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FIRE SAFETY SURVEY REPORT
2012 ICF 1ID CODE EXISTING
ADMINISTRATOR: Karen Knavsl
CENSUS: 7
SLOw
BUILDING 1 OF 1
42 CFR .470 ())
The facility must meet the applicable
provisions of the 2012 Existing edition of
the Life Safety Code (LSC) of the National
Fire Protection Asscciation (NFPA).
At the time of the annual survey completed
on 01/17/19, New Avenues - Bratenahl is
in compliance with the provisions of 42
CFR Part 483.470 (j) Requirements of the
Life Safety Codse, NFPA 101, for
Intermediate Care Facilities for Individuals
with Intellectual Disabilities.
laboratary diractor's or providar/supolier represantativa’s slanatura tita {%6Y date
any deficlency statemant endling with an astarisk () denctes a deficlency which the Inatibution: may be excused from comecting providing it s determined thet cther
safeguards provide sufficient protaction to the petients. {ses Instructions. ) except for nureing homes, the findinga steted above are clsciosable 90 deys followihg the dale
of survey whether or not a plan of correction is provided. for nuraing homas, the above findings end plans of comrection are dasclosable 14 days following the date these
documeris are made avallable to the facility. If deficlencies ara clted, an approved plan of commection s requisite to continuad program participetion.
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POST SURVEY REVISIT

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

A Post Survey Revisit was conducted on
01/17/19 for all previcusly cited
deficiencies. All deficiencies have been
comected as of 01/17/19, and no new
nencompliance was found. The facility is
in substantial compliance with all
regulations surveyed.

laboratory direchy's or previdar/supoliar renresantative's slanatura Htls {x5) dabe

any deficlency statement ending with an asterisk (*) denctes a deficiency which the Inetitution may be excused from correcting providing it is determined that other
safaguerds provide sufficient protection to the patients. (sse Instructions.) sxcept for nursing homes, the findings stated above are disciosable $0 days following the date
of survey whether or not a plan of commection is provided, for nursing homas, the sbove findings and plans of corsction are discicsable 14 days following the date these
decuments sne mace avalinbie to the facllty, if deficiencies ars cliad, an approved plan of camection la requisits to continued program participation.
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