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R 0000 R 0000

INITIAL COMMENTS

This visit was for a Post Survey
Revisit (PSR) to the
Investigation of Intake
INO0471340 completed on
8/13/26.

Intake INO0471340 - Corrected.
Survey date: October 2, 2026
Facility number: 003916
Residential Census: 54

Bloom At German Church was
found to be in compliance with
410 IAC (Indiana Administrative
Code) 16.2 in regard to the PSR
to the Investigation of Intake
INO0471340.

Quality review completed on
October 7, 2026.

R 0029 R 0029

Residents' Rights - Deficiency

410 IAC 16.2-5-1.2(d)

(d) Residents have the right to be

10/08/2026
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treated with consideration, respect,
and recognition of their dignity and
individuality.

R 0241

Health Services - Offense
410 IAC 16.2-5-4(e)(1)

(e) The administration of
medications and the provision of
residential nursing care shall be as
ordered by the resident's
physician and shall be supervised
by a licensed nurse on the
premises or on call as follows:

(1) Medication shall be
administered by licensed nursing
personnel or qualified medication
aides.

R 0241

10/08/2026

R 0378

Mental Health Screening-
Deficiency

410 IAC
16.2-5-11.1(b)(1)(A-H)(2-3)

(b) If the individual is a recipient of
Medicaid or federal Supplemental
Security Income (SSI), the
individual needs evaluation
provided in section 2(a) of this rule
shall include, but not be limited to,
the following:

(1) Screening of the individual for
major mental illness, such as a
diagnosed major mental iliness, is
limited to the following disorders:

(A) Schizophrenia.

(B) Schizoaffective disorder.

R 0378

10/08/2026

FORM CMS-2567 (02/99) Previous Versions Obsolete

Event ID: W5IS12

Facility ID: 003916

20f4




DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 11/05/2026

FORM APPROVED

OMB NO. 0938-0391

(C) Mood (bipolar and major
depressive type) disorder.

(D) Paranoid or delusional
disorder.

(E) Panic or other severe anxiety
disorder.

(F) Somatoform or paranoid
disorder.

(G) Personality disorder.

(H) Atypical psychosis or other
psychotic disorder (not otherwise
specified).

(2) Obtaining a history of treatment
received by the individual for a
major mental illness within the last
two (2) years.

(3) Obtaining a history of individual
behavior within the last two (2)
years that would be considered
dangerous to facility residents, the
staff, or the individual.

R 0383

Mental Health Screening -
Deficiency

410 IAC 16.2-5-11.1(g)(1-2)

(g) The residential care facility, in
cooperation with the mental health
service providers, shall develop the
comprehensive careplan for the
resident that includes the following:

(1) Psychosaocial rehabilitation
services that are to be provided
within the community.

R 0383
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(2) A comprehensive range of
activities to meet multiple levels of
need, including the following:

(A) Recreational and socialization
activities.

(B) Social skills.

(C) Training, occupational, and
work programs.

(D) Opportunities for progression
into less restrictive and more
independent living arrangements.

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from
correcting provided it is determined that other safeguards provide sufficient protection to the patients. (See
instructions.)
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