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THIS FACILITY IS IN COMPLIANCE WITH THE
CONDITIONS OF PARTICIPATION FOR
INTERMEDIATE CARE FACILITIES FOR
INDIVIDUALS WITH INTELLECTUAL
DISABILITIES FOUND AT 42 CFR 483.400
THROUGH 483.460 AND 42 CFR 483.480
(GENERAL/HEALTH REQUIREMENTS).

A complaint survey was also completed on
11/5/2020. The following complaint intakes were
unsubstantiated: NC00170011, NC00169159,
NC00164616, NC00166537, NC00166338 and
NC00168899. The following complaint intakes
were substantiated: NC00169162, NC00168962,
NC00168925, NC00163069, NC00162145,
NC00169578, NC00164744 and NC00169163.
No deficiencies were cited as a result of the
complaint survey.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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