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A complaint health survey for compliance with 42 
CFR Part 483, Subpart B, requirements for Long 
Term Care facilities was conducted from 
6/16/26 through 6/17/26. Areas surveyed included 
the facility's failure to follow a resident's care plan 
requiring two staff members to assist with transfers: 
failure to administer a physician ordered blood 
thinning medication to a resident and resident's use 
of compression stockings; failure to ensure a 
resident's call light was answered in a timely 
manner; and the completion of room repair activities 
while a resident remained in the room. Avantara 
Milbank was found in compliance. 
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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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