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(X2) MULTIPLE CONSTRUCTION:

A. BLDG: __00______________ 

B. WING: ________________ 

(X5)

COMPLETE

DATE

PROVIDER'S PLAN OF CORRECTION (EACH 

CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

SUMMARY STATEMENT OF DEFICIENCIES (EACH DEFICIENCY 

MUST BE PRECEEDED BY FULL REGULATORY OR LSC 

IDENTIFYING INFORMATION)

(X4) ID 

PREFIX  

TAG

STATEMENT OF DEFICIENCIES AND  

PLAN OF CORRECTION (POC)

(XI) PROVIDER/SUPPLIER/CLIA

IDENTIFICATION NUMBER:

3575

(X3) DATE SURVEY

COMPLETED:

01/19/2022

NAME OF PROVIDER OR SUPPLIER: 

I AM HOME CARE, LLC

STATE LICENSE NUMBER:  35753601

STREET ADDRESS, CITY, STATE, ZIP CODE:

238 NORTH 12TH STREET

READING, PA  19604

PRINTED: 2/27/2025

FORM APPROVED

 ID

 PREFIX  TAG

Pennsylvania Department of Health

H 0000 H 0000  0.00INITIAL COMMENT

An offsite follow-up survey conducted on 

1/25/2022, found that I Am Home Care, LLC , had 

corrected the deficiency cited under 35 P.S. § 

448.809 (b).  The deficiency was cited as a result of 

a re-licensure survey completed on 12/03/2021.

(X6) DATE:TITLE:LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE
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READING, PA  19604

PRINTED: 2/27/2025

FORM APPROVED

 ID

 PREFIX  TAG

Pennsylvania Department of Health

S 0000 S 0000  0.00INITIAL COMMENT

An offsite unannounced follow up survey completed 

on 1/25/2022, found that, I Am Home Care, LLC  

had corrected the deficiencies cited under PA 

Code, Title 28, Health and Safety, Part IV, Health 

Facilities, Subpart H, Chapter 611, Home Care 

Agencies and Home Care Registries. The 

deficiencies were cited as a result of an 

unannounced re-licensure survey completed on 

12/3/2021.

(X6) DATE:TITLE:LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

IF CONTINUATION SHEET Page 1 of 1BX8M12State Form



I AM HOME CARE, LLC

STATE LICENSE NUMBER: 35753601

SURVEY EXIT DATE: 01/19/2022

Certified End Page

THIS IS A CERTIFICATION PAGE

PLEASE DO NOT DETACH

THIS PAGE IS NOW PART OF THIS SURVEY

I Certify This Document to be a True and Correct Statement of Deficiencies and 
Approved Facility Plan of Correction for the Above-Identified Facility Survey

 1.00
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(X5)
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SUMMARY STATEMENT OF DEFICIENCIES (EACH DEFICIENCY 

MUST BE PRECEEDED BY FULL REGULATORY OR LSC 

IDENTIFYING INFORMATION)

(X4) ID 
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STATEMENT OF DEFICIENCIES AND  
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(XI) PROVIDER/SUPPLIER/CLIA
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I AM HOME CARE, LLC

STATE LICENSE NUMBER:  35753601

STREET ADDRESS, CITY, STATE, ZIP CODE:

238 NORTH 12TH STREET

READING, PA  19604

PRINTED: 2/27/2025

FORM APPROVED

 ID

 PREFIX  TAG

Pennsylvania Department of Health

H 0000 H 0000  0.00INITIAL COMMENT

Based on the findings of an onsite unannounced 

home care agency state re-licensure survey and 

complaint investigation survey conducted on 

December 3, 2021, I Am Home Care, LLC was 

found to be in compliance with the requirements of 

28 Pa. Code, Health Facilities, Part IV, Chapter 51, 

Subpart A.

(X6) DATE:TITLE:LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE
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I AM HOME CARE, LLC
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PRINTED: 2/27/2025

FORM APPROVED

 ID

 PREFIX  TAG

Pennsylvania Department of Health

H 0000 H 0000  0.00INITIAL COMMENT

Based on the findings of an onsite unannounced 

state licensure survey and complaint investigation 

survey completed December 3, 2021, I Am Home 

Care, LLC was found not to be in compliance with 

the following requirements of 35 P.S. § 448.809 

(b).

H 0010 H 0010  0.00
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I AM HOME CARE, LLC
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238 NORTH 12TH STREET

READING, PA  19604

PRINTED: 2/27/2025

FORM APPROVED

 ID

 PREFIX  TAG

Pennsylvania Department of Health

Continued from page 2H 0010 0010H

35 P. S. § 448.809b Photo Id Reg

Law amended July 11, 2022 Act 79 2022 HB 2604

(1) The photo identification tag shall include a recent

photograph of the employee, the employee's first name, the

employee's title and the name of [the health care facility or

employment agency.] any of the following:

(i) The health care facility.

(ii) The health system.

(iii) The employment agency.

(iv) The fictitious name of an entity under

subparagraph (i), (ii) or (iii) which is registered with

the Department of State under 54 Pa.C.S. Ch. 3 (relating

to fictitious names) or a successor statute.

(2) The title of the employee shall be as large as possible

in block type and shall occupy a one-half inch tall strip as

close as practicable to the bottom edge of the badge.

(3) Titles shall be as follows:

(i) A Medical Doctor shall have the title "Physician."

(ii) A Doctor of Osteopathy shall have the title

"Physician."

(iii) A Registered Nurse shall have the title

"Registered Nurse."

(iv) A Licensed Practical Nurse shall have the title

"Licensed Practical Nurse."

(v) All other titles shall be determined by the

Completion 

Date:

01/17/2022

Status:

APPROVED

Date:

12/13/2021

We will make sure all ID's are visible 

to the clients. All badges will show 

the employees tittle in block lettering 

as large as possible, one-half inch 

tall and as close to the bottom edge 

of the badge. We will have the 

guideline printed/formatted for the 

CEO who makes the ID badges to 

ensure the state guidelines are met. 

We will also be auditing ourselves 

once a month to make sure we stay 

in compliance. We will also be 

calling all active employees to come 

into the office for new badges that 

follow the new guideline we were 

given

IF CONTINUATION SHEET Page 3 of 5BX8M11State Form
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12/03/2021

NAME OF PROVIDER OR SUPPLIER: 

I AM HOME CARE, LLC

STATE LICENSE NUMBER:  35753601

STREET ADDRESS, CITY, STATE, ZIP CODE:

238 NORTH 12TH STREET

READING, PA  19604

PRINTED: 2/27/2025

FORM APPROVED

 ID

 PREFIX  TAG

Pennsylvania Department of Health

Continued from page 3H 0010 0010H

department. Abbreviated titles may be used when the title

indicates licensure or certification by a Commonwealth

agency.

(4)A notation, marker or indicator included on an 

identification badge that differentiates employees with the 

same first name is considered acceptable in lieu of 

displaying an employee's last name.

This REGULATION is not met as evidenced by:

IF CONTINUATION SHEET Page 4 of 5BX8M11State Form
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FORM APPROVED

 ID

 PREFIX  TAG

Pennsylvania Department of Health

Continued from page 4H 0010 0010H

Based on review of the ID badge and interview with 

the agency administrator the agency failed to ensure 

that employee badges showed the title of the 

employee in block type, as large as possible  

occupying a one-half inch tall strip as close as 

practicable to the bottom edge of the badge for one 

(1) of one (1) observed badge.  Badge #1. 

Findings include:

Badge #1 observed on December 3, 2021 at 

approximately 12:30PM showed the employee's 

title on the right-hand side of the badge and not as 

close as practicable to the bottom edge.  The font 

was not block type nor as large as possible.  

Interview with the agency administrator conducted 

December 3, 2021 at approximately 1:00PM 

confirmed the above findings. 

IF CONTINUATION SHEET Page 5 of 5BX8M11State Form
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STATEMENT OF DEFICIENCIES AND  

PLAN OF CORRECTION (POC)

(XI) PROVIDER/SUPPLIER/CLIA

IDENTIFICATION NUMBER:

3575

(X3) DATE SURVEY

COMPLETED:

12/03/2021

NAME OF PROVIDER OR SUPPLIER: 

I AM HOME CARE, LLC

STATE LICENSE NUMBER:  35753601

STREET ADDRESS, CITY, STATE, ZIP CODE:

238 NORTH 12TH STREET

READING, PA  19604

PRINTED: 2/27/2025

FORM APPROVED

 ID

 PREFIX  TAG

Pennsylvania Department of Health

S 0000 S 0000  0.00INITIAL COMMENT

Based on the findings of an onsite home care agency 

state re-licensure survey and complaint investigation 

survey conducted on December 3, 2021, I Am 

Home Care, LLC was found not to be in 

compliance with the requirements of 28 Pa. Code, 

Health Facilities, Part IV, Chapter 611, Subpart H. 

Home Care Agencies and Home Care Registries.

S 0200 S 0200  0.00

(X6) DATE:TITLE:LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE
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(X3) DATE SURVEY
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NAME OF PROVIDER OR SUPPLIER: 

I AM HOME CARE, LLC

STATE LICENSE NUMBER:  35753601

STREET ADDRESS, CITY, STATE, ZIP CODE:

238 NORTH 12TH STREET

READING, PA  19604

PRINTED: 2/27/2025

FORM APPROVED

 ID

 PREFIX  TAG

Pennsylvania Department of Health

Continued from page 1S 0200 0200S

611.51(a) Hiring or Rostering Prerequisites

Prior to hiring or rostering a direct care worker, the home 

care agency or home care registry shall:  (1) Conduct a 

face-to-face interview with the individual.  (2) Obtain not 

less than two satisfactory references for the individual.   A 

satisfactory reference is a positive, verifiable reference, 

either verbal or written, from a former employer or other 

person not related to the individual that affirms the ability 

of the individual to provide home care services.   (3)  

Require the individual to submit a criminal history report, in 

accordance with the requirements of § 611.52 (relating to 

criminal background checks), and a ChildLine verification, if 

applicable, in accordance with the requirements of § 611.53 

(relating to child abuse clearance).

This REGULATION is not met as evidenced by:

Completion 

Date:

01/17/2022

Status:

APPROVED

Date:

12/13/2021

Our administrator created an in 

person interview paper to be dated, 

signed, an filled out by the 

interviewer who would either be the 

CEO, Director of operations, or 

administrative assistant. Also 

created a form for when references 

are called that are to be filled out by 

the person calling either the Director 

of operations, administrator or 

administrative assistants  to verify 

the references. The agency will 

document the in person interview in 

order to assess where the caregiver 

will best fit the clients needs. To 

ensure the problem does not recur all 

persons who are giving the interview 

are trained to fill out the correct 

documentation. To ensure all 

remedies are sustained an audit will 

be done monthly by our Director of 

operations.

IF CONTINUATION SHEET Page 2 of 18BX8M11State Form
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READING, PA  19604

PRINTED: 2/27/2025

FORM APPROVED

 ID

 PREFIX  TAG

Pennsylvania Department of Health

Continued from page 2S 0200 0200S

Based on review of personnel files (PF) and 

interview with agency administrator the agency failed 

to ensure documentation of a completed  

face-to-face interview and  two (2) satisfactory  

references being verified for six (6) of six (6)  files 

reviewed.  (PF #1, #2, #3, #4, #5, & #6).  

Findings include:

PF #1, Date of Hire (DOH) 2/23/20  reviewed on 

December 3, 2021 at approximately 11:10AM 

contained no documentation of a face-to-face 

interview being completed or 2 satisfactory 

references being verified. 

PF #2, DOH:12/26/20 reviewed on December 3, 

2021 at approximately 11:20AM contained no 

documentation of a face-to-face interview being 

completed or 2 satisfactory references being 

verified. 

PF #3, DOH:12/31/20 reviewed on December 3, 

2021 at approximately 11:30AM contained no 

IF CONTINUATION SHEET Page 3 of 18BX8M11State Form
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Pennsylvania Department of Health

Continued from page 3S 0200 0200S

documentation of a face-to-face interview being 

completed or 2 satisfactory references being 

verified.

PF #4, DOH:12/26/20 reviewed on December 3, 

2021 at approximately 11:40AM contained no 

documentation of a face-to-face interview being 

completed or 2 satisfactory references being 

verified.

PF #5, DOH:1/16/21 reviewed on December 3, 

2021 at approximately 11:50AM contained no 

documentation of a face-to-face interview being 

completed or 2 satisfactory references being 

verified.

PF #6, DOH:7/7/20 reviewed on December 3, 

2021 at approximately 12:00PM contained no 

documentation of a face-to-face interview being 

completed or 2 satisfactory references being 

verified.

Interview with the agency administrator conducted 

IF CONTINUATION SHEET Page 4 of 18BX8M11State Form
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Pennsylvania Department of Health

Continued from page 4S 0200 0200S

December 3, 2021 at approximately 1:00PM 

confirmed the above findings. 

S 0300 S 0300  0.00611.52(a) Criminal Background Checks

The home care agency or home care registry shall require 

each applicant for employment or referral as a direct care 

worker to submit a criminal history report obtained at the 

time of application or within 1 year immediately preceding 

the date of application.

This REGULATION is not met as evidenced by:

Completion 

Date:

01/17/2022

Status:

APPROVED

Date:

12/13/2021

We have added the Consumer 

Notice of Direct Care Worker Status 

form for clients to read and sign in 

order to protect the patient. We will 

request a background check a day or 

two prior to when the caregiver 

starts work at the clients house. The 

administrator who is in charge of the 

background checks will be trained 

on when to run the background 

check. In order to ensure the remedy 

is sustained we will be audited once 

a month to stay in compliance by the 

Director of Operations
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Pennsylvania Department of Health

Continued from page 5S 0300 0300S

Based on review of personnel files and interview 

with the agency administrator the agency failed to 

ensure that criminal background checks were 

completed at the time of application or within one 

(1) year preceding the date of application for six (6) 

of six (6) .  (PF #1, #2, #3, #4, #5 & #6).  

Findings include:

PF #1, Date of Hire (DOH) 2/23/20  reviewed on 

December 3, 2021 at approximately 11:10AM 

contained a Pa. State Criminal history (PATCH) 

report dated 3/1/21. 

PF #2, DOH:12/26/20 reviewed on December 3, 

2021 at approximately 11:20AM  contained a Pa. 

State Criminal history (PATCH) report dated 

1/28/21. 

PF #3, DOH:12/31/20 reviewed on December 3, 

2021 at approximately 11:30AM contained a Pa. 

State Criminal history (PATCH) report dated 
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1/27/21. 

PF #4, DOH:12/26/20 reviewed on December 3, 

2021 at approximately 11:40AM  contained a Pa. 

State Criminal history (PATCH) report dated 

1/27/21. 

PF #5, DOH:1/16/21 reviewed on December 3, 

2021 at approximately 11:50AM contained a Pa. 

State Criminal history (PATCH) report dated 

7/10//20. 

PF #6, DOH:7/7/20 reviewed on December 3, 

2021 at approximately 12:00PM contained a Pa. 

State Criminal history (PATCH) report dated 

4/22/20. 

Interview with the agency administrator conducted 

December 3, 2021 at approximately 1:00PM 

confirmed the above findings. 

IF CONTINUATION SHEET Page 7 of 18BX8M11State Form



(X2) MULTIPLE CONSTRUCTION:

A. BLDG: __00______________ 

B. WING: ________________ 

(X5)

COMPLETE

DATE

PROVIDER'S PLAN OF CORRECTION (EACH 

CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

SUMMARY STATEMENT OF DEFICIENCIES (EACH DEFICIENCY 

MUST BE PRECEEDED BY FULL REGULATORY OR LSC 

IDENTIFYING INFORMATION)

(X4) ID 

PREFIX  

TAG

STATEMENT OF DEFICIENCIES AND  

PLAN OF CORRECTION (POC)

(XI) PROVIDER/SUPPLIER/CLIA

IDENTIFICATION NUMBER:

3575

(X3) DATE SURVEY

COMPLETED:

12/03/2021

NAME OF PROVIDER OR SUPPLIER: 

I AM HOME CARE, LLC

STATE LICENSE NUMBER:  35753601

STREET ADDRESS, CITY, STATE, ZIP CODE:

238 NORTH 12TH STREET

READING, PA  19604

PRINTED: 2/27/2025

FORM APPROVED

 ID

 PREFIX  TAG

Pennsylvania Department of Health

Continued from page 7S 0300 0300S

S 0610 S 0610  0.00

IF CONTINUATION SHEET Page 8 of 18BX8M11State Form



(X2) MULTIPLE CONSTRUCTION:

A. BLDG: __00______________ 

B. WING: ________________ 

(X5)

COMPLETE

DATE

PROVIDER'S PLAN OF CORRECTION (EACH 

CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

SUMMARY STATEMENT OF DEFICIENCIES (EACH DEFICIENCY 

MUST BE PRECEEDED BY FULL REGULATORY OR LSC 

IDENTIFYING INFORMATION)

(X4) ID 

PREFIX  

TAG

STATEMENT OF DEFICIENCIES AND  

PLAN OF CORRECTION (POC)

(XI) PROVIDER/SUPPLIER/CLIA

IDENTIFICATION NUMBER:

3575

(X3) DATE SURVEY

COMPLETED:

12/03/2021

NAME OF PROVIDER OR SUPPLIER: 

I AM HOME CARE, LLC

STATE LICENSE NUMBER:  35753601

STREET ADDRESS, CITY, STATE, ZIP CODE:

238 NORTH 12TH STREET

READING, PA  19604

PRINTED: 2/27/2025

FORM APPROVED

 ID

 PREFIX  TAG

Pennsylvania Department of Health

Continued from page 8S 0610 0610S

611.55(d) Competency Requirements

(d) The home care agency or home care registry shall 

include documentation of the direct care worker's 

satisfactory completion of competency requirements in the 

direct care worker's file.

This REGULATION is not met as evidenced by:

Completion 

Date:

01/17/2022

Status:

APPROVED

Date:

12/13/2021

We will grade all competency test for 

new hires and document it in their 

file which will be done by then 

administrative assistants. To ensure 

proper care of clients all care givers 

will receive continuous education in 

non medical care giving. The 

caregivers will have to take annual 

competency test to ensure they give 

an adequate level of care to the 

clients. Documentation will be 

checked in house quarterly by either 

the CEO or our Director of 

Operations to ensure we stay 

updated. A monthly audit will be 

conducted to make sure we stay in 

compliance with the state. Will call 

all caregivers to come into the office 

to do their annual test.
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Based on review of personnel files and interview 

with administrator the agency failed to ensure 

complete documentation of employee's satisfactory 

completion of competency requirements for three 

(3) of six (6) files reviewed. (PF #2, #3, & #6).

Findings include:

PF #2, DOH:12/26/20 reviewed on December 3, 

2021 at approximately 11:20AM contained an 

incomplete competency test with no date or score. 

PF #3, DOH:12/31/20 reviewed on December 3, 

2021 at approximately 11:30AM contained an 

incomplete competency test with no date or score. 

PF #6, DOH:7/7/20 reviewed on December 3, 

2021 at approximately 12:00PM contained 

contained an incomplete competency test with no 

date or score. 
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Interview with the agency administrator conducted 

December 3, 2021 at approximately 1:00PM 

confirmed the above findings. 

S 0621 S 0621  0.00611.55(e) Competency Requirements

The competency review must occur at least once per year 

after initial competency is established, and more frequently 

when discipline or other sanction, including, for example, a 

verbal warning or suspension, is imposed because of a 

quality of care infraction.

This REGULATION is not met as evidenced by:

Completion 

Date:

01/17/2022

Status:

APPROVED

Date:

12/13/2021

 We will grade all competency test 

for new hires and document it in 

their file. Will be completed by one 

of the administrative assistants. To 

ensure proper care of clients all care 

givers will receive continuous 

education in non medical care 

giving. The caregivers will have to 

take annual competency test to 

ensure they give an adequate level 

of care to the clients. Documentation 

will be checked in house quarterly 

by the Director of Operations to 

ensure we stay updated. A monthly 

audit will be conducted by the CEO 

to make sure we stay in compliance 

with the state. Will call all caregivers 

to come into the office to do their 

annual test, will be dated and signed

IF CONTINUATION SHEET Page 11 of 18BX8M11State Form



(X2) MULTIPLE CONSTRUCTION:

A. BLDG: __00______________ 

B. WING: ________________ 

(X5)

COMPLETE

DATE

PROVIDER'S PLAN OF CORRECTION (EACH 

CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

SUMMARY STATEMENT OF DEFICIENCIES (EACH DEFICIENCY 

MUST BE PRECEEDED BY FULL REGULATORY OR LSC 

IDENTIFYING INFORMATION)

(X4) ID 

PREFIX  

TAG

STATEMENT OF DEFICIENCIES AND  

PLAN OF CORRECTION (POC)

(XI) PROVIDER/SUPPLIER/CLIA

IDENTIFICATION NUMBER:

3575

(X3) DATE SURVEY

COMPLETED:

12/03/2021

NAME OF PROVIDER OR SUPPLIER: 

I AM HOME CARE, LLC

STATE LICENSE NUMBER:  35753601

STREET ADDRESS, CITY, STATE, ZIP CODE:

238 NORTH 12TH STREET

READING, PA  19604

PRINTED: 2/27/2025

FORM APPROVED

 ID

 PREFIX  TAG

Pennsylvania Department of Health

Continued from page 11S 0621 0621S

Based on review of personnel files and interview 

with the agency administrator the agency failed to 

ensure documentation of an annual competency for 

two (2) of six (6) .  (PF #1, & #6).  

Findings include:

PF #1, Date of Hire (DOH) 2/23/20  reviewed on 

December 3, 2021 at approximately 11:10AM 

contained  no documentation of an annual 

competency. 

PF #6, DOH:7/7/20 reviewed on December 3, 

2021 at approximately 12:00PM contained  

contained  no documentation of an annual 

competency. 

Interview with the agency administrator conducted 

December 3, 2021 at approximately 1:00PM 

confirmed the above findings. 
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611.56(b) Health Screening

(b) A home care agency or home care registry shall require 

each direct care worker, and other office staff or contractors 

with direct consumer contact, to update the documentation 

required under subsection (a) at least every 12 months and 

provide the documentation to the agency or registry. The 

12 months must run from the date of the last evaluation. 

The documentation required under subsection (a) shall be 

included in the individual's file.

This REGULATION is not met as evidenced by:

Completion 

Date:

01/17/2022

Status:

APPROVED

Date:

12/13/2021

To protect clients and caregivers we 

will ensure caregivers are 

re-educated with TB by giving them 

the 

https://www.cdc.gov/tb/education/p

rovider_edmaterials.htm website. 

Will require them do the modules 

and take the test at the end, they will 

have to take show proof of the 

education being completed. We will 

have them sign and date the paper. It 

will be filed in their employment 

folder. We will be going thru all the 

employee files making a list of all 

caregivers to inform them the yearly 

tb re-education must be done and 

brought in. We will be doing an in 

house audit done by an RN once a 

month to make sure we stay in 

compliance with the state and dont 

fall behind.
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Based on review of  CDC guidelines, personnel files 

(PF) and interview with administrator the agency 

failed to ensure documentation of annual TB 

education  being provided for six (6) of six (6) files 

reviewed.  (PF #1, #2, #3, #4, #5 & #6). 

Findings include:

The CDC guidelines state that all Health Care 

Workers (HCW) should receive baseline 

tuberculosis screening upon hire, using a two-step 

tuberculin skin test (TST) or a single blood assay for 

tuberculosis (TB) to test for infection with 

tuberculosis. HCWs with a baseline positive or 

newly positive test for tuberculosis infections should 

receive one chest radiograph result to exclude 

tuberculosis disease. (CDC Guidelines for 

preventing the transmission of Mycobacterium  

tuberculosis in health-care settings, 2005.  

Morbidity and Mortality World Report 2005; 

RR-17').

(http://www.cdc.gov/mmwr/pdf/rr/rr5417.pdf.)

IF CONTINUATION SHEET Page 15 of 18BX8M11State Form



(X2) MULTIPLE CONSTRUCTION:

A. BLDG: __00______________ 

B. WING: ________________ 

(X5)

COMPLETE

DATE

PROVIDER'S PLAN OF CORRECTION (EACH 

CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

SUMMARY STATEMENT OF DEFICIENCIES (EACH DEFICIENCY 

MUST BE PRECEEDED BY FULL REGULATORY OR LSC 

IDENTIFYING INFORMATION)

(X4) ID 

PREFIX  

TAG

STATEMENT OF DEFICIENCIES AND  

PLAN OF CORRECTION (POC)

(XI) PROVIDER/SUPPLIER/CLIA

IDENTIFICATION NUMBER:

3575

(X3) DATE SURVEY

COMPLETED:

12/03/2021

NAME OF PROVIDER OR SUPPLIER: 

I AM HOME CARE, LLC

STATE LICENSE NUMBER:  35753601

STREET ADDRESS, CITY, STATE, ZIP CODE:

238 NORTH 12TH STREET

READING, PA  19604

PRINTED: 2/27/2025

FORM APPROVED

 ID

 PREFIX  TAG

Pennsylvania Department of Health

Continued from page 15S 0710 0710S

*Baseline (preplacement) screening and testing, in 

addition to the IGRA (interferon-gamma release 

assay) or TST, shall include a symptom screen 

questionnaire and an individual TB risk assessment. 

Serial screening and testing not routinely 

recommended. Annual TB education is 

recommended. (CDC/MMWR/May 17, 2019/Vol. 

68/No. 19).

PF #1, Date of Hire (DOH) 2/23/20  reviewed on 

December 3, 2021 at approximately 11:10AM 

contained no documentation of annual TB education 

being provided. 

PF #2, DOH:12/26/20 reviewed on December 3, 

2021 at approximately 11:20AM contained no 

documentation of annual TB education being 

provided. 

 

PF #3, DOH:12/31/20 reviewed on December 3, 

2021 at approximately 11:30AM contained no 

documentation of annual TB education being 
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provided. 

PF #4, DOH:12/26/20 reviewed on December 3, 

2021 at approximately 11:40AM contained no 

documentation of annual TB education being 

provided. 

PF #5, DOH:1/16/21 reviewed on December 3, 

2021 at approximately 11:50AM contained no 

documentation of annual TB education being 

provided. 

PF #6, DOH:7/7/20 reviewed on December 3, 

2021 at approximately 12:00PM contained no 

documentation of annual TB education being 

provided. 

Interview with the agency administrator conducted 

December 3, 2021 at approximately 1:00PM 

confirmed the above findings. 
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Based on the findings of an onsite unannounced 

home care agency state re-licensure survey 

conducted on October 29, 2024, I Am Home Care, 

LLC, was found to be in compliance with the 

requirements of 28 Pa. Code, Health Facilities, Part 

IV, Chapter 51, Subpart A.
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Based on the findings of an onsite unannounced 

home care agency state re-licensure survey 

conducted on October 29, 2024, Harmony Home 

Care, was found to be in compliance with the 

requirements of 35 P.S. § 448.809 (b).

IF CONTINUATION SHEET Page 2 of 2GZ8O11State Form



(X2) MULTIPLE CONSTRUCTION:

A. BLDG: __00______________ 

B. WING: ________________ 

(X5)

COMPLETE

DATE

PROVIDER'S PLAN OF CORRECTION (EACH 

CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

SUMMARY STATEMENT OF DEFICIENCIES (EACH DEFICIENCY 

MUST BE PRECEEDED BY FULL REGULATORY OR LSC 

IDENTIFYING INFORMATION)

(X4) ID 

PREFIX  

TAG

STATEMENT OF DEFICIENCIES AND  

PLAN OF CORRECTION (POC)

(XI) PROVIDER/SUPPLIER/CLIA

IDENTIFICATION NUMBER:

3575

(X3) DATE SURVEY

COMPLETED:

10/29/2024

NAME OF PROVIDER OR SUPPLIER: 

I AM HOME CARE, LLC

STATE LICENSE NUMBER:  35753601

STREET ADDRESS, CITY, STATE, ZIP CODE:

238 NORTH 12TH STREET

READING, PA  19604

PRINTED: 2/27/2025

FORM APPROVED

 ID

 PREFIX  TAG

Pennsylvania Department of Health

S 0000 S 0000  0.00INITIAL COMMENT

Based on the findings of an onsite unannounced 

home care agency state re-licensure survey 

conducted on October 29, 2024, I Am Home Care, 

LLC, was found not to be in compliance with the 

requirements of 28 Pa. Code, Health Facilities, Part 

IV, Chapter 611, Subpart H. Home Care Agencies 

and Home Care Registries.
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611.52(c) Federal Criminal History Record

If the individual required to submit or obtain a criminal 

history report has not been a resident of this 

Commonwealth for the 2 years immediately preceding the 

date of the request for a criminal history report, the 

individual shall obtain a federal criminal history record and 

a letter of determination from the Department of Aging, 

based on the individual ' s Federal criminal history record, 

in accordance with the requirements at 6 PA. Code § 

15.144(b) (relating to procedure).

This REGULATION is not met as evidenced by:

Completion 

Date:

12/27/2024

Status:

APPROVED

Date:

11/12/2024

Will have DCW get a federal 

background check. Compliance 

supervisor will create documentation 

form to be filled out and added to 

DCW file if DCW does not have a 

PA license or can't prove DCW has 

not been a resident of PA for the 

past 2 years. DCW will obtain 

clearance from FBI through PA DOA 

by start date with the patient.  Office 

staff will be retrained by Director of 

Operations to know and follow the 

regulations on what to do if a DCW 

applies for a position without a PA 

license. Office admin will audit 

current files to see who doesn't meet 

the requirements and have a federal 

background done by corrective 

action date
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Based upon personnel file (PF) review and  

interview with the agency's Administrator, it was 

determined that the agency failed to ensure 

documentation of  a federal criminal history record 

and a letter of determination from the Pennsylvania 

Department of Aging, for direct care workers who 

have not been a resident of the Commonwealth for 

the previous two years for one (1) out of seven (7) 

personnel files reviewed (PF#7).

Findings include:

Personnel files were reviewed on 10/29/2024 from 

approximately 11:00 AM- 11:30 AM revealing the 

following:

PF#7 (Date of hire (DOH): 7/19/2024):  File 

contained a New Jersey Driver's License as a form 

of identification. No documentation of a federal 

criminal history record and a letter of determination 

from the Pennsylvania Department of Aging.
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An interview with the agency Administrator on 

10/29/2024 at approximately 12:00 PM confirmed 

the above findings.
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611.56(a) Health Screening

(a) A home care agency or home care registry shall insure 

that each direct care worker and other office staff or 

contractors with direct consumer contact, prior to 

consumer contact, provide documentation that the 

individual has been screened for and is free from active 

mycobacterium tuberculosis.

This REGULATION is not met as evidenced by:

Completion 

Date:

12/27/2024

Status:

APPROVED

Date:

11/12/2024

Office staff and supervisors will be 

retrained by Director of Operations 

to have DCW take a TST or a single 

blood assay for TB before DCW 

start work with a client. DCW with a 

baseline positive or newly positive 

test for tuberculosis infections 

should receive one chest radiograph 

result to exclude tuberculosis 

disease. Compliance Supervisor will 

create symptom screen 

questionnaire for individuals to fill 

out prior to being placed in patient's 

home so they will not be at risk to 

contracting tuberculosis. Office 

admin will audit current active 

employee files to see who is missing 

the baseline TB screening 

questionnaire and have them fill out 

the paperwork by corrective action 

date. Office staff member E.G. will 

look through questionnaire to 

ensure DCW isn't at risk. Office 

Supervisor will check for paperwork 

to be completed in the files. Director 

of Operations will do a final check to 

ensure paperwork is done.
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Based upon personnel file review and an interview 

with the agency administrator, it was determined the 

agency failed to ensure the direct care worker, prior 

to consumer contact, was screened for 

mycobacterium tuberculosis, in accordance with 

CDC (Center for Disease and Control) guidelines 

for seven (7) out of seven (7) personnel files (PF) 

reviewed (PF#1 -PF#7).

Findings include:

The CDC guidelines state that all Health Care 

Workers (HCW) should receive baseline 

tuberculosis screening upon hire, using a two-step 

tuberculin skin test (TST) or a single blood assay for 

tuberculosis (TB) to test for infection with 

tuberculosis.  After baseline testing for infection with 

tuberculosis, HCWs should receive TB screening 

annually.  HCWs with a baseline positive or newly 

positive test for tuberculosis infections should 

receive one chest radiograph result to exclude 

IF CONTINUATION SHEET Page 6 of 14GZ8O11State Form



(X2) MULTIPLE CONSTRUCTION:

A. BLDG: __00______________ 

B. WING: ________________ 

(X5)

COMPLETE

DATE

PROVIDER'S PLAN OF CORRECTION (EACH 

CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

SUMMARY STATEMENT OF DEFICIENCIES (EACH DEFICIENCY 

MUST BE PRECEEDED BY FULL REGULATORY OR LSC 

IDENTIFYING INFORMATION)

(X4) ID 

PREFIX  

TAG

STATEMENT OF DEFICIENCIES AND  

PLAN OF CORRECTION (POC)

(XI) PROVIDER/SUPPLIER/CLIA

IDENTIFICATION NUMBER:

3575

(X3) DATE SURVEY

COMPLETED:

10/29/2024

NAME OF PROVIDER OR SUPPLIER: 

I AM HOME CARE, LLC

STATE LICENSE NUMBER:  35753601

STREET ADDRESS, CITY, STATE, ZIP CODE:

238 NORTH 12TH STREET

READING, PA  19604

PRINTED: 2/27/2025

FORM APPROVED

 ID

 PREFIX  TAG

Pennsylvania Department of Health

Continued from page 6S 0700 0700S

tuberculosis disease. (CDC Guidelines for 

preventing the transmission of Mycobacterium  

tuberculosis in health-care settings, 2005.  

Morbidity and Mortality World Report 2005; 

RR-17').

(http://www.cdc.gov/mmwr/pdf/rr/rr5417.pdf.)

*Baseline (preplacement) screening and testing, 

in addition to the IGRA (interferon-gamma 

release assay) or TST, shall include a symptom 

screen questionnaire and an individual TB risk 

assessment. Serial screening and testing not 

routinely recommended. Annual TB education is 

recommended. (CDC/MMWR/May 17, 2019/Vol. 

68/No. 19).

Personnel files were reviewed on 10/29/24 from 

approximately 11:00 AM -11:30 AM revealing the 

following:

PF#1 (Date of hire (DOH) 6/24/2024): No 

documentation of completed baseline testing. 

PF#2 (DOH: 6/28/2024): No documentation of 

completed baseline testing. 
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Continued from page 7S 0700 0700S

PF#3 (DOH: 7/26/2024): No documentation of 

completed baseline testing. PF included 

documentation of only one (1) TST.

PF#4 (DOH: 7/24/2024): No documentation of 

completed baseline testing.

PF#5 (DOH: 7/24/2024): No documentation of 

completed baseline testing. PF included 

documentation of only one (1) TST.

PF#6 (DOH: 6/03/2024): No documentation of 

completed baseline testing. PF included 

documentation of only one (1) TST.

PF#7 (DOH: 7/19/2024): No documentation of 

completed baseline testing. PF included 

documentation of only one (1) TST

An interview with the agency administrator on 

10/29/24 at approximately 12:00 PM confirmed the 

above findings.
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S 0820 S 0820  0.00611.57(c) Information to be Provided

(c)  Prior to the commencement of services, the home care 

agency or home care registry shall provide to the 

consumer, the consumer's legal representative or 

responsible family member an information packet 

containing the following information in a form that is easily 

read and understood: (1) A listing of the available home 

care services that will be provided to the consumer by the 

direct care worker and the identity of the direct care worker 

who will provide the services. (2) The hours when those 

services will be provided. (3) Fees and total costs for those 

services on an hourly or weekly basis. (4) Who to contact 

at the Department for information about licensure 

requirements for a home care agency or home care registry 

and for compliance information about a particular home 

care agency or home care registry. (5) The Department's 

complaint Hot Line (1-800-254-5164) and the telephone 

number of the Ombudsman Program located with the local 

Area Agency on Aging (AAA). (6) The hiring and 

competency requirements applicable to direct care workers 

employed by the home care agency or referred by the home 

care registry. (7) A disclosure, in a format to be published 

by the Department in the Pennsylvania Bulletin by 

February 10, 2010, addressing the employee or independent 

contractor status of the direct care worker providing 

services to the consumer, and the resultant respective tax 

and insurance obligations and other responsibilities of the 

consumer and the home care agency or home care registry.

This REGULATION is not met as evidenced by:

Completion 

Date:

12/27/2024

Status:

APPROVED

Date:

11/12/2024

Compliance Supervisor will create 

paperwork for clients to sign that 

has the phone numbers to the 

complaint hotline, local Ombudsman 

with the local Area Agency on 

Aging and Adult abuse hotline. 

Client Intake Specialist will ensure 

paperwork is signed by clients and 

clients have a copy as well. Director 

of Operations will do final check to 

make sure all current client files, and 

future clients have this paperwork in 

the file. Intake specialist will audit 

current client files and identify who's 

missing the new paperwork and have 

them sign it to add to their file by 

corrective action date while giving 

them a copy as well so the patients 

will have the important phone 

numbers as well.
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Based on consumer file (CF) review and an 

interview with the agency administrator, it was 

determined the agency failed to ensure, prior to the 

commencement of services, the consumer, the 

consumer's legal representative or responsible family 

member was provided with the following 

information: 1. The Department's complaint Hot 

Line (1-800-254-5164) 2. the telephone number of 

the Ombudsman Program located with the local 

Area Agency on Aging (AAA) 3. Who to contact at 

the Department for information about licensure 

requirements for a home care agency or home care 

registry and for compliance information about a 

particular home care agency or home care registry, 

for seven (7) out of seven (7) consumer files 

reviewed (CF#1-CF#7) 

Findings included:

CF#1-CF#7 were reviewed on 10/29/2024 from 

approximately 10:30 AM-11:00 AM revealing the 

following.
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CF#1 (Start of care (SOC): 8/27/2023): No 

documentation of the following: 1. The Department's 

complaint Hot Line (1-800-254-5164) 2. the 

telephone number of the Ombudsman Program 

located with the local Area Agency on Aging 

(AAA) 3. Who to contact at the Department for 

information about licensure requirements for a home 

care agency or home care registry and for 

compliance information about a particular home care 

agency or home care registry.

CF#2 (SOC: 3/27/2023): No documentation of the 

following: 1. The Department's complaint Hot Line 

(1-800-254-5164) 2. the telephone number of the 

Ombudsman Program located with the local Area 

Agency on Aging (AAA) 3. Who to contact at the 

Department for information about licensure 

requirements for a home care agency or home care 

registry and for compliance information about a 

particular home care agency or home care registry.

CF#3 (SOC: 7/16/2021): No documentation of the 
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Continued from page 11S 0820 0820S

following: 1. The Department's complaint Hot Line 

(1-800-254-5164) 2. the telephone number of the 

Ombudsman Program located with the local Area 

Agency on Aging (AAA) 3. Who to contact at the 

Department for information about licensure 

requirements for a home care agency or home care 

registry and for compliance information about a 

particular home care agency or home care registry.

CF#4(SOC: 6/23/2021): No documentation of the 

following: 1. The Department's complaint Hot Line 

(1-800-254-5164) 2. the telephone number of the 

Ombudsman Program located with the local Area 

Agency on Aging (AAA) 3. Who to contact at the 

Department for information about licensure 

requirements for a home care agency or home care 

registry and for compliance information about a 

particular home care agency or home care registry.

CF#5 (SOC: 4/06/2021): No documentation of the 

following: 1. The Department's complaint Hot Line 

(1-800-254-5164) 2. the telephone number of the 

Ombudsman Program located with the local Area 
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Continued from page 12S 0820 0820S

Agency on Aging (AAA) 3. Who to contact at the 

Department for information about licensure 

requirements for a home care agency or home care 

registry and for compliance information about a 

particular home care agency or home care registry.

CF#6 (SOC: 7/12/2021): No documentation of the 

following: 1. The Department's complaint Hot Line 

(1-800-254-5164) 2. the telephone number of the 

Ombudsman Program located with the local Area 

Agency on Aging (AAA) 3. Who to contact at the 

Department for information about licensure 

requirements for a home care agency or home care 

registry and for compliance information about a 

particular home care agency or home care registry.

CF#7 (SOC: 8/07/2021): No documentation of the 

following: 1. The Department's complaint Hot Line 

(1-800-254-5164) 2. the telephone number of the 

Ombudsman Program located with the local Area 

Agency on Aging (AAA) 3. Who to contact at the 

Department for information about licensure 

requirements for a home care agency or home care 
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CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

SUMMARY STATEMENT OF DEFICIENCIES (EACH DEFICIENCY 

MUST BE PRECEEDED BY FULL REGULATORY OR LSC 

IDENTIFYING INFORMATION)

(X4) ID 

PREFIX  

TAG

STATEMENT OF DEFICIENCIES AND  

PLAN OF CORRECTION (POC)

(XI) PROVIDER/SUPPLIER/CLIA

IDENTIFICATION NUMBER:

3575

(X3) DATE SURVEY

COMPLETED:

10/29/2024

NAME OF PROVIDER OR SUPPLIER: 

I AM HOME CARE, LLC

STATE LICENSE NUMBER:  35753601

STREET ADDRESS, CITY, STATE, ZIP CODE:

238 NORTH 12TH STREET

READING, PA  19604

PRINTED: 2/27/2025

FORM APPROVED

 ID

 PREFIX  TAG

Pennsylvania Department of Health

Continued from page 13S 0820 0820S

registry and for compliance information about a 

particular home care agency or home care registry.

An interview with the agency administrator on 

10/29/2024 at approximately 12:00 PM confirmed 

the above findings.
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