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{G 000} INITIAL COMMENTS {G 000}

 This is a desk review of a Federal Post 

Recertification Survey of a Home Health 

Medicare/ Medicaid provider, that was fully 

extended on 11/12/2020.  

Survey Dates:  01/11/2021

Facility #: 005294

CCN:  157090

Medicaid #:  200805010

During this desk review, Heritage Home Health 

Care Services was found to be in compliance with 

42 CFR 484.100:  Compliance with Federal, 

State, and Local Law.  Due to the Condition-level 

deficiencies identified during the 11/18/202 

survey, pursuant to section 1891(a)(3)(D)(iii) of 

the Act, your agency continues to be precluded 

from operating or being the site of a home health 

aide training and/or competency evaluation 

programs for two years beginning 11-18-2020, 

and continuing through 11-17-2022.

 

{G 416} OASIS privacy notice

CFR(s): 484.50(a)(1)(iii)

(iii) An OASIS privacy notice to all patients for 

whom the OASIS data is collected.

This ELEMENT  is not met as evidenced by:

{G 416}

  

{G 434} Participate in care

CFR(s): 484.50(c)(4)(i,ii,iii,iv,v,vi,vii,viii)

Participate in, be informed about, and consent or 

refuse care in advance of and during treatment, 

where appropriate, with respect to--

{G 434}

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 

other safeguards provide sufficient protection to the patients . (See instructions.)  Except for nursing homes, the findings stated above are disclosable 90 days 

following the date of survey whether or not a plan of correction is provided.  For nursing homes, the above findings and plans of correction are disclosable 14 

days following the date these documents are made available to the facility.  If deficiencies are cited, an approved plan of correction is requisite to continued 

program participation.
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{G 434} Continued From page 1 {G 434}

(i) Completion of all assessments;

(ii) The care to be furnished, based on the 

comprehensive assessment;

(iii) Establishing and revising the plan of care;

(iv) The disciplines that will furnish the care;

(v) The frequency of visits;

(vi) Expected outcomes of care, including 

patient-identified goals, and anticipated risks and 

benefits;

(vii) Any factors that could impact treatment 

effectiveness; and

(viii) Any changes in the care to be furnished.

This ELEMENT  is not met as evidenced by:

  

{G 528} Health, psychosocial, functional, cognition

CFR(s): 484.55(c)(1)

The patient's current health, psychosocial, 

functional, and cognitive status;

This ELEMENT  is not met as evidenced by:

{G 528}

  

{G 530} Strengths, goals, and care preferences

CFR(s): 484.55(c)(2)

The patient's strengths, goals, and care 

preferences, including information that may be 

used to demonstrate the patient's progress 

toward achievement of the goals identified by the 

patient and the measurable outcomes identified 

by the HHA;

This ELEMENT  is not met as evidenced by:

{G 530}

  

{G 536} A review of all current medications

CFR(s): 484.55(c)(5)

A review of all medications the patient is currently 

using in order to identify any potential adverse 

effects and drug reactions, including ineffective 

{G 536}

FORM CMS-2567(02-99) Previous Versions Obsolete 4BT912Event ID: Facility ID: IN005294 If continuation sheet Page  2 of 9



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED:  01/11/2021
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

157090 01/11/2021

R-C

STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

429 E. VERMONT ST, SUITE 110
HERITAGE HOME HEALTH SERVICES LLC

INDIANAPOLIS, IN  46202

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETION

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

{G 536} Continued From page 2 {G 536}

drug therapy, significant side effects, significant 

drug interactions, duplicate drug therapy, and 

noncompliance with drug therapy.

This ELEMENT  is not met as evidenced by:

  

{G 572} Plan of care

CFR(s): 484.60(a)(1)

Each patient must receive the home health 

services that are written in an individualized plan 

of care that identifies patient-specific measurable 

outcomes and goals, and which is established, 

periodically reviewed, and signed by a doctor of 

medicine, osteopathy, or podiatry acting within the 

scope of his or her state license, certification, or 

registration. If a physician refers a patient under a 

plan of care that cannot be completed until after 

an evaluation visit, the physician is consulted to 

approve additions or modifications to the original 

plan.

This STANDARD  is not met as evidenced by:

{G 572}

  

{G 574} Plan of care must include the following

CFR(s): 484.60(a)(2)(i-xvi)

The individualized plan of care must include the 

following:

(i) All pertinent diagnoses;

(ii) The patient's mental, psychosocial, and 

cognitive status;

(iii) The types of services, supplies, and 

equipment required;

(iv) The frequency and duration of visits to be 

made;

(v) Prognosis;

(vi) Rehabilitation potential;

(vii) Functional limitations;

(viii) Activities permitted;

{G 574}
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{G 574} Continued From page 3 {G 574}

(ix) Nutritional requirements;

(x) All medications and treatments;

(xi) Safety measures to protect against injury;

(xii) A description of the patient's risk for 

emergency department visits and hospital 

re-admission, and all necessary interventions to 

address the underlying risk factors.

(xiii) Patient and caregiver education and training 

to facilitate timely discharge;

(xiv) Patient-specific interventions and education; 

measurable outcomes and goals identified by the 

HHA and the patient;

(xv) Information related to any advanced 

directives; and

(xvi) Any additional items the HHA or physician 

may choose to include.

This ELEMENT  is not met as evidenced by:

  

{G 576} All orders recorded in plan of care

CFR(s): 484.60(a)(3)

All patient care orders, including verbal orders, 

must be recorded in the plan of care.

This ELEMENT  is not met as evidenced by:

{G 576}

  

{G 580} Only as ordered by a physician

CFR(s): 484.60(b)(1)

Drugs, services, and treatments are administered 

only as ordered by a physician.

This ELEMENT  is not met as evidenced by:

{G 580}

  

{G 590} Promptly alert relevant physician of changes

CFR(s): 484.60(c)(1)

The HHA must promptly alert the relevant 

physician(s) to any changes in the patient's 

condition or needs that suggest that outcomes 

{G 590}
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{G 590} Continued From page 4 {G 590}

are not being achieved and/or that the plan of 

care should be altered.

This ELEMENT  is not met as evidenced by:

  

{G 598} Discharge plans communication

CFR(s): 484.60(c)(3)(ii)

(ii) Any revisions related to plans for the patient's 

discharge must be communicated to the patient, 

representative, caregiver, all physicians issuing 

orders for the HHA plan of care, and the patient's 

primary care practitioner or other health care 

professional who will be responsible for providing 

care and services to the patient after discharge 

from the HHA  (if any).

This ELEMENT  is not met as evidenced by:

{G 598}

  

{G 608} Coordinate care delivery

CFR(s): 484.60(d)(4)

Coordinate care delivery to meet the patient's 

needs, and involve the patient, representative (if 

any), and caregiver(s), as appropriate, in the 

coordination of care activities.

This ELEMENT  is not met as evidenced by:

{G 608}

  

{G 682} Infection Prevention

CFR(s): 484.70(a)

Standard: Infection Prevention.  

The HHA must follow accepted standards of 

practice, including the use of standard 

precautions, to prevent the transmission of 

infections and communicable diseases.

This STANDARD  is not met as evidenced by:

{G 682}

  

{G 708} Development and evaluation of plan of care

CFR(s): 484.75(b)(2)

{G 708}
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{G 708} Continued From page 5 {G 708}

Development and evaluation of the plan of care in 

partnership with the patient, representative (if 

any), and caregiver(s);

This ELEMENT  is not met as evidenced by:

  

{G 716} Preparing clinical notes

CFR(s): 484.75(b)(6)

Preparing clinical notes;

This ELEMENT  is not met as evidenced by:

{G 716}

  

{G 798} Home health aide assignments and duties

CFR(s): 484.80(g)(1)

Standard:  Home health aide assignments and 

duties. 

Home health aides are assigned to a specific 

patient by a registered nurse or other appropriate 

skilled professional, with written patient care 

instructions for a home health aide prepared by 

that registered nurse or other appropriate skilled 

professional (that is, physical therapist, 

speech-language pathologist, or occupational 

therapist).

This STANDARD  is not met as evidenced by:

{G 798}

  

{G 942} Governing body

CFR(s): 484.105(a)

Standard:  Governing body.  

A governing body (or designated persons so 

functioning) must assume full legal authority and 

responsibility for the agency's overall 

management and operation, the provision of all 

home health services, fiscal operations, review of 

the agency's budget and its operational plans, 

and its quality assessment and performance 

{G 942}
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{G 942} Continued From page 6 {G 942}

improvement program.

This STANDARD  is not met as evidenced by:

  

{G 946} Administrator appointed by governing body

CFR(s): 484.105(b)(1)(i)

(i) Be appointed by and report to the governing 

body;

This ELEMENT  is not met as evidenced by:

{G 946}

  

{G 948} Responsible for all day-to-day operations

CFR(s): 484.105(b)(1)(ii)

(ii) Be responsible for all day-to-day operations of 

the HHA;

This ELEMENT  is not met as evidenced by:

{G 948}

  

{G 974} Direct support and administrative control

CFR(s): 484.105(d)(2)

The parent HHA provides direct support and 

administrative control of its branches.

This ELEMENT  is not met as evidenced by:

{G 974}

  

{G1010} Contents of clinical record

CFR(s): 484.110(a)

Standard:  Contents of clinical record.  The record 

must include:

This STANDARD  is not met as evidenced by:

{G1010}

  

{E 000} Initial Comments {E 000}

  

{E 013} Development of EP Policies and Procedures

CFR(s): 484.102(b)

(b) Policies and procedures. [Facilities] must 

{E 013}
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{E 013} Continued From page 7 {E 013}

develop and implement emergency preparedness 

policies and procedures, based on the emergency 

plan set forth in paragraph (a) of this section, risk 

assessment at paragraph (a)(1) of this section, 

and the communication plan at paragraph (c) of 

this section.  The policies and procedures must 

be reviewed and updated at least every 2 years. 

*[For LTC facilities at §483.73(b):] Policies and 

procedures. The LTC facility must develop and 

implement emergency preparedness policies and 

procedures, based on the emergency plan set 

forth in paragraph (a) of this section, risk 

assessment at paragraph (a)(1) of this section, 

and the communication plan at paragraph (c) of 

this section.  The policies and procedures must 

be reviewed and updated at least annually.

*[For ESRD Facilities at §494.62(b):] Policies and 

procedures.  The dialysis facility must develop 

and implement emergency preparedness policies 

and procedures, based on the emergency plan 

set forth in paragraph (a) of this section, risk 

assessment at paragraph (a)(1) of this section, 

and the communication plan at paragraph (c) of 

this section.  The policies and procedures must 

be reviewed and updated at least every 2 years 

These emergencies include, but are not limited 

to, fire, equipment or power failures, care-related 

emergencies, water supply interruption, and 

natural disasters likely to occur in the facility's 

geographic area.

This STANDARD  is not met as evidenced by:

  

{E 021} HHA- Procedures for Follow up Staff/Pts.

CFR(s): 484.102(b)(3)

[(b) Policies and procedures.  The HHA must 

{E 021}
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{E 021} Continued From page 8 {E 021}

develop and implement emergency preparedness 

policies and procedures, based on the emergency 

plan set forth in paragraph (a) of this section, risk 

assessment at paragraph (a)(1) of this section, 

and the communication plan at paragraph (c) of 

this section.  The policies and procedures must 

be reviewed and updated at least every 2 years.] 

At a minimum, the policies and procedures must 

address the following:]

(3) The procedures to follow up with on-duty staff 

and patients to determine services that are 

needed, in the event that there is an interruption 

in services during or due to an emergency.  The 

HHA must inform State and local officials of any 

on-duty staff or patients that they are unable to 

contact.

This STANDARD  is not met as evidenced by:
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