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POST SURVEY REVISIT

ADMINISTRATOR: KAREN KNAVEL
CERTIFIED BED CAPACITY: 08
CENSUS: 08

A Post Survey Revisit was conducted on
03/28/18 for all previously cited
deficlencles. All deficiencies have besn
corracted as of 03/26/19, and no new
nencompliance was found. The facility is
in substantial compliance with all
regulations surveyed.

labaratory director's or orovider/supciier reprassntativa’s sianatura tila %6) date

any deficlency statemant ending with an asterisk (%) denotes a deficiency which the institulion may be excused from correcting providing It Is determined that cther
safeguards provide sufficlent protection to the patients. (ses Instructiona.) except for nursing homen, the findings stated above are disclosable S0 days following the date
of survey whether or not a plan of cemection [s provided. for nursing homes, the above findinge and plans of comrection are disckisable 14 days following the date thesa
documents are made avallable to the facillty. if deficiencles ane clted, an approved plan cf comection ie requisite to continued program participation.
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FUNDAMENTAL SURVEY
ADMINISTRATOR; Karen Knavel
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CENSUS:08
At the time of the fundamental survey
completed on 03/26/19, New Avenues
Richmond Heights 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.
laboratory director's or oravider/sunolier reoresantativa's slanatura tida =61 date
any deficlency statement ending with an asteriak () denctes a deficlency which the institution may be excussd from cormecting providing it Is determined that other
safeguards provide sufficlent protection to the patients. (see Insiructions. ) excapt for nursing homas, the findings stated above are disclosable 80 days following the date
of survey whather or not a plan of corraction is provided. for nuraing homas, the above findings and plang of correction are disciosable 14 days following the date these
documents are made avaiisble to the facllity. F deficlencies are cited, an approved pian of comection is requisite to continued program participation.
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