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 A 000 Initial Comments

Initial Comments:

 A 000

TYPE OF SURVEY:  Complaint 

Complaint #:  NJ 00189448

Date of Survey: 12/17/25

CENSUS:  71

SAMPLE SIZE:  3

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 310 8:36-3.4(a)(1) Administrator's Responsibilities

(a) The administrator or designee shall be 

responsible for, but not limited to, the following:

1. Ensuring the development, implementation, 

and enforcement of all policies and procedures,

including resident rights;

 A 310
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 A 753Continued From page 3 A 753

practice was evidenced by the following.

The Department of Health (DOH) received a 

Facility Reportable Event (FRE), (a form used by 

facilities to report events to the DOH) on  

regarding Resident #1's  that occurred on 

 According to the FRE, Resident #1 had 

an   which resulted in a  

 

On 12/17/25 at 9:45 a.m., the surveyor reviewed 

Resident #1's medical record (MR) which 

revealed that Resident #1 was admitted to the 

facility in  and with a diagnosis of 

Further surveyor review of the MR revealed two 

(2) physician orders written by the physician on 

 which documented, "Wheelchair and 

 bed  bed." And another 

physician order dated  which 

documented, "  and maintain ."

At 10:05 a.m., the surveyor reviewed Resident 

#1's service plan (SP) provided by the Director of 

Wellness (DOW) dated  Surveyor review 

of the SP did not reveal documented evidence 

that the SP was updated prior to Resident #1's 

 on  to reflect the use of a wheelchair, 

 bed and . 

At 12:59 p.m., the surveyor interviewed the DOW 

and inquired about Resident #1's SP not updated 

until after the  on  to reflect the use of a 

wheelchair,  bed and . 

During the interview, the DOW confirmed that the 

SP was updated on  after Resident #1's 

 on  while the resident was in the 

hospital.
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 A 753Continued From page 4 A 753

The surveyor reviewed a facility policy with a 

revision date of 5/15/25, titled, "Individualized 

Service Plan" which indicated, " ... 3. ISP is 

reviewed and updated: ... Additional revisions 

shall be made with changes in needs ..."
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