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 A 000 Initial Comments

Initial Comments:

 A 000

TYPE OF SURVEY:  Renovation Survey  

CENSUS: 74

SAMPLE SIZE:  N/A

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.

 

 A1095 8:36-16.5(b) Physical Plant

(b) All fire detection systems shall be installed in 

accordance with the Uniform Construction Code, 

N.J.A.C. 5:23, N.J.A.C. 5:70 and the National Fire 

Alarm Code, National Fire Protection Association 

(NFPA) 72, 1999 Edition, incorporated herein by 

reference, as amended and supplemented. 

National Fire Protection Association publications 

are available from: NFPA, One Batterymarch 

Park, Quincy, MA, 02269-9101.

This REQUIREMENT  is not met as evidenced 

by:

 A1095

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

04/26/24
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 A1095Continued From page 1 A1095

Based on observations and interview on 

04/17/2024 in the presence of facility 

maagement, it was determined that the facility 

failed to provide audio and visual notification of 

the fire alarm and detection system to all areas of 

the facility.

The evidence includes the following,

During the survey entrance at approximately 

10:07 AM, a request was made to the 

Adminastrator and Regional Maintenance 

Director (RMD) to provide a copy of the facility 

lay-out and to idenntify the various rooms and 

areas to be inspected as part of Phaze 4 

renovation project.

Starting at approximately 10:35 AM, in the 

presence of the facility RMD, a tour of the 

renovated areas was performed.  During the tour 

at approximately 11:08 AM, an inspection of the 

second floor Memory Care outside patio deck 

area was conducted.  The surveyor observed no 

evidence of an Audio and Visual alarm (horn and 

strobe)  tied into the buildings fire alarm and 

detection system to alert residents, visitors, and 

staff know of an activation of the buildings fire 

alarm system in the event of a fire.

At this time the surveyor asked the RMD, "Do you 

have a Audio and Visual alarm outside tied into 

the fire alarm system?" The RMD looked around 

and said, "No."

The facility failed to provide a safe environment 

for the residents, visitors, and facility staff in the 

event of a fire.

Safety Hazard.

National Fire Protecton Association (NFPA) 72,
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