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NAME OF PROVIDER OR SUPPLIER
EXCEL CARE AT EGG HARBOR

STREET ADDRESS, CITY, STATE, ZIP CODE
6818 DELILAH ROAD , EGG HARBOR TOWNSHIP, New Jersey,

Complaint: 2636420Survey date: 10/16/25Census:
112Sample: 5A COVID-19 Focused Infection Control Survey
was conducted by the New Jersey Department of

Health. The facility was in compliance with the

standards in the New Jersey Administrative code, 8:39,
standards for licensure of Long-Term Care Facilities.
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