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Complaint # 2963484 

STANDARD SURVEY: 4/21/26 to 4/27/26 

CENSUS: 101 

SAMPLE SIZE: 34 + 3 closed records 

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

F0000 05/06/2026

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

F0812 F 812: Procurement, Store/Prepare/Serve-Sanitary 

1) Immediate Corrective Action:

The Director of Dining Services removed the stacks 
of pans that were wet-nested to the pot washing 
area to be rewashed. 

2) How will you identify other residents that have the
potential to be affected by the same deficient
practice:

All residents have the potential to be affected. 

3) What measures will be put into place, or systemic
changes made to ensure the deficient practice will
not recur:

Policy SAN 110 “Sanitizing of Equipment” will be 
reviewed with dietary staff; all dietary staff to be 
in-serviced to this policy and specifically to the 
proper use of drying racks so that all pans and 
other items are air dried without wet-nesting. 
In-service to be completed by Director or Dining 
Services or designee and to be completed by 
5/8/26.

05/08/2026

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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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.
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S0000 
 

Initial Comments 
 
 
The facility is not in compliance with the Standards 
in the New Jersey Administrative Code, Chapter 
8:39, Standards for Licensure of Long Term Care 
Facilities. The facility must submit a plan of 
correction, including a completion date, for each 
deficiency and ensure that the plan is implemented. 
Failure to correct deficiencies may result in 
enforcement action in accordance with the 
Provisions of the New Jersey Administrative Code, 
Title 8, Chapter 43E, Enforcement of Licensure 
Regulations. 
 

S0000  
 

05/06/2026

S0560 Mandatory Access to Care 
 
CFR(s): 8:39-5.1(a) 
 
The facility shall comply with applicable Federal, 
State, and local laws, rules, and regulations. 
 
This LICENSURE REQUIREMENT is NOT MET as 
evidenced by: 
 
Based on interview and review of pertinent facility 
documents, it was determined the facility failed to 
maintain the required minimum direct care 
staff-to-resident ratios as mandated by the state of 
New Jersey for 5 out of 14 day shifts reviewed. 
 
 
This deficient practice was evidenced by the 
following: 
 
Reference: New Jersey Department of Health 
(NJDOH) memo, dated 01/28/2021, "Compliance with 
N.J.S.A. (New Jersey Statutes Annotated) 30:13-18, 
new minimum staffing requirements for nursing 
homes," indicated the New Jersey Governor signed 
into law P.L. 2020 c 112, codified at N.J.S.A. 
30:13-18 (the Act), which established minimum 
staffing requirements in nursing homes. The 
following ratio(s) were effective on 02/01/2021: 
 
 
One Certified Nurse Aide (CNA) to every eight 
residents for the day shift. 
 
 
One direct care staff member to every 10 residents

S0560 S0560 
 
1. What corrective action(s) will be accomplished for 
those residents found to have been affected by the 
deficient practice? 
 
To ensure all residents have access to the care they 
require, immediate corrective actions were 
implemented. Licensed nursing staff were 
cross‑trained and assigned to perform Certified 
Nursing Assistant (CNA) duties as needed during the 
day shift to meet resident care needs during staffing 
shortages. Nurse managers and Supervisors also 
provide direct resident care as necessary to maintain 
continuity of services. A daytime nurse supervisor 
position was also created to assist with coverage. 
 
2. How will the facility identify other residents having 
the potential to be affected by the same deficient 
practice? 
 
All residents have the potential to be affected by 
CNA staffing shortages. The facility assesses 
resident care needs daily and reviews staffing levels 
to ensure adequate coverage. In the event of 
shortages, contingency staffing measures are 
implemented, including redeployment of licensed 
staff to direct care roles and utilization of temporary 
staffing resources. Admissions are also curtailed 
 
3. What measures will be put into place or what 
systemic changes will the facility make to ensure 
that the deficient practice will not recur? 
 
The facility has implemented multiple systemic 
measures to address and prevent CNA staffing

05/07/2026

Office of Primary Care and Health Systems Management
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S0560 Continued from page 1 
for the evening shift, provided that no fewer than 
half of all staff members shall be CNAs, and each 
direct staff member shall be signed in to work as a 
CNA and shall perform nurse aide duties: and 
 
 
One direct care staff member to every 14 residents 
for the night shift, provided that each direct care 
staff member shall sign in to work as a CNA and 
perform CNA duties. 
 
 
The surveyor requested staffing reports (AAS-11) for 
the weeks of 4/5/26 to 4/18/26. 
 
 
1. For the 2 weeks of AAS-11 staffing prior to survey 
from 4/5/26 to 4/18/26, the facility was deficient in 
CNA staffing for residents on 5 of 14 day shifts as 
follows: 
 
-04/05/26 had 10 CNAs for 100 residents on the day 
shift, required at least 12 CNAs. 
 
-04/10/26 had 12 CNAs for 101 residents on the day 
shift, required at least 13 CNAs. 
 
-04/11/26 had 12 CNAs for 101 residents on the day 
shift, required at least 13 CNAs. 
 
-04/17/26 had 11 CNAs for 101 residents on the day 
shift, required at least 13 CNAs. 
 
-04/18/26 had 12 CNAs for 101 residents on the day 
shift, required at least 13 CNAs. 
 
 
On 4/24/26 at 10:33 AM, the surveyor interviewed 
the Staffing Coordinator (SC) who stated she was 
aware of the CNA staffing ratios. The SC stated she 
was made aware of the staffing ratios by the 
Director of Nursing. The SC further stated that the 
facility had per diem staff and agency staff that 
worked when there were call outs. 
 
A review of the facility's policy "Staffing", reviewed 
date of 5/25, revealed Policy Statement: It is the 
policy of Reformed Church Home to follow the 
Department of Health guidelines for staffing 
according to census and acuity… Procedure: If there 
are vacancies in the schedule, the Staffing 
Coordinator will first try to fill the vacancies with per 
diem staff. If per diem staff do not pick up the shift, 
calls will be placed to all agencies…

S0560 Continued from page 1 
concerns. Recruitment efforts are ongoing and 
include advertising across multiple platforms, 
maintaining a competitive wage scale, and offering 
enhanced tuition reimbursement to attract and retain 
staff. The facility has also petitioned for six visas 
through United Methodist Healthcare Recruitment for 
long‑term CNA staffing support. 
 
Additionally, the facility contracts with multiple 
staffing agencies to supplement staffing during 
shortages and offers overtime to existing staff when 
vacancies occur due to illness or unexpected 
absences. A day supervisor position was also 
created to help alleviate shortages caused by 
last-minute call outs. In addition, any regular staff 
that call out on weekends are required to make up a 
shift on another weekend. 
 
4. How will the facility monitor its corrective actions 
to ensure that the deficient practice is being 
corrected and will not recur? 
 
The Director of Nursing and Staffing Coordinator will 
review daily and weekly staffing levels to ensure 
compliance with required staffing ratios. Staffing 
data and trends will be reviewed on an ongoing 
basis. A quarterly staffing report will be presented to 
the Quality Assurance (QA) Committee for oversight. 
Any concerns identified through monitoring will be 
addressed promptly through corrective action. 
 
Completion date: May 7, 2026

05/07/2026
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An offsite/desk review of the facility's Plan of 
Correction was conducted on 6/3/26 in relation to 
the 4/27/26 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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An offsite/desk review of the facility's Plan of 
Correction was conducted on 6/3/26 in relation to 
the 4/27/26 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

S0000

Office of Primary Care and Health Systems Management
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K0000 
Bldg. 01 
 

INITIAL COMMENTS 
 
A Life Safety Code survey was conducted on 
04/22/2026 and 04/23/2026 by the New Jersey 
Department of Health and The Reformed Church 
Home was found to be in Non-Compliance with 
NFPA 101:2012 edition. 
 
The nursing home building construction was stated 
to be 1990s with no current major renovations or 
noted additions. It is a 3-story building Type II (222) 
construction and is fully sprinklered. The facility has 
17 smoke zones, 2-exterior diesel generators that 
power 100% of the building. The building has a 
partial basement with no access to residents. 
Resident areas consist of 1/2 of each story with 
Assisted Living occupancies on the other 1/2 of 
each floor. 
 
There is supervised smoke detection located in the 
corridors, spaces open to the corridors and battery 
operated in resident rooms. The generators outside 
the facility are stated to be tied to the fire alarm 
control panel, cross corridor door hold open 
devices, exterior door releases, emergency facility 
lighting and life safety components utilized for 
preservation of life. 
 
 
The facility has 108 certified beds. At the time of the 
survey the census was 101. 
 

K0000  
 

05/06/2026

K0324

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 

K0324 TAG: K0324 – Cooking Facilities 
 
Part 1: Corrective Actions Taken 
 
The facility implemented a formal and documented 
Owner’s Inspection program for the kitchen range 
hood fire suppression system in accordance with 
NFPA 96 and NFPA 17A. 
 
Immediate corrective actions include: 
 
 
A complete Owner’s Inspection of the kitchen range 
hood fire suppression system was performed on 
April 30, 2026, by the Maintenance Director. 

04/30/2026
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 K0345 Continued from page 5 
• Smoke detector sensitivity testing will be 
scheduled and monitored every two years in 
accordance with NFPA 72 requirements. 
 
• Annual testing of the kitchen pass through drop 
down fire door will be scheduled and monitored 
annually through a licensed fire protection vendor. 
 
• Fixed temperature heat detectors were replaced on 
05/12/2026 and will continue to be monitored during 
required fire alarm inspections conducted by the 
licensed fire alarm vendor. 
 
• Vendor reports and supporting documentation will 
be reviewed upon completion and maintained in the 
facility life safety records as evidence of compliance. 
 
• Any identified concerns or overdue inspections 
will be addressed immediately and documented by 
the Facility Director. 
 
 
Part 5: Responsible Party 
 
• Maintenance Director: Responsible for oversight of 
the facility preventive maintenance program, 
scheduling required vendor inspections/testing, 
reviewing documentation, maintaining compliance 
records, conducting monitoring activities, and 
ensuring corrective actions are completed. 
Responsible for coordinating vendor services, 
maintaining testing schedules, tracking due dates, 
and ensuring required documentation is maintained 
in facility life safety records. 
 
 
Completion Date: 05/12/2026 
 

05/12/2026

K0353

K0353 
SS = F 
Bldg. 01

Sprinkler System - Maintenance and Testing 
 
CFR(s): NFPA 101 
 
Sprinkler System - Maintenance and Testing 
 
Automatic sprinkler and standpipe systems are 
inspected, tested, and maintained in accordance with 
NFPA 25, Standard for the Inspection, Testing, and 
Maintaining of Water-based Fire Protection Systems. 
Records of system design, maintenance, inspection 
and testing are maintained in a secure location and 
readily available. 
 
a) Date sprinkler system last checked 
_____________________ 
 
b) Who provided system test

K0353 TAG: K0353 – Sprinkler System Maintenance and 
Testing 
 
Part 1: Corrective Actions Taken 
 
• The required three-year full trip/air test of the dry 
sprinkler system was completed on 06/02/2026 in 
accordance with NFPA 25 requirements. 
 
• Documentation confirming completion of the full 
trip/air test was obtained and maintained in the 
facility sprinkler system records as evidence of 
compliance. 
 
 
Part 2: Identification 
 
Failure to conduct the required dry sprinkler full

06/02/2026
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 K0712 Continued from page 9 
 
 
Part 4: Monitoring 
 
• Fire drill schedules and required testing intervals 
will be maintained on the facility compliance 
calendar. 
 
• The Facility/Maintenance Director or designee will 
monitor due dates to ensure fire drills and pull 
station testing are completed within required 
timeframes. 
 
• Fire drill documentation will be reviewed following 
each completed drill to ensure compliance with 
quarterly scheduling and active simulation 
requirements. 
 
• Monthly pull station testing documentation will be 
reviewed and maintained in facility fire alarm records 
as evidence of compliance. 
 
• Any identified concerns or overdue drills/testing 
will be addressed immediately and documented by 
the Facility/Maintenance Director. 
 
 
Part 5: Responsible Party 
 
• Facility/Maintenance Director: Responsible for 
oversight of fire drill scheduling, monitoring 
compliance, reviewing documentation, coordinating 
pull station testing, providing staff education, 
maintaining testing schedules, and ensuring 
corrective actions are completed. 
 
• Maintenance Staff: Responsible for participating in 
required fire drills, completing pull station testing, 
and maintaining required documentation. 
 
Completion Date: 04/30/2026 
 

04/30/2026

K0918

K0918 
SS = F 
Bldg. 01

Electrical Systems - Essential Electric Syste 
 
CFR(s): NFPA 101 
 
Electrical Systems - Essential Electric System 
Maintenance and Testing 
 
The generator or other alternate power source and 
associated equipment is capable of supplying 
service within 10 seconds. If the 10-second criterion 
is not met during the monthly test, a process shall 
be provided to annually confirm this capability for 
the life safety and critical branches. Maintenance 
and testing of the generator and transfer switches

K0918 TAG: K0918 – Emergency Power Systems 
 
Part 1: Corrective Actions Taken 
 
• Diesel fuel samples for the emergency generator 
were taken on 05/06/2026 in accordance with NFPA 
requirements. 
 
• Documentation confirming completion of fuel 
sample collection was obtained and maintained in 
the facility generator records as evidence of 
compliance. 
 

05/06/2026
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Continued from page 11 
NFPA 99, 110 
 

K0918 Continued from page 11 
to ensure required testing and documentation remain 
current. 
 
• Any identified concerns or overdue testing will be 
addressed immediately and documented by the 
Facility/Maintenance Director. 
 
 
Part 5: Responsible Party 
 
• Facility/Maintenance Director: Responsible for 
oversight of the emergency power system preventive 
maintenance program, scheduling required generator 
testing, monitoring compliance, reviewing 
documentation, providing staff education, 
maintaining compliance records, and ensuring 
corrective actions are completed. 
 
• Maintenance Staff: Responsible for assisting with 
generator compliance tracking, maintaining required 
documentation, and reporting any concerns related 
to emergency power system testing or maintenance. 
 
Completion Date: 05/06/2026 
 

05/06/2026

K0921 
SS = E 
Bldg. 01

Electrical Equipment - Testing and Maintenanc 
 
CFR(s): NFPA 101 
 
Electrical Equipment - Testing and Maintenance 
Requirements 
 
The physical integrity, resistance, leakage current, 
and touch current tests for fixed and portable 
patient-care related electrical equipment (PCREE) is 
performed as required in 10.3. Testing intervals are 
established with policies and protocols. All PCREE 
used in patient care rooms is tested in accordance 
with 10.3.5.4 or 10.3.6 before being put into service 
and after any repair or modification. Any system 
consisting of several electrical appliances 
demonstrates compliance with NFPA 99 as a 
complete system. Service manuals, instructions, and 
procedures provided by the manufacturer include 
information as required by 10.5.3.1.1 and are 
considered in the development of a program for 
electrical equipment maintenance. Electrical 
equipment instructions and maintenance manuals 
are readily available, and safety labels and 
condensed operating instructions on the appliance 
are legible. A record of electrical equipment tests, 
repairs, and modifications is maintained for a period 
of time to demonstrate compliance in accordance 
with the facility's policy. Personnel responsible for 
the testing, maintenance and use of electrical 
appliances receive continuous training.

K0921 TAG: K0921 – Patient Care Related Electrical 
Equipment (PCREE) 
 
Part 1: Corrective Actions Taken 
 
• A comprehensive facility-wide inspection and risk 
categorization of patient care related electrical 
equipment (PCREE) was completed on 05/12/2026 in 
accordance with NFPA 99 (2012), Chapter 10. 
 
• A PCREE inspection, testing, documentation, and 
risk categorization program was implemented for all 
applicable equipment. 
 
Category 1 PCREE (Quantitative Electrical Testing 
Required): 
 
• Oxygen concentrators 
 
• Enteral feeding pumps 
 
• Suction machines 
 
Category 2–4 PCREE (Maintenance Based 
Inspection): 
 
• Nebulizers 
 
• Electric beds with hand controls 
 
• Electrically powered therapy equipment

05/12/2026
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SS = C 
Bldg. 01

K0355 Continued from page 15 
• Any identified concerns or overdue inspections 
will be addressed immediately and documented by 
the Facility/Maintenance Director. 
 
 
Part 5: Responsible Party 
 
• Facility/Maintenance Director: Responsible for 
oversight of the fire extinguisher inspection program, 
monitoring compliance, reviewing documentation, 
providing staff education, maintaining compliance 
records, and ensuring corrective actions are 
completed. 
 
• Maintenance Staff: Responsible for conducting 
monthly inspections, maintaining documentation, and 
reporting any identified concerns. 
 
Completion Date: 04/30/2026

04/30/2026
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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 04/22/2026 
and 04/23/2026. The Reformed Church Home was 
found to be in compliance with Medicare/Medicaid at 
42 CFR, Subpart 483.73, Requirements for Long 
Term Care Facilities.

E0000 05/06/2026

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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INITIAL COMMENTS 
 
An offsite/desk review of the facility's Plan of 
Correction was conducted on 6/9/2026 in relation to 
the 4/27/2026 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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program participation.
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An offsite/desk review of the facility's Plan of 
Correction was conducted on 6/9/2026 in relation to 
the 4/27/2026 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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