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 S 000 Initial Comments  S 000

Survey Date: 11/22/2024

Census: 84

A project survey was conducted on 11/22/2024 at 
Fallsview Nursing and Rehabilitation Center for 
the renovation of:  Rooms 131, 132, 133, 134. 
135, 136, 139, 140, 141, 142, 143, 144 and 145; 
the Catalina Dining Room; Rehabilitation Room; 
and Exterior Entrance Vestibule.  Fallsview 
Nursing and Rehabilitation Center was found to 
be in compliance with N.J.A.C  8:39.

The facility may not occupy the above areas until 
the New Jersey Certificate of Need and Licensing 
approval.
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