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 N 000 Initial Comments  N 000

On 03/24/2026, Surveyor conducted an 
abbreviated survey at Milan Estates.  As a result 
of the survey one (1) deficiency was identified.

Census: 15

 

 N 530 83.47(3) Fire inspection.

Fire inspection. The CBRF shall arrange for an 
annual inspection by the local fire authority or 
certified fire inspector and shall retain fire 
inspection reports for 2 years.

This Rule  is not met as evidenced by:

 N 530

Based on record review and interview, the 
provider did not ensure the facility received an 
annual fire inspection by the local fire authority or 
certified fire inspector.  

Findings include: 

On 03/24/2026 at approximately 2:00 PM, 
Surveyor requested the annual fire inspection for 
2024 and 2025 from Administrator A.  
Administrator A acknowledged s/he did not have 
an annual fire inspection for 2024 or 2025 and 
that the last one completed was in 2023.  
Administrator A stated s/he had called and the fire 
department stated they would add him/her to the 
list.  Administrator A stated s/he would follow up 
and ensure the fire inspection gets completed.

The provider did not ensure the facility received 
an annual fire inspection by the local fire authority 
or certified fire inspector annually.
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