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N000000

 

This was an offsite licensure 

investigation survey.

Survey Date:  7/1/14

Facility Number: #IN005250

Surveyor: Kelly Hemmelgarn RN

During this offsite investigation, the 

agency was found to be operating without 

a current Indiana Home Health license.

Quality Review: Joyce Elder, MSN, 

BSN, RN

July 15, 2014

N000000 License has been received and is 

posted with an effective date of 

7/8/2014

 

410 IAC 17-10-1(a) 

Licensure 

Rule 10 Sec. 1(a)  No home health agency 

shall: 

(1)  be opened;

(2)  be operated;

(3)  be managed;

(4)  be maintained; or 

(5)  otherwise conduct business;

without a license issued by the department.

N000400

 

Based on document review and 

interview, the agency failed to ensure it 

was operating with a current Indiana 

Home Health Agency license.

N000400 1)  A calendar has been created 

identifying all licensure expiration 

dates.The Calendar will be 

managed by the Director of 

Quality and Compliance.  

Upcoming expiration dates will be 

audited and results 

communicated to the quarterly 

07/08/2014  12:00:00AM
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Findings include:

1.  The following was Indiana statute for 

licensure of home health agencies, IC 

(Indiana Code) 16-27-1-8 Licensing Sec. 

(section) 8. states, "(a) To operate a home 

health agency, a person must first obtain 

a license from the state health 

commissioner."

2.  A letter from Indiana State 

Department of Health (ISDH) dated 

2/28/14, stated "Dear [administrator's 

name]:  Our records indicate that your 

agency's license to operate a home health 

agency in the State of Indiana will expire 

6/30/14.  Enclosed is a renewal 

application for you to complete and 

submit with requested documentation and 

$250 license fee to: ... Please ensure your 

application is complete and arrives in 

advance of your facility's license 

expiration 6/30/14."

3.  The Indiana State Department of 

Health did not receive the renewal 

application by 6/30/14 when the agency's 

license expired.

4.  The alternate administrator contacted 

ISDH on 7/10/14 at 9:42 a.m. and 

indicated the agency was currently 

operational with 400 active patients.  The 

alternate administrator indicated not 

Quality Committee to ensure 

timely renewal application 

process.2)  Staff Assistants were 

educated to deliver ISDH letters 

to the Administrator or designee 

on the day received.ISDH 

envelopes will be stamped with 

date of received.   Administrator 

will date and sign for their 

receipt.  A concurrent audit will be 

conducted to ensure 

compliance.Administrator is 

responsible for ongoing 

compliance.3)  All 

Senior Leadership has been 

educated on licensure 

requirements.The administrator is 

responsible for ongoing education 

concerning standards. 

Administrator is responsible for 

ongoing compliance.
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being aware their license expired on 

6/30/14.  The alternate administrator was 

notified ISDH received and processed the 

renewal application and licensure fee on 

7/8/14. 

410 IAC 17-11-3 

Renewal of home health licensure 

Rule 11 Sec. 3  An application for renewal of 

license shall be filed with the  department at 

least sixty (60) days prior, but not sooner 

than ninety (90) days before, the expiration 

date of the current license.

N000434

 

Based on document review and 

interview, the home health agency failed 

to ensure the renewal application for 

licensure was filed at least 60 days prior 

to the expiration of  the Indiana home 

health license.

Findings Include:

1.  A letter from Indiana State 

Department of Health (ISDH) dated 

2/28/14, stated "Dear [administrator's 

name]:  Our records indicate that your 

agency's license to operate a home health 

agency in the State of Indiana will expire 

6/30/14.  Enclosed is a renewal 

application for you to complete and 

submit with requested documentation and 

N000434 1)  A calendar has been created 

identifying all licensure expiration 

dates.The Calendar will be 

managed by the Director of 

Quality and Compliance.  

Upcoming expiration dates will be 

audited and results 

communicated to the quarterly 

Quality Committee to ensure 

timely renewal application 

process.2)  Staff Assistants were 

educated to deliver ISDH letters 

to the Administrator or designee 

on the day received.ISDH 

envelopes will be stamped with 

date of received.   Administrator 

will date and sign for their 

receipt.  A concurrent audit will be 

conducted to ensure 

compliance.3)  All 

Senior Leadership has been 

educated on licensure 

requirements.The administrator is 

responsible for ongoing education 

concerning standards. 

07/08/2014  12:00:00AM
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$250 license fee to: ... Please ensure your 

application is complete and arrives in 

advance of your facility's license 

expiration 6/30/14."

2.  The Indiana State Department of 

Health did not receive the renewal 

application by 6/30/14 when the agency's 

license expired.

3.  The alternate administrator contacted 

ISDH on 7/10/14 at 9:42 a.m. and 

indicated the agency was currently 

operational with 400 active patients.  The 

alternate administrator indicated not 

being aware their license expired on 

6/30/14.  The alternate administrator was 

notified ISDH received and processed the 

renewal application and licensure fee on 

7/8/14. 

Administrator is responsible for 

ongoing compliance.New license 

was received and posted with 

effective date of 7/8/2014.
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