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W 100 ICF SERVICES OTHER THAN IN 

INSTITUTIONS

CFR(s): 440.150(c)

"Intermediate care facility services" may include 

services in an institution for the mentally retarded 

(hereafter referred to as intermediate care 

facilities for persons with mental retardation) or 

persons with related conditions if: 

(1) The primary purpose of the institution is to 

provide health or rehabilitative services for 

mentally retarded individuals or persons with 

related conditions;

(2) The institution meets the standards in Subpart 

E of Part 442 of this Chapter; and

(3) The mentally retarded recipient for whom 

payment is requested is receiving active 

treatment as specified in §483.440.

This STANDARD  is not met as evidenced by:

W 100

 A revisit was conducted on 5/11/18 for all 

previous deficiencies cited on 2/12-13/18.  All 

deficiencies have been corrected, and no new 

noncompliance was found.  The facility is in 

compliance with all regulations surveyed.
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