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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.

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
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program participation.

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

\ > Aenistiy” 613026

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 235AF1-H1 Facility 1D: 0052 If continuation sheet Page 1 of 1




