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§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. 

§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
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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 
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

F0628 02/25/2026

COMPLETE CARE AT SHORROCK 75 OLD TOMS RIVER ROAD , BRICK, New Jersey, 08723

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 1DF962-H1 Facility ID: NJ656003 If continuation sheet Page 13 of 20















PRINTED: 05/07/2026
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:

315453

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY COMPLETED

01/08/2026

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

F0695
SS = D

Continued from page 19
Policy Explanation and Compliance Guidelines: 

1. Oxygen is administered under orders of a 
physician, except in the case of an emergency. In 
such case, oxygen is administered and orders for 
oxygen are obtained as soon as practicable when 
the situation is under control…12. Staff shall notify 
the physician of any changes in the resident's 
condition, including…oxygen concentrations, or 
evidence of complications associated with the use of
oxygen." 

NJAC 8:39-27.1(a)
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S0000 Initial Comments 

The facility is 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.
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Office of Primary Care and Health Systems Management
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An offsite/desk review of the facility's Plan of 
Correction was conducted on 03/17/2026 in relation
to the 01/08/2026 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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An offsite/desk review of the facility's Plan of 
Correction was conducted on 03/17/2026 in relation
to the 01/08/2026 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

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

COMPLETE CARE AT SHORROCK 75 OLD TOMS RIVER ROAD , BRICK, New Jersey, 08723

STATE FORM Event ID: 1DF962-H2 Facility ID: NJ656003 If continuation sheet Page 1 of 1



PRINTED: 05/07/2026
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:

315453

(X2) MULTIPLE CONSTRUCTION

A. BUILDING 01 - SHORROCK G...

B. WING

(X3) DATE SURVEY COMPLETED

01/08/2026

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

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 
01/06/26 and the facility and was found to be in 
non-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. 

Complete Care at Shorrock is a one-story building 
constructed in 1998. It is composed of Type V (111) 
construction and has 18 smoke compartments. The 
facility is fully sprinklered with a dry system (with 
five risers). The diesel generator powers 75% of the 
building. The number of occupied beds was 152 out
of 180. 

K0000 01/22/2026

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 
____________________________ 

c) Water system supply source 
__________________________ 

Provide in REMARKS information on coverage for 
any non-required or partial automatic sprinkler

K0353 K0353 Sprinkler System - Maintenance and Testing 

Immediate corrective action for residents affected by
deficient practice: 

Facility reached out to sprinkler vendor who 
confirmed that the annual test was in fact done and
that the wrong document was submitted as a 
clerical error. 

Identify those individuals who could be affected by
the deficient practice: 

All residents have the ability to be affected by this 
deficient practice. 

Measures put in place to ensure the deficient 
practice will not occur for those residents affected:

02/25/2026
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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
01/06/26. The facility was found to be in compliance
with 42 CFR 483.73.

E0000 01/22/2026

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.

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

COMPLETE CARE AT SHORROCK 75 OLD TOMS RIVER ROAD , BRICK, New Jersey, 08723

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 1DF962-L1 Facility ID: NJ656003 If continuation sheet Page 1 of 1



PRINTED: 05/07/2026
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:

315453

(X2) MULTIPLE CONSTRUCTION

A. BUILDING 01 - SHORROCK G...

B. WING

(X3) DATE SURVEY COMPLETED

03/17/2026

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

K0000
Bldg. 01

INITIAL COMMENTS 

An offsite/desk review of the facility's Plan of 
Correction was conducted on 03/17/2026 in relation
to the 01/08/2026 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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E0000 Initial Comments 

An offsite/desk review of the facility's Plan of 
Correction was conducted on 03/17/2026 in relation
to the 01/08/2026 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

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

COMPLETE CARE AT SHORROCK 75 OLD TOMS RIVER ROAD , BRICK, New Jersey, 08723

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 1DF962-L2 Facility ID: NJ656003 If continuation sheet Page 1 of 1




