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A focused fundamental survey for compliance
with 42 CFR Part 483, Subpart 1, requirements
for Intermediate Care Facilities for Individuals
with Intellectual Disabilities was conducted from
6/24/25 through 6/25/25. LifeScape was found in
compliance.

A complaint survey for compliance with 42 CFR
Part 483, Subpart 1, requirements for
Intermediate Care Facilities for Individuals with
Intellectual Disabilities was conducted on 6/25/25.
The areas surveyed were potential verbal abuse
by a staff member to a client, and following a
client's Individual Service Plan. LifeScape was
found in compliance.
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A focused fundamental survey for compliance
with 42 CFR Part 482, Subpart B, Subsection
483.73, Emergency Preparedness requirements
for Intermediate Care Facilities for Individuals
with Intellectual Disabilities, was conducted on
6/24/25. Lifescape was found in compliance.
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A focused fundamental survey for compliance
with the Life Safety Code (LSC) (2012 existing
health care occupancy) was conducted on
6/24/25. Lifescape (building 01) was found in
compliance with 42 CFR 483.470(j)(2)(1)
requirements for intermediate care facilities for
individuals with intellectual disabilities.
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