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

A follow-up survey to the Complaint Survey |

ending November 14, 2025, was completed on
January 9, 2026. The survey process included
observations, interviews, review of residents’
clinical records and other documentation. The
facility census on the first day of the survey
was one hundred and twelve (112). The survey
sample size was four (4) residents.

Regulations for Skilled and Intermediate Care
Facilities

Scope

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 Facilities, and any amendments or mod-
ifications thereto, are hereby adopted as the
regulatory requirements for skilled 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 found to be in substantial
compliance with 42 CFR Part 483, Subpart B,
Requirements for Long Term Care Facilities as
of December 29, 2025.

No deficiencies were identified at the time of
the survey.
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A follow-up survey to the complaint survey ending
November 14, 2025, was completed on January 9,

2026. The survey process included observations,
interviews, review of residents’ clinical records and

other documentation. The facility census on the first

day of the survey was one hundred and twelve (112). The
survey sample size was four (4) residents.

The facility was found to be in substantial compliance
with 42 CFR Part 483, Subpart B, Requirements for Long
Term Care Facilities as of December 29, 2025,
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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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parlicipation.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE | TITLE

(X6) DATE

FORM CMS-2567 (02/99) Previous Versions Obsolete

Event ID: 1DB3C0-H2 Facility 1D: DE00105

If continuation sheet Page 1 of 1



