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A recertification health survey for compliance with 42
CFR Part 484, Subparts B-C, requirements for Home
Health Agencies, was conducted from 3/4/25 through
3/5/25. State Home Care Services, Inc. was found in

compliance.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excusled from correcting providing itis delermineld that other
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