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A 000, Initial Comments A 000

Initial Comments:
SURVEY TYPE: Monitoring

CENSUS: 12

A monitoring visit survey was conducted to
ensure the safety and wellbeing of the residents
as the facility received a shut off notice from the
utlity company for non-payment which was set to
take place on 7/25/24. The facility paid the bill
while surveyors were onsite which prevented the
facility from having to enact the emergency
closure plan.

The facility is in substantial compliance with
N.J.A.C. Title 8 Chapter 36- Standards for
Licensure of Assisted Living Residences,
Comprehensive Personal Care Homes, and
Assisted Living Programs for this Complaint
Investigation.
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