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 This was a revisit for the Federal home health 

recertification survey completed on January 

14-23, 2015. 

Survey Date:  March 6, 2015

Facility #:  012615

Medicaid Vendor #:  201032860

Surveyor:  Miriam Bennett, RN, PHNS

During this survey, 3 Conditions of Participation 

and 14 standard level deficiencies were found 

corrected.

Maxim Health Care Services is in compliance 

with the Conditions of Participation 42 CFR 484.

Quality Review: Joyce Elder, MSN, BSN, RN

March 23, 2015
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