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TYPE OF SURVEY:  Complaint

COMPLAINT #:  NJ00164971 and NJ00164748

CENSUS: 33

SAMPLE SIZE: 5

The facility is not in substantial compliance with 

all of the standards in the New Jersey 

Administrative Code 8:36, Standards for 

Licensure of Assisted Living Residences, 

Comprehensive Personal Care Homes and 

Assisted Living Programs.  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 provisions of New Jersey 

Administrative Code Title 8, Chapter 43E, 

Enforcement of Licensure Regulations.

 

 H5790 8:43E-13.4(d) UNIVERSAL TRANSFER 

FORM:MANDATORY USE OF FORM

A licensed healthcare facility or program shall 

retain a completed copy of the Universal Transfer 

Form sent with a patient when a patient is 

transferred as part of the patient's medical 

record.

 H5790

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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 H5790Continued From page 1 H5790

This REQUIREMENT  is not met as evidenced 

by:

Complaint # NJ00164971

Based on interview and record review it was 

determined that the facility failed to retain a 

completed Universal Transfer Form (UTF) sheet 

for 1 of 5 residents reviewed who was  

, Resident #2. The 

deficient practice was evidenced by the following:

On 06/20/2023 at 11:15 a.m., the surveyor 

reviewed Resident #2's medical record (MR)  

. The resident 

moved in on  with diagnoses which 

include 

 

According to the resident's MR, the resident was 

 

n further review 

of Resident #2's MR, the surveyor did not 

observe documentation of a copy of the UTF 

when the resident was 

At 11:36 a.m., the surveyor interviewed the 

Executive Director who stated that transfer forms 

were on-line, printed, and  

The ED further stated they were 

unable to locate a copy of the completed UTF.

The facility failed to retain a completed copy of 

the UTF sheet in Resident #2's MR when the 

resident  

 The ED was not able to 

provide the surveyor a copy of Resident #2's UTF 

sheet during the survey.
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 A 000 Initial Comments

Initial Comments:

 A 000

TYPE OF SURVEY:  Complaint

COMPLAINT #:  NJ00164971, NJ00164748

CENSUS: 33

SAMPLE SIZE: 5

The facility is not in substantial compliance with 

all of the standards in the New Jersey 

Administrative Code 8:36, Standards for 

Licensure of Assisted Living Residences, 

Comprehensive Personal Care Homes and 

Assisted Living Programs.  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 provisions of New Jersey 

Administrative Code Title 8, Chapter 43E, 

Enforcement of Licensure Regulations.

 

 A 235 8:36-2.4(d) Licensure Procedures

(d) Survey visits may be made to a facility at any 

time by authorized staff of the Department. Such 

visits may include, but not be limited to, the 

review of all facility documents and resident 

records and conferences with residents.

This REQUIREMENT  is not met as evidenced 

by:

 A 235

Complaint: NJ00164971  
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 A 235Continued From page 3 A 235

Based on interview and record review, it was 

determined the facility failed to provide the 

surveyor with an incident report, incident report 

summary or the incident investigation report  for 1 

of 5 residents reviewed, Resident #2. This 

deficient practice was evidenced by the following:

On 06/20/2023, the surveyor reviewed Resident 

#2's medical record (MR) who  

. The resident  

 

 

Further review of the MR 

revealed that on  at 6:10 a.m., 

Resident #2 had an  

 

 A Licensed Practical Nurse (LPN #2), who 

no longer worked at the facility, documented that 

the resident complained of "  

" and that  

 

. Resident #2 was  

 

 Further review of the 

Charting Notes (CN) of the resident's MR 

revealed that another nurse documented on 

 at 2:47 p.m., "..

 

 

 

At 12:40 p.m., the surveyor interviewed the 

Executive Director (ED) who stated she reached 

out to corporate and was told they do not have to 

provide the incident report and that the CN 

reflected what was in the report.

On 06/21/2023 at 10:00 a.m., the surveyor 

interviewed the ED who stated the investigation 
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 A 235Continued From page 4 A 235

summary is part of the incident report and they 

are not obligated to provide it.

A review of "Incident/Accident Reporting" policy 

revealed: "...The supervisor must document the 

incident on the approved Incident Report form 

and conduct an immediate investigation of the 

accident or incident. An incident report must be 

completed as soon as possible within 24-48 hour 

period. (Note: if the incident occurs during a time 

a supervisor is not on duty, the on-call nurse is to 

be notified.) ...2. Any unwitnessed accident or 

incident must be investigated for potential 

abuse...."

A review of "Fall Management Program" 

revealed, "Post Fall Procedures: An 

Incident/Accident Report must be completed 

when the Resident falls."

 Post survey review of hospital records revealed 

that Resident #2 was  

 

 Further review of 

Resident#2's hospital record revealed that the 

 

 A1073 8:36-15.6(b) Resident Records

(b) All assessments and treatments by health 

care and service providers shall be entered 

according to the standards of professional 

practice. Documentation and/or notes from all 

health care and service providers shall be 

entered according to the standards of 

 A1073
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 A1073Continued From page 5 A1073

professional practice.

This REQUIREMENT  is not met as evidenced 

by:

Complaint: NJ00164971

Based on interview and record review it was 

determined that the facility failed to provide 

documented evidence that half-hour safety 

checks were implemented and performed as 

indicated in the resident's Service Plan for 1 of 3 

residents, Resident #2. 

This deficient practice was evidenced by the 

following:

On 06/20/2023 at 10:15 a.m., the surveyor 

interviewed Licensed Practical Nurse (LPN #1) 

who stated safety checks were done on the 

residents (the process of identifying where a 

resident is on the unit) "about every 15 minutes." 

At 11:15 a.m., the surveyor reviewed Resident 

#2's medical record (MR)  

. The resident , 

 

 

A review of Resident #2's  

 

. 

Further review of Resident #2's medical record 

revealed no documented evidence that the 

half-hour checks were implemented. 

At 11:45 a.m., the surveyor interviewed the 

Executive Director (ED) who stated that they do 
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 A1073Continued From page 6 A1073

not have a policy on the use of the rounding log. 

The surveyor then requested the ED to provide 

documentation that Resident #2's whereabouts 

were logged, including implementation of the 

half-hour checks of the resident on 

At 12:15 p.m., the ED told the surveyor that the 

rounds log for Resident #2 could not be 

accounted for and could not be located. There 

was no documented evidence provided to confirm 

that Resident #2's whereabouts were monitored 

and logged, and that the half-hour checks were 

implemented as per Resident #2's Service Plan 

dated . The ED could not provide 

documented evidence of the monitoring log 

during the day of the survey on 6/21/2023.
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