record was reviewed on 

4/24/25 at 4:02 p.m. and lacked an annual health 

statement.  

During an interview on 4/24/25 at 5:01 p.m., the 

DON indicated she was unable to provide annual 

health statements for Resident 13,  Resident 18, 

Resident 6, and Resident 32.

During an interview on 4/24/25 at 5:24 p.m., the 

Administrator indicated he was unable to provide 

a policy on the annual health statements.

A policy for annual health statements was not 

provided prior to survey exit on 4/24/25.

on the importance of all residents 

having an annual health statement 

showing they have no evidence of 

communicable disease signed by 

each resident’s primary care 

physician.  The resident’s medical 

record will be reviewed with each 

evaluation to ensure an annual 

health statement showing they 

have no evidence of communicable 

disease is documented.

 

The Director of Nursing or her 

designee will audit 5 charts 

weekly X30 days, then another 5 

charts bi-weekly X60 days, then 

another 5 charts monthly X30 

days to ensure annual health 

statements showing no evidence 

of communicable disease signed 

by the primary physician is in 

place in the residents’ charts.  

Results of these audits will be 

reported to the QA committee for 

further monitoring and action.  A 

percentage of 95% compliance 

would be the acceptable 

threshold.
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