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A complaint survey for compliance with 42 CFR
Part 483, Subpart B requirements for Long Term
Care facilities was conducted on 11/29/22. Areas
reviewed included non-pressure injury wounds
| and care, falls, and call light response. Avantara
| Norton was found in compliance.
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LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Ashley Nickel LNHA 12/06/2022

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-ornot a-plamofiToTEs, Jispravided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these qocdment'§’,§’ljre rpzj?e %Vail%éle t¢_§i_be %acmatyi If deficiencies are cited, an approved plan of correction is requisite to continued

5 -
i

program participation. !} jg R T s
T i

If continuation sheet Page 1 of 1

FORM CMS-2567(02-09) Pqéﬁ%odﬁ rsionsleteteg B 2022 !if:',;r?lo:wweﬂ Facitity ID: 0074
|
|

|
1
1
|

——— S—

om Nyris A5



