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THE FACILITY WAS IN COMPLIANCE WITH THE STANDARDS IN 
THE NEW JERSEY ADMINISTRATIVE CODE, CHAPTER 8:39, 
STANDARDS FOR LICENSURE OF LONG-TERM CARE FACIL TIES. 

 

Office of Primary Care and Health Systems Management

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

STATE FORM Event ID: 1DBC01-H1 Facility ID: NJ30401 If continuation sheet Page 1 of 1



PRINTED: 04/16/2026

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
 AND PLAN OF CORRECTIONS

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:
315404

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY COMPLETED

02/09/2026

NAME OF PROVIDER OR SUPPLIER

UNITED METHODIST COMMUNITIES AT COLLINGSWOOD

STREET ADDRESS, CITY, STATE, ZIP CODE

460 HADDON AVE , COLLINGSWOOD, New Jersey, 08108

(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

F0000 F0000INITIAL COMMENTS 

An offsite/desk review of the facility's Plan of 
Correction was conducted on 02/09/2026 in relation to 
the 11/25/2025 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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An offsite/desk review of the facility's Plan of 
Correction was conducted on 02/09/2026 in relation to 
the 11/25/2025 State of New Jersey Re-Licensure survey.
The facility was found to be in compliance with the 
Standards in the New Jersey Administrative Code, 
Chapter 8:39, Standards for Licensure of Long Term Care
Facilities. 
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An Emergency Preparedness survey was conducted by the 
New Jersey Department of Health, Health Facility Survey
and Field Operations on 11/25/2025 and 11/26/2025. 
United Methodist Communities at Collingswood was found
to be in compliance with Medicare/Medicaid at 42 CFR, 
Subpart 483.73, Requirements for Long Term Care 
Facilities. 
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An offsite/desk review of the facility's Plan of 
Correction was conducted on 02/09/2026 in relation to 
the 11/25/2025 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 02/09/2026 in relation to 
the 11/25/2025 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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