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F0000 INITIAL COMMENTS 
 
An offsite/desk review of the facility's Plan of 
Correction was conducted on 07/29/2026 in relation 
to the 06/26/2026 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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program participation.
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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 
06/24/26. 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 
Occupancies. 
 
Clover Meadows Healthcare and Rehabilitation 
Center is a one-story building with partial basement 
built in January 1969 with Type III (200) construction 
with brick exterior walls, block bearing walls, 
unprotected wood truss roof, and concrete floors. 
The facility has eight smoke compartments. The 
facility has a 50 KW (kilowatt) emergency diesel 
generator. The facility has two dry sprinkler valves 
and one wet valve. The facility has 91 occupied beds 
of 100 on the day of the survey.
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An Emergency Preparedness Survey was conducted 
by Healthcare Management Solutions, LLC on behalf 
of the New Jersey Department of Health (NJDOH) on 
06/24/26. The facility was found to be in compliance 
with 42 CFR 483.73.
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