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Intake ID#: 2567476 

Survey Dates: 6/4/26 to 6/12/26 

Census: 90 

Sample size: 19 + 3 closed records 

A Recertification Survey was conducted to determine 
compliance with 42 CFR Part 483, Requirements for 
Long Term Care Facilities. Deficiencies were cited 
for this survey. 

F0000 07/01/2026

F0812 
SS = F

Food Procurement,Store/Prepare/Serve-Sanitary 

CFR(s): 483.60(i)(1)(2) 

§483.60(i) Food safety requirements.

The facility must - 

§483.60(i)(1) - Procure food from sources approved
or considered satisfactory by federal, state or local
authorities.

(i) This may include food items obtained directly
from local producers, subject to applicable State and
local laws or regulations.

(ii) This provision does not prohibit or prevent
facilities from using produce grown in facility
gardens, subject to compliance with applicable safe
growing and food-handling practices.

(iii) This provision does not preclude residents from
consuming foods not procured by the facility.

§483.60(i)(2) - Store, prepare, distribute and serve
food in accordance with professional standards for
food service safety.

This REQUIREMENT is NOT MET as evidenced by: 

F0812 What corrective actions will be accomplished for 
those residents found to have been affected by the 
deficient practice? 

a) Can Opener: no residents were found to have
been affected by the deficient practice

b) Chemical Storage: no residents were found to
have been affected by the deficient practice

c) Dish Machine Temperature: no residents were
found to have been affected by the deficient practice

2. How will you identify other residents having the
potential to be affected by the deficient practice and
what corrective actions will be taken?

a) All residents had the potential to be affected by
the deficient practice

The can opener was thoroughly cleaned by the 
Executive Chef 

b) All residents had the potential to be affected by
the deficient practice

07/13/2026
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Continued from page 4 
(i) Admission assessment. 
 
(ii) Annual assessment updates. 
 
(iii) Significant change in status assessments. 
 
(iv) Quarterly review assessments. 
 
(v) A subset of items upon a resident's transfer, 
reentry, discharge, and death. 
 
(vi) Background (face-sheet) information, if there is 
no admission assessment. 
 
 
§483.20(f)(2) Transmitting data. Within 7 days after a 
facility completes a resident's assessment, a facility 
must be capable of transmitting to the CMS System 
information for each resident contained in the MDS 
in a format that conforms to standard record layouts 
and data dictionaries, and that passes standardized 
edits defined by CMS and the State. 
 
 
§483.20(f)(3) Transmittal requirements. Within 14 days 
after a facility completes a resident's assessment, a 
facility must electronically transmit encoded, 
accurate, and complete MDS data to the CMS 
System, including the following: 
 
(i)Admission assessment. 
 
(ii) Annual assessment. 
 
(iii) Significant change in status assessment. 
 
(iv) Significant correction of prior full assessment. 
 
(v) Significant correction of prior quarterly 
assessment. 
 
(vi) Quarterly review. 
 
(vii) A subset of items upon a resident's transfer, 
reentry, discharge, and death. 
 
(viii) Background (face-sheet) information, for an 
initial transmission of MDS data on resident that 
does not have an admission assessment. 
 
 
§483.20(f)(4) Data format. The facility must transmit 
data in the format specified by CMS or, for a State 
which has an alternate RAI approved by CMS, in the 
format specified by the State and approved by CMS. 

F0640 Continued from page 4 
what corrective actions will be taken? 
 
 
All residents had the potential to be affected by the 
deficient practice 
 
 
An audit was completed from January 2025 through 
May 2026 to include all residents during the time 
period for all required MDS assessments 
 
 
The results of the audit didn't find any other 
missing required MDS assessments 
 
 
The Assistant Director of Nursing education the MDS 
team on the importance of completing all required 
MDS assessments timely 
 
 
3. What measures will be put into place or what 
system changes will you make to ensure that the 
deficient practice does not recur? 
 
 
The MDS coordinator will audit all required MDS 
assessments weekly for three months to ensure that 
all required MDS assessments have been completed 
and transmitted for all residents 
 
 
4. How will the corrective action be monitored to 
ensure that the deficient practice does not recur 
(QA)? Who will be responsible? 
 
 
The findings of the weekly MDS resident 
assessments audits, will be reported to the QAPI 
committee monthly by the MDS coordinator for a 
minimum of three months

07/13/2026
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Continued from page 9 
NJAC 8:39 - 27.1(a)
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An offsite/desk review of the facility's Plan of 
Correction was conducted on 07/14/2026 in relation 
to the 06/12/2026 Recertification survey. The facility 
was found to be in compliance with 42 CFR Part 
483, Requirements for Long Term Care Facilities.

F0000
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K0000 
Bldg. 01 
 

INITIAL COMMENTS 
 
A Life Safety Code Survey was conducted by the 
New Jersey Department of Health, Health Facility 
Survey and Field Operations from 6/11/2026 to 
6/12/2026 and the facility and was found to be in 
noncompliance 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. 
 
 
Lions Gate is a Type II protected construction 
building. The facility is divided into 12 smoke zones. 
The 500 kw exterior diesel generator approximately 
100% of the building. The LTC and Rehabilitation 
areas are served by wet sprinkler systems. There are 
6 fire hydrants on the property that the facility 
maintains and inspects. 
 
 
The facility has 110 licensed beds and had a census 
of 90 residents at the time of survey. 
 

K0000  
 

07/01/2026

K0324 
SS = F 
Bldg. 01

Cooking Facilities 
 
CFR(s): NFPA 101 
 
Cooking Facilities 
 
Cooking equipment is protected in accordance with 
NFPA 96, Standard for Ventilation Control and Fire 
Protection of Commercial Cooking Operations, 
unless: 
 
* residential cooking equipment (i.e., small 
appliances such as microwaves, hot plates, toasters) 
are used for food warming or limited cooking in 
accordance with 18.3.2.5.2, 19.3.2.5.2 
 
* cooking facilities open to the corridor in smoke 
compartments with 30 or fewer patients comply with 
the conditions under 18.3.2.5.3, 19.3.2.5.3, or 
 
* cooking facilities in smoke compartments with 30 
or fewer patients comply with conditions under

K0324 Education has been updated to reflect actual date 
the training was conducted and has been uploaded 
under attachments. 
 
 
What corrective actions will be accomplished for 
those residents found to have been affected by the 
deficient practice? 
 
 
No residents were found to have been affected by 
the deficient practice 
 
 
How will you identify other residents having the 
potential to be affected by the deficient 
 
 
practice and what corrective actions will be taken? 
 
 
All residents had the potential to be affected by the

07/17/2026
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E0000 Initial Comments 
 
An emergency Preparedness Survey was conducted 
by the New Jersey Department of Health (NJDOH), 
Health Facility Survey and Field Operations from 
6/11/2026 through 6/12/2026. Lions Gate was found 
to be in compliance with Medicare/Medicaid at 42 
CFR, Subpart 483.73, Emergency Preparedness.

E0000 06/30/2026
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INITIAL COMMENTS 
 
An offsite/desk review of the facility's Plan of 
Correction was conducted on 07/31/2026 in relation 
to the 06/12/2026 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.
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An offsite/desk review of the facility's Plan of 
Correction was conducted on 07/31/2026 in relation 
to the 06/12/2026 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.
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