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G 000 INITIAL COMMENTS G 000

 This visit was for two (2) Federal Home Health 

complaint investigations.

Complaint IN00168669 - Unsubstantiated: Lack 

of sufficient evidence.  

Complaint IN00160565 - Substantiated: No 

deficiencies related to the allegation are cited.

Survey Date:  May 26, 2015

Facility #:  10001

Medicaid Vendor #:  200130620A

Census:  92

Premier Home Health Care LLC was found to be 

in compliance with 42 CFR 484.14, 484.18, and 

484.30 as related to these complaints.    
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