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F0000 
 

INITIAL COMMENTS 
 
Complaint #: 2651044 
 
 
Survey Dates: 5/15/26 to 5/28/26 
 
Census: 163 
 
Sample size: 32 + 3 closed records 
 
 
A Recertification Survey was conducted to determine 
compliance with 42 CFR Part 483, Requirements for 
Long Term Care Facilities. Deficiencies were cited 
for this survey. 
 

F0000  
 

06/11/2026

F0812 
SS = F

Food Procurement,Store/Prepare/Serve-Sanitary 
 
CFR(s): 483.60(i)(1)(2) 
 
§483.60(i) Food safety requirements. 
 
The facility must - 
 
 
§483.60(i)(1) - Procure food from sources approved 
or considered satisfactory by federal, state or local 
authorities. 
 
(i) This may include food items obtained directly 
from local producers, subject to applicable State and 
local laws or regulations. 
 
(ii) This provision does not prohibit or prevent 
facilities from using produce grown in facility 
gardens, subject to compliance with applicable safe 
growing and food-handling practices. 
 
(iii) This provision does not preclude residents from 
consuming foods not procured by the facility. 
 
 
§483.60(i)(2) - Store, prepare, distribute and serve 
food in accordance with professional standards for 
food service safety. 
 
This REQUIREMENT is NOT MET as evidenced by:

F0812 F812 CORRECTIVE ACTION PLAN 
 
Foothill Acres Rehabilitation & Nursing Center 
Survey Date: 05/15/2026 – 05/28/2026 Deficiency: 
F812 Food Procurement, Store, Prepare, Serve – 
Sanitary 
 
Purpose 
 
To ensure compliance with federal food safety 
regulations by implementing a comprehensive 
monitoring system addressing food labeling, dating, 
FIFO practices, unit pantry oversight, and sanitation 
standards. 
 
Immediate Corrective Actions 
 
● All improperly labeled and undated food items 
were discarded. 
 
● Expired items identified in unit pantries were 
discarded immediately. 
 
● Staff food stored in resident refrigerators was 
removed. 
 
● Ice machine dispenser was cleaned and sanitized. 
 
● Dietary and Nursing staff were educated on facility 
policies regarding food dating, labeling, storage, 
FIFO rotation, and sanitation.

07/12/2026
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Continued from page 3 
leave open items in any storage areas (cold or dry). 
 
 
A review of the facility’s “Food/Beverages from 
Outside” policy, revised 1/12/26, included: 
 
All food and beverage items that are brought into 
the facility must be labeled with the resident’s name 
and date of delivery before being placed in 
refrigerators. 
 
All food items must be dated with receiving date 
and/or manufacturer’s “use-by” date. 
 
All packaged/sealed food items will be discarded 
upon expiration date. 
 
 
A review of the facility’s “Unit Pantries” policy, 
revised October 2025, included: 
 
Opened food items must be… labeled with opening 
date. 
 
Staff shall routinely inspect pantry items for 
expiration dates… 
 
Expired, spoiled, or contaminated food shall be 
discarded immediately. 
 
Resident-labeled food items shall be clearly 
identified and dated. 
 
Expired resident food items shall be discarded 
according to facility policy. 
 
Dietary department monitors food storage and 
sanitation compliance. 
 
 
A review of the facility’s “Ice Machine” policy, 
revised January 2023, included: 
 
Ice machines shall be cleaned and disinfected:… 
immediately when visibly soiled… 
 
Cleaning shall include: interior surfaces, exterior 
surfaces,… gaskets and dispensers. 
 
The Infection Preventionist, Dietary Manager, or 
Maintenance Department shall inspect ice machines 
routinely for: mold or slime buildup… 
 
 
NJAC 8:39-17.2(g)
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F0000 INITIAL COMMENTS 
 
An offsite/desk review of the facility's Plan of 
Correction was conducted on 07/29/2026 in relation 
to the 06/01/2026 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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E0000 Initial Comments 
 
An Emergency Preparedness Survey was conducted 
by the New Jersey Department of Health (NJDOH) on 
5/28/2026, 5/29/2026, and 6/1/2026. Foothill Acres 
was found to be in compliance with the requirements 
for participation in Medicare/Medicaid at 42 CFR, 
Subpart 483.73.

E0000 06/11/2026
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INITIAL COMMENTS 
 
An offsite/desk review of the facility's Plan of 
Correction was conducted on 8/11/2026 in relation 
to the 6/1/2026 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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