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ADMINISTRATOR: Dilane McClusky
CERTIFIED BED CAPACITY: 08
CENSUS: 08

At the time of the fundamental survey
completed on 05/17/19, New
Avenues-Clifton is in compliance with the
provisions of 42 CFR Part 483, Subpart |,
Requirements for Intermediate Care
Facllities for individuals with Intellectual
Disabllities, excluding the Life Safety
Code.

Iaboratorv direchor's or provider/suopliar rebrasantativa's slanatura tde %61 date

any daficiancy statement ending with an asterlek {*) denctes a deficiency which the institution may be excused from comecting providing it ls determined that other
safeguards provide sufficlent pratection to the patients. (see [netructions.) except for nursing homas, the findings stated above are disclosable 80 days following the date
of survey whether or not a plan of cormection Is provided. for nursing homes, the above findings and plans of comection are disclosabls 14 days following the date thess
deouments are made available to the facilly. I deficianciss are cited, an approved plan of cormection Is requistie to continued program participation.
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