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a. bulldina S

b. wina 09/26/2019

name of provider or supplier
NEW AVENUES - LAKEWOOD

streat address, city, state, zip code
1527 WEST CLIFTON ROULEVARD
LAKEWOOD OH, 44107
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INITIAL COMMENTS

FUNDAMENTAL SURVEY

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

At the time of the Fundamental survey
completed on 08/26/18, New Avenues
Lakewood is 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.

W 0000

laboratorv diractor's er orovider/suooller reprasantativa’s sianature

ttle x6) date

any deficlency statemant ending with an ssterisk (*) denctes a deficiency which tha institution mey be excused from comecting providing it Is determined that other
safeguards provide sufficient protaction fo the patients. (see instructions.) except for nursing homes, the findings stated above are daciosable 20 days following the date
of survey wheiher or not a plan of correction is provided., for nursing homas, the above findings and plans of comection are disclossble 14 days following the date these
documents are made avallable to the facility. if deficiencies are cited, an approved plan of cormection is requlsita to continued program participation.
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STATEMENT OF {x1) (x2) multipla construction {X3) DATE SURVEY
DEFICIENCIES PROVIDER/SUPPLIER/CLIA COMPLETED
a. bulldina
366434 b. wina B 09/268/2019
nema of provider or suppliar strast address, dty, state, zip code
NEW AVENUES - LAKEWOOD 1527 WEST CLIFTON BOULEVARD
LAKEWOOD OH, 44107
(x4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX (EACH DEFICICIENCY MUST BEPRECEDED PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETIO
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POST SURVEY REVISIT
ADMINISTRATOR: Karen Knavel
CERTIFIED BED CAPACITY: 8
CENSUS IN HOUSE: 8
A Post Survey Revisit was conducted on
08/268/18 for all previously clted
deficiencies. All deficiencias have been
corrected as of 08/26/19 and no new
nencompliance was found. The facillty Is
In substantlal comipliance with all
regulations surveyed.
Iabaratory diractor's or orovider/suooller renresentativa's slanatura Htla x5Y date
any deficiancy statament ending with an asteriak {*) denotes a deficiency which the Institution mey be axcused from comecting providing It is detarmined that other
safeguards provide aufliclant protection ic the patients. (see instructions.) except for nuraing homes, the findings stated above are disciosabla 90 days following the dats
of survey wheather or not a plan of carrection la provided, for nursing homes, the above findings and plans of correction are disclosable 14 days following the date thess
documents are made avallable to the facillty. if deficiancies are clted, an approved pian of correction fs requisite to continued program participation.
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