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 A 000 Initial Comments

Initial Comments:

 A 000

Type of Survey:  Covid-19 Focused Infection 
Control 

Census:  25

A COVID-19 Focused Infection Control Survey 
was conducted by the State Agency on 
02/09/2022. The facility was found to be in 
compliance with the New Jersey Administrative 
CODE 8:36 infection control regulations 
standards for Licensure of Assisted Living 
Residences, Comprehensive Personal Care 
Homes and Assisted Living Programs and 
Centers for Disease Control and Prevention 
(CDC) recommended practices to prepare for 
COVID-19.
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