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September 23, 2015

Ms. Andrea.Hoelscher, Administrator
Superior Home Care

184 East 5900 South

Murray, UT 84107

Dear Ms.. Hoelscher:

On September 17, 2015, the Utah Department of Health, Division of Family
Health and Preparedness, Bureau of Health Facility Licensing and Certification
completed a Recertification survey of your Home Health Agency. The survey
staff found Superior Home Care to be in compliance with the requirements for
participation in the Medicare/Medicaid program as defined in Title 42 Code of
Federal Regulations, Part 484 "Conditions of Participation - Home Health
Agencies".

We would like to commend your agency for the quality of care provided to
Medicare/Medicaid clients. Enclosed is a Statement of Deficiencies, CMS-2567.
Please sign and date this document and return it to our office within 10 days of
receipt of this notice.

If you have any questions, please contact me at (801) 273-2994 or toll free at
1-800-662-4157.

Sincerely,

Hospital and Ambulatory Care Section
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Based on a recertification survay, it was
determined that Superlor Homg Care was found
{0 be in cornpliance with the 42 Code of Federal
Regulations (CFR} for home health agancies as
follows:

42 CFR 48410
42 CFR 484.11
42 CFR 484.12
42 CER 484.14{g)
42 GFR 484.18
42 CFR 484.30
42 CFR 484.32
42 CFR 484,36
42 CFR 484,48
42 CFR 484.55

No deflcient prastioe was identifiad.
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Any deficlency stafemant ending with an asterisk () dencles a deficienoy which the ihstitution may be excused from corracting providing it is determined that
other safeguards provide sufficlent profestion to the patients. (See instrustions.) Except for nursing homes, the findings siated sbove are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. Feor nirsing homes, the above findings and plang of corraction are disclosable 14
days following the date these documents are mads avalizble fo the facility.  deficiencles are cited, an approved plan of correction is requisite to continuad
program participation.
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