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ADMINISTRATOR: Karen Knavel
CERTIFIED BED CAPACITY: 8
CENSUS IN HOUSE: 7

At the time of the fundamental survey
completed on 10/07/19, New
Avenues-Edgerton ig in compliance with
the provisions of 42 CFR Part 483, Subpart
|, Requirements for intermediate Care
Facilities for Individuals with Intellectual
Disabilities, excluding the Life Safety

Code.

Iasboratorv director's or orovider/sucolier renresentative's sianature ttla x6) data

any deficlency statement anding with an asteriak () denctes a deficlancy which the institution may be excused from eormeeting providing |t la determined that other
safeguards provide sufficlent protection to tha patisnts. (see Instructions.) axcept for nursing homes, the findings etated above are disclosabie 90 days foliowing the date
of survey whaether or not a plan of cormaction le provided. for nursing hemes, the above findings and plane of commection are disclosabls 14 daya following the date these
documents are made avalisble to the facillty. if deficiencies ana cited, an approved plan of carraction s requisite to continued program perticipation.
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