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STATEMENT OF DEFICIENCIES | ADMINISTRATOR'S PLAN FOR COMPLETION
SECTION SPECIFIC DEFIGIENCIES CORRECTION OF DEFICIENGIES DATE

The State Report incorporates by reference
and also cites the findings specified In the
Federal Report.

An unannounced complaint survey was con-
ducted at this facility from May 22, 2025,
through May 23, 2025. The facility census
the first day of the survey was eighty-seven
{87). The survey sample totaled three {3)
residents.

3201 Regulations for Skilled and intermediate
Care Nursing Facilities

3201.1.0 chpe

3201.1.2 | nursing facilities shall be subject to all appli-
cable local, state and federal code require-
ments. The provisions of 42 CFR Ch, IV Part
483, Subpart B, requirements for Long Term
Care Facilitles, and any amendments or
maodifications thereto, are hereby adopted
as the regulatory requirements for skilled
and intermediate care nursing facilities in
Delaware. Subpart B of Part 483 is hereby
referred to, and made part of this Regula-
tion, as if fully set out herein. All applicable
code requirements of the State Fire Preven-
tion Commission are herehy adapted and in-
corporated by reference,

This requirement is met as evidenced by the
following:

No deficlencies were identified at the time of
the survey,

Provider's Sigrature ?M h\' Title /[/ M‘ Date 2 Z_&?/ ;‘95




PRINTED: 06/05/2025

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
085058 B. WING 05/23/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

21 W CLARKE AVENUE

POLARIS H HCARE
S HEALT AND REHABILITATION CENTER MILFORD, DE 19963

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
l DEFICIENCY)
‘i |
F 000 ! INITIAL COMMENTS F 000
|

An unannounced complaint survey was
conducted at this facility from May 22, 2025
through May 23, 2025. The facility census the first
day of the survey was eighty-seven (87). The
survey sample totaled three (3) residents. No |
deficient practice was identified.

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

Electronically Signed 06/03/2025

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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