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and also cites the findings specified in the
Federal Report.

An unannounced Follow Up and Complalint
Survey was conducted at this facility from July
17, 2025, through July 18, 2025. The survey
process included observations, interview, re-
view of resident ¢linical records and other doc-

‘umentation. Thefacility census on the first day

of the survey was one hundred and eight
(108). The survey sample size totaled fifteen
(15) residents.

Regulations forSkilled and Intermediate Care
Facilities

Scope

Nursing facilities shail be subject to all appli-
cable local, state and federal code require-
ments. The pravisions of 42 CFR Ch. IV Part
483, Subpart B, requirements for Long Term
Care Facilities, and any amendments or mod-
ificationsthereto, are hereby adopted as the
regulatory requirements forskilled and inter-
mediate care nursing facilities in Delaware.

' Subpart B of Part 483 is hereby referred to,

and made part of this Regulation, as if fully
set out herein. All applicable code require-
ments of the State Fire Prevention Commis-
sion are hereby adopted and incorporated by
reference.

The facility was in substantial compliance
with 42 CFR Part 483 Subpart 8 Requirements
for Long Term Care Facilities as of July 18,
2025.

No deficiencies were identified at the time of

“the survey.
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32 BUENA VISTA DRIVE , NEW CASTLE, Delaware, 18720

A follow-1ip visit was conducted on 7/17/25- 7/18/25 at
New Castie Health and Rehabilitation Center for the
complaint visit ending on §/6/25. The facility was
found te be in substantial compliance as of 5/27/25.
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