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§483.80(a)(2) Written standards, policies, and  
procedures for the program, which must include, but 
are not limited to:  
 
(i) A system of surveillance designed to identify  
possible communicable diseases or  
 
infections before they can spread to other persons  
in the facility;  
 
(ii) When and to whom possible incidents of  
communicable disease or infections should be  
reported;  
 
(iii) Standard and transmission-based precautions to 
be followed to prevent spread of infections;  
 
(iv)When and how isolation should be used for a  
resident; including but not limited to:  
 
(A) The type and duration of the isolation, depending 
upon the infectious agent or organism involved, and 
 
(B) A requirement that the isolation should be the  
least restrictive possible for the resident under the  
circumstances.  
 
(v) The circumstances under which the facility must 
prohibit employees with a communicable disease or 
infected skin lesions from direct contact with  
residents or their food, if direct contact will transmit 
the disease; and  
 
(vi)The hand hygiene procedures to be followed by  
staff involved in direct resident contact.  
 
 
§483.80(a)(4) A system for recording incidents  
identified under the facility's IPCP and the  
corrective actions taken by the facility.  
 
 
§483.80(e) Linens.  
 
Personnel must handle, store, process, and transport 
linens so as to prevent the spread of infection.  
 
 
§483.80(f) Annual review.  
 
The facility will conduct an annual review of its IPCP 
and update their program, as necessary.  
 
This REQUIREMENT is NOT MET as evidenced by:

F0880 Continued from page 3 
housekeeping staff on the new schedule for cleaning 
of dumb waiter on 5/1/2026. The soiled linen policy 
was reviewed and revised to clearly define practices 
to reduce risk for cross-over contamination on  
05/1/2026. Carts were clearly labeled and assigned  
for clean linen and dirty linen.A cleaning schedule to 
clean linen carts was established after dirty linen  
use.  
 
 
The Director of Nursing or designee will audit  
cleanliness of dumbwaiter, linen carts, and  
completion of Infection Preventionist audits weekly. 
Audits will be conducted weekly x 4 weeks then  
monthly x 3 months. Results of the monthly audits  
will be reported monthly to the facility Quality  
Performance Improvement Committee x 3 months.
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Continued from page 10 
(F) All other necessary information, including a copy 
of the resident's discharge summary, consistent  
with §483.21(c)(2) as applicable, and any other  
documentation, as applicable, to ensure a safe and  
effective transition of care.  
 
 
§483.15(c)(3) Notice before transfer.  
 
Before a facility transfers or discharges a resident,  
the facility must-  
 
(i) Notify the resident and the resident's  
representative(s) of the transfer or discharge and the 
reasons for the move in writing and in a language  
and manner they understand. The facility must send 
a copy of the notice to a representative of the Office 
of the State Long-Term Care Ombudsman.  
 
(ii) Record the reasons for the transfer or discharge 
in the resident's medical record in accordance with 
paragraph (c)(2) of this section; and  
 
(iii) Include in the notice the items described in  
paragraph (c)(5) of this section.  
 
 
§483.15(c)(4) Timing of the notice.  
 
(i) Except as specified in paragraphs (c)(4)(ii) and  
(c)(8) of this section, the notice of transfer or  
discharge required under this section must be made 
by the facility at least 30 days before the resident is 
transferred or discharged.  
 
(ii) Notice must be made as soon as practicable  
before transfer or discharge when-  
 
(A) The safety of individuals in the facility would be 
endangered under paragraph (c)(1)(i)(C) of this  
section;  
 
(B) The health of individuals in the facility would be 
endangered, under paragraph (c)(1)(i)(D) of this  
section;  
 
(C) The resident's health improves sufficiently to  
allow a more immediate transfer or discharge, under 
paragraph (c)(1)(i)(B) of this section;  
 
(D) An immediate transfer or discharge is required  
by the resident's urgent medical needs, under  
paragraph (c)(1)(i)(A) of this section; or  
 
(E) A resident has not resided in the facility for 30  
days.

F0628 Continued from page 10 
facility Quality Performance Improvement Committee 
x 3 months.
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§483.15(c)(5) Contents of the notice. The written  
notice specified in paragraph (c)(3) of this section  
must include the following:  
 
 
(i) The reason for transfer or discharge;  
 
(ii) The effective date of transfer or discharge;  
 
(iii) The location to which the resident is transferred 
or discharged;  
 
(iv) A statement of the resident's appeal rights,  
including the name, address (mailing and email), and 
telephone number of the entity which receives such 
requests; and information on how to obtain an  
appeal form and assistance in completing the form  
and submitting the appeal hearing request;  
 
(v) The name, address (mailing and email) and  
telephone number of the Office of the State  
Long-Term Care Ombudsman;  
 
(vi) For nursing facility residents with intellectual and 
developmental disabilities or related disabilities, the 
mailing and email address and telephone number of 
the agency responsible for the protection and  
advocacy of individuals with developmental  
disabilities established under Part C of the  
Developmental Disabilities Assistance and Bill of  
Rights Act of 2000 (Pub. L. 106-402, codified at 42  
U.S.C. 15001 et seq.); and  
 
(vii) For nursing facility residents with a mental  
disorder or related disabilities, the mailing and email 
address and telephone number of the agency  
responsible for the protection and advocacy of  
individuals with a mental disorder established under 
the Protection and Advocacy for Mentally Ill  
Individuals Act.  
 
 
§483.15(c)(6) Changes to the notice.  
 
If the information in the notice changes prior to  
effecting the transfer or discharge, the facility must 
update the recipients of the notice as soon as  
practicable once the updated information becomes  
available.  
 
 
§483.15(c)(8) Notice in advance of facility closure  
 
In the case of facility closure, the individual who is

F0628 05/15/2026
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Continued from page 12 
the administrator of the facility must provide written 
notification prior to the impending closure to the  
State Survey Agency, the Office of the State  
Long-Term Care Ombudsman, residents of the  
facility, and the resident representatives, as well as  
the plan for the transfer and adequate relocation of  
the residents, as required at § 483.70(l).  
 
 
§483.15(d) Notice of bed-hold policy and return-  
 
 
§483.15(d)(1) Notice before transfer. Before a nursing 
facility transfers a resident to a hospital or the  
resident goes on therapeutic leave, the nursing  
facility must provide written information to the  
resident or resident representative that specifies-  
 
(i) The duration of the state bed-hold policy, if any,  
during which the resident is permitted to return and 
resume residence in the nursing facility;  
 
(ii) The reserve bed payment policy in the state plan, 
under § 447.40 of this chapter, if any;  
 
(iii) The nursing facility's policies regarding  
bed-hold periods, which must be consistent with  
paragraph (e)(1 ) of this section, permitting a resident 
to return; and  
 
(iv) The information specified in paragraph (e)(1) of  
this section.  
 
 
§483.15(d)(2) Bed-hold notice upon transfer. At the  
time of transfer of a resident for hospitalization or  
therapeutic leave, a nursing facility must provide to 
the resident and the resident representative written  
notice which specifies the duration of the bed-hold 
policy described in paragraph (d)(1) of this section.  
 
 
§483.21(c)(2) Discharge Summary  
 
When the facility anticipates discharge, a resident  
must have a discharge summary that includes, but is 
not limited to, the following:  
 
(i) A recapitulation of the resident's stay that  
includes, but is not limited to, diagnoses, course of 
illness/treatment or therapy, and pertinent lab,  
radiology, and consultation results.  
 
(ii) A final summary of the resident's status to  
include items in paragraph (b)(1) of §483.20, at the  
time of the discharge that is available for release to
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(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 15 
 
 
The Minimum Data Set Coordinator will submit  
missing assessment reports weekly to the Director  
of Nursing to identify any minimum data set  
assessments not transmitted in a timely manner.  
 
 
The Director of Nursing or designee will audit 10  
missing assessments weekly. Audits will be  
conducted weekly x 4 weeks then monthly x 3  
months. Results of the monthly audits will be  
reported monthly to the facility Quality Performance 
Improvement Committee x 3 months.
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Continued from page 22 
(iii) Readily accessible; and  
 
(iv) Systematically organized  
 
 
§483.70(h)(2) The facility must keep confidential all  
information contained in the resident's records,  
 
regardless of the form or storage method of the  
records, except when release is-  
 
(i) To the individual, or their resident representative  
where permitted by applicable law;  
 
(ii) Required by Law;  
 
(iii) For treatment, payment, or health care  
operations, as permitted by and in compliance with  
45 CFR 164.506;  
 
(iv) For public health activities, reporting of abuse,  
neglect, or domestic violence, health oversight  
activities, judicial and administrative proceedings,  
law enforcement purposes, organ donation purposes, 
research purposes, or to coroners, medical  
examiners, funeral directors, and to avert a serious  
threat to health or safety as permitted by and in  
compliance with 45 CFR 164.512.  
 
 
§483.70(h)(3) The facility must safeguard medical  
record information against loss, destruction, or  
unauthorized use.  
 
 
§483.70(h)(4) Medical records must be retained for-  
 
(i) The period of time required by State law; or  
 
(ii) Five years from the date of discharge when there 
is no requirement in State law; or  
 
(iii) For a minor, 3 years after a resident reaches  
legal age under State law.  
 
 
§483.70(h)(5) The medical record must contain-  
 
(i) Sufficient information to identify the resident;  
 
(ii) A record of the resident's assessments;  
 
(iii) The comprehensive plan of care and services  
provided;  
 
(iv) The results of any preadmission screening and

F0842 Continued from page 22 
The Director of Nursing or designee will audit all  
admissions for accuracy of transcribing orders.  
Audits will be conducted weekly x 4 weeks then  
monthly x 3 months. Results of the monthly audits  
will be reported monthly to the facility Quality  
Performance Improvement Committee x 3 months.
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F0000 INITIAL COMMENTS  
 
An offsite/desk review of the facility's Plan of  
Correction was conducted on 05/19/2026 in relation 
to the Recertification survey. The facility was found 
to be in compliance with 42 CFR Part 483,  
Requirements for Long Term Care Facilities.

F0000

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
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Bldg. 01 
 

Initial Comments  
 
An Emergency Preparedness Survey was conducted 
by Healthcare Management Solutions, LLC on behalf 
of the New Jersey Department of Health (NJDOH) on 
03/24/26. The facility was found to be in compliance 
with 42 CFR 483.73.  
 

E0000  
 

04/14/2026

K0000 
Bldg. 01 
 

INITIAL COMMENTS  
 
A Life Safety Code Survey was conducted by  
Healthcare Management Solutions, LLC on behalf of 
the New Jersey Department of Health (NJDOH),  
Health Facility Survey and Field Operations on  
03/24/2026. the facility 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 Occupancies.  
 
 
Greenwood House for Jewish Aged is a one-story  
building, with a partial basement, that was built in  
1973 with additions in 1980 and 2002. It is composed 
of Type II (000) unprotected construction with  
concrete block bearing walls, concrete floors and  
steel truss roof. The facility is divided into seven  
smoke compartments. The facility has a Type II  
EPSS (emergency power supply system) with a  
350KW diesel engine using 20% of its capacity under 
full load. The sprinkler system is a dry sprinkler  
system with 2 dry valves. The number of occupied  
beds was 106 out of 133.  
 

K0000  
 

04/14/2026

K0321 
SS = E 
Bldg. 01

Hazardous Areas - Enclosure  
 
CFR(s): NFPA 101  
 
Hazardous Areas - Enclosure  
 
Hazardous areas are protected by a fire barrier  
having 1-hour fire resistance rating (with 3/4 hour  
fire rated doors) or an automatic fire extinguishing  
system in accordance with 8.7.1 or 19.3.5.9. When  
the approved automatic fire extinguishing system  
option is used, the areas shall be separated from

K0321 What action was taken to correct the issue for the  
resident(s) directly affected?  
 
 
No specific residents were affected.  
 
 
How did the facility identify other residents who may 
have been affected by the same issue?  
 
 
All residents have the potential to be affected by this

04/30/2026

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.
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Continued from page 1 
other spaces by smoke resisting partitions and  
doors in accordance with 8.4. Doors shall be  
self-closing or automatic-closing and permitted to  
have nonrated or field-applied protective plates that 
do not exceed 48 inches from the bottom of the  
door.  
 
Describe the floor and zone locations of hazardous  
areas that are deficient in REMARKS.  
 
19.3.2.1, 19.3.5.9  
 
 
Area Automatic Sprinkler Separation N/A  
 
a. Boiler and Fuel-Fired Heater Rooms  
 
b. Laundries (larger than 100 square feet)  
 
c. Repair, Maintenance, and Paint Shops  
 
d. Soiled Linen Rooms (exceeding 64 gallons)  
 
e. Trash Collection Rooms  
 
(exceeding 64 gallons)  
 
f. Combustible Storage Rooms/Spaces  
 
(over 50 square feet)  
 
g. Laboratories (if classified as Severe  
 
Hazard - see K322)  
 
This STANDARD is NOT MET as evidenced by:  
 
Based on observation and interview, the facility  
failed to ensure the kitchen fire doors and the boiler 
room fire doors were maintained to provide a  
continuous fire/smoke partition extending from the  
floor to the roof above when the corridor doors did 
not latch in accordance with NFPA 101 Life Safety  
Code (2012 Edition) section 8.4.2. This deficient  
practice had the potential to affect all 104 residents 
who resided at the facility.  
 
 
Findings include:  
 
Observation on 03/24/26 at 1:50 PM of the boiler  
room fire partition doors revealed the doors would  
not close and latch when closed. When the doors  
failed to latch, it was ajar and open thus failing to  
maintain the smoke partition.  

K0321 Continued from page 1 
issue.  
 
 
What changes will be implemented to ensure the  
deficiency does not recur?  
 
 
The Facilities Director has inspected the doors  
affected and found out that both doors are beyond  
repair and will be replaced. Two doors were able to 
be refurbished instead of new purchase; see  
attached photos of hardware purchased and invoice 
for labor to refurbish. Work is to be completed by  
4/30/26. The Facilities Director has inspected all  
remaining doors throughout and found the rest to be 
complaint. Fire Doors inspections task has been  
integrated with our TELS notification system (TELS  
by Direct Supply is a comprehensive, building  
management system designed to manage  
maintenance and compliance) for inspection monthly) 
for monthly inspection. All Maintenance staff will be 
in-serviced on 4/30/26 on conducting &  
documenting Fire Door inspections. (see attached  
picture)  
 
 
How will the facility monitor to ensure the corrective 
actions are effective?  
 
 
The TELS tasks reporting system (TELS by Direct  
Supply is a comprehensive, building management  
system designed to manage maintenance and  
compliance) for inspection monthly) will be reviewed 
and verified by the Facilities Director and Assistant  
Director on a weekly basis. Facilities Director will  
include an update on the Fire Door Inspections in  
his monthly Maintenance Report to the QAPI  
Committee x 3 months.  
 
 
See the attched photos of before and after pictures  
of the boiler room and kitchen doors

04/30/2026
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E0000 Initial Comments  
 
An Emergency Preparedness Survey was conducted 
by Healthcare Management Solutions, LLC on behalf 
of the New Jersey Department of Health (NJDOH) on 
03/24/26. The facility was found to be in compliance 
with 42 CFR 483.73.

E0000 04/14/2026

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.
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GREENWOOD HOUSE HOME FOR THE JEWISH AGED 53 WALTER STREET , TRENTON, New Jersey, 08628

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 1DFC5C-L1 Facility ID: NJ31101 If continuation sheet Page 1 of 1



PRINTED: 06/24/2026
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:

315215

(X2) MULTIPLE CONSTRUCTION

A. BUILDING 01 - MAIN BUILD...

B. WING

(X3) DATE SURVEY COMPLETED

05/19/2026

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

E0000 
Bldg. 01 
 

Initial Comments  
 
An offsite/desk review of the facility's Plan of  
Correction was conducted on 05/19/2026 in relation 
to the 03/26/2026 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  
 

K0000 
Bldg. 01

INITIAL COMMENTS  
 
An offsite/desk review of the facility's Plan of  
Correction was conducted on 05/19/2026 in relation 
to the 03/26/2026 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

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 
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program participation.
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E0000 Initial Comments  
 
An offsite/desk review of the facility's Plan of  
Correction was conducted on 05/19/2026 in relation 
to the 03/26/2026 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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