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F0000 INITIAL COMMENTS 
 
An offsite/desk review of the facility's Plan of 
Correction was conducted on 08/11/2026 in relation 
to the 07/14/2026 Recertification survey. The facility 
was found to be in compliance with 42 CFR Part 
483, Requirements for Long Term Care Facilities.
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E0000 
 

Initial Comments 
 
An Emergency Preparedness survey was conducted 
by the New Jersey Department of Health, Health 
Facility Survey and Field Operations on 07/13/2026 
and 07/14/2026. Autumn Lake Healthcare at 
Southgate was found to be in non-compliance with 
Medicare/Medicaid at 42 CFR, Subpart 483.73, 
Requirements for Long Term Care Facilities. 
 

E0000  
 

07/30/2026

E0004

E0004 
SS = E

Develop EP Plan, Review and Update Annually 
 
CFR(s): 483.73(a) 
 
§403.748(a), §416.54(a), §418.113(a), §441.184(a), 
§460.84(a), §482.15(a), §483.73(a), §483.475(a), 
§484.102(a), §485.68(a), §485.542(a), §485.625(a), 
§485.727(a), §485.920(a), §486.360(a), §491.12(a), 
§494.62(a). 
 
 
The [facility] must comply with all applicable Federal, 
State and local emergency preparedness 
requirements. The [facility] must develop establish 
and maintain a comprehensive emergency 
preparedness program that meets the requirements 
of this section. The emergency preparedness 
program must include, but not be limited to, the 
following elements: 
 
 
(a) Emergency Plan. The [facility] must develop and 
maintain an emergency preparedness plan that must 
be [reviewed], and updated at least every 2 years. 
The plan must do all of the following: 
 
 
* [For hospitals at §482.15 and CAHs at §485.625(a):] 
Emergency Plan. The [hospital or CAH] must comply 
with all applicable Federal, State, and local 
emergency preparedness requirements. The [hospital 
or CAH] must develop and maintain a 
comprehensive emergency preparedness program 
that meets the requirements of this section, utilizing 
an all-hazards approach. 
 
 
* [For LTC Facilities at §483.73(a):] Emergency Plan.

E0004 Corrective Action: The Emergency Preparedness 
Plan, including all associated policies and 
procedures, was thoroughly reviewed and updated 
by 8/5. A formal Table of Revisions was added to 
the front of the binder documenting the annual 
review, specific policy updates, and the date of 
completion. 
 
Identification of At-Risk Resident: All 135 residents 
residing in the facility have the potential to be 
affected by incomplete Emergency Preparedness 
documentation. 
 
Systemic Change: The facility updated its 
Emergency Preparedness administrative procedure 
to mandate that a Table of Revisions be updated 
immediately whenever policies are reviewed or 
revised. The 
 
Quality Assurance: The LNHA or designee will audit 
the Emergency Preparedness binder quarterly to 
ensure all policy updates and revision tables remain 
up to date. Audit findings will be reported to the 
Quality Assurance and Performance Improvement 
(QAPI) Committee quarterly for 12 months to ensure 
continued compliance.

08/05/2026

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 reverse for further 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.

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

AUTUMN LAKE HEALTHCARE AT SOUTHGATE 449 S PENNSVILLE-AUBURN ROAD , CARNEYS POINT, New Jersey, 
08069

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 236D30-L1 Facility ID: 61706 If continuation sheet Page 1 of 7





PRINTED: 10/30/2026
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTIONS

(X1) PROVIDER/SUPPLIER/CLIA 
IDENTIFICATION NUMBER:

315237

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY COMPLETED

07/14/2026

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

(X4) ID 
PREFIX 

TAG

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

ID 
PREFIX 

TAG

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE 
APPROPRIATE DEFICIENCY)

(X5) 
COMPLETION 

DATE
E0013

E0013 
SS = E

Continued from page 2 
 
 
*[For LTC facilities at §483.73(b):] Policies and 
procedures. The LTC facility must develop and 
implement emergency preparedness policies and 
procedures, based on the emergency plan set forth 
in paragraph (a) of this section, risk assessment at 
paragraph (a)(1) of this section, and the 
communication plan at paragraph (c) of this section. 
The policies and procedures must be reviewed and 
updated at least annually. 
 
 
*Additional Requirements for PACE and ESRD 
Facilities: 
 
 
*[For PACE at §460.84(b):] Policies and procedures. 
The PACE organization must develop and implement 
emergency preparedness policies and procedures, 
based on the emergency plan set forth in paragraph 
(a) of this section, risk assessment at paragraph 
(a)(1) of this section, and the communication plan at 
paragraph (c) of this section. The policies and 
procedures must address management of medical 
and nonmedical emergencies, including, but not 
limited to: Fire; equipment, power, or water failure; 
care-related emergencies; and natural disasters 
likely to threaten the health or safety of the 
participants, staff, or the public. The policies and 
procedures must be reviewed and updated at least 
every 2 years. 
 
 
*[For ESRD Facilities at §494.62(b):] Policies and 
procedures. The dialysis facility must develop and 
implement emergency preparedness policies and 
procedures, based on the emergency plan set forth 
in paragraph (a) of this section, risk assessment at 
paragraph (a)(1) of this section, and the 
communication plan at paragraph (c) of this section. 
The policies and procedures must be reviewed and 
updated at least every 2 years. These emergencies 
include, but are not limited to, fire, equipment or 
power failures, care-related emergencies, water 
supply interruption, and natural disasters likely to 
occur in the facility's geographic area. 
 
This REQUIREMENT is NOT MET as evidenced by: 
 
Based on documentation review on 07/14/2026, it 
was determined that the facility failed to ensure that 
its policies and procedures aligned with the 
identified hazards within the facility's risk 
assessment and overall Emergency Preparedness 
Program. This deficient practice had the potential to

E0013 Continued from page 2 
change. 
 
Quality Assurance: The DOM or designee will audit 
the Emergency Preparedness plan and policies 
quarterly to verify that all hazard-specific procedures 
and generator schedule documentations remain 
accurate and current. Audit findings will be reported 
to the Quality Assurance and Performance 
Improvement (QAPI) Committee quarterly for 12 
months to ensure continued compliance.
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Continued from page 5 
survey exit at approximately 1:15 PM. NJAC 8:39 
-31.6 
 

E0015  08/05/2026

E0025

E0025 
SS = E

Arrangement with Other Facilities 
 
CFR(s): 483.73(b)(7) 
 
§403.748(b)(7), §418.113(b)(5), §441.184(b)(7), 
§460.84(b)(8), §482.15(b)(7), §483.73(b)(7), 
§483.475(b)(7), §485.625(b)(7), §485.920(b)(6), 
§494.62(b)(6). 
 
 
[(b) Policies and procedures. The [facilities] must 
develop and implement emergency preparedness 
policies and procedures, based on the emergency 
plan set forth in paragraph (a) of this section, risk 
assessment at paragraph (a)(1) of this section, and 
the communication plan at paragraph (c) of this 
section. The policies and procedures must be 
reviewed and updated at least every 2 years 
[annually for LTC facilities]. At a minimum, the 
policies and procedures must address the 
following:] 
 
 
*[For Hospices at §418.113(b), PRFTs at §441.184,(b) 
Hospitals at §482.15(b), and LTC Facilities at 
§483.73(b):] Policies and procedures. (7) [or (5)] The 
development of arrangements with other [facilities] 
[and] other providers to receive patients in the event 
of limitations or cessation of operations to maintain 
the continuity of services to facility patients. 
 
 
*[For PACE at §460.84(b), ICF/IIDs at §483.475(b), 
CAHs at §486.625(b), CMHCs at §485.920(b) and 
ESRD Facilities at §494.62(b):] Policies and 
procedures. (7) [or (6), (8)] The development of 
arrangements with other [facilities] [or] other 
providers to receive patients in the event of 
limitations or cessation of operations to maintain the 
continuity of services to facility patients. 
 
 
*[For RNHCIs at §403.748(b):] Policies and 
procedures. (7) The development of arrangements 
with other RNHCIs and other providers to receive 
patients in the event of limitations or cessation of 
operations to maintain the continuity of non-medical 
services to RNHCI patients. 
 
This REQUIREMENT is NOT MET as evidenced by: 
 
Based on documentation review on 07/14/2026 it 
was determined that the facility failed to ensure that

E0025 Corrective Action: 
 
The Emergency Preparedness Plan policies and 
procedures for mutual aid arrangements were 
updated on 08/05/2026. Fully executed and updated 
Memorandums of Understanding (MOUs) for 
receiving facilities and emergency transportation 
providers were placed directly into the facility 
Emergency Preparedness Program book to ensure 
continuity of care in the event of evacuation or 
relocation. 
 
Identification of At-Risk Resident: All 135 residents 
residing in the facility have the potential to be 
affected by this deficient practice. 
 
Systemic Change: The facility updated its 
Emergency Preparedness administrative procedure 
to mandate that all receiving facility and 
transportation provider MOUs are reviewed and 
available in the EP Book during the annual plan 
review. 
 
Quality Assurance: The LNHA or designee will audit 
all facility and transportation MOUs quarterly to 
verify that all agreements remain current, and 
accessible in the plan. Audit findings will be 
reported to the Quality Assurance and Performance 
Improvement (QAPI) Committee quarterly for 12 
months to ensure continued compliance.

08/05/2026
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K0000 
Bldg. 02

INITIAL COMMENTS 
 
An offsite/desk review of the facility's Plan of 
Correction was conducted on 10/2/2026 in relation 
to the 7/14/2026 Life Safety Code survey. The 
facility was found to be in compliance with the 
requirements for participation in Medicare/Medicaid 
at 42 CFR 483.90(a), Life Safety from Fire, and the 
2012 Edition of the National Fire Protection 
Association (NFPA) 101, Life Safety Code (LSC), 
Chapter 19 EXISTING Health Care Occupancy.

K0000 10/07/2026

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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E0000 Initial Comments 
 
An offsite/desk review of the facility's Plan of 
Correction was conducted on 10/2/2026 in relation 
to the 7/14/2026 Emergency Preparedness survey. 
The facility was found to be in compliance with the 
requirement for participation in Medicare/Medicaid at 
42 CFR, Subpart 483.73, Emergency Preparedness.

E0000 10/07/2026
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