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 M 000 Initial Comments  M 000

Type of Survey: Monitoring / Follow-up

Census: AM Session : 142
       
Capacity: 165                          

On 9/3/2025, the Department of Health 
conducted a follow-up survey regarding the Office 
of Inspector General's audit that was conducted 
on 8/27/2024.

The facility was not in substantial compliance with 
all of the standards in the New Jersey 
Administrative Code, Chapter 8:43F, Standards 
for Licensure of Adult Day Health Services.  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 the provisions of New Jersey 
Administrative Code, Title 8, Chapter 43E, 
Enforcement of Licensure Regulations.

 

 M 421 8:43F-6.3(e)(1)(i) General Services

(e) The facility shall develop and implement a 
staff orientation plan and a staff training and 
education plan, including plans for each service 
and designation of person(s) responsible for 
ongoing training.

1. All staff shall receive orientation at the time 
of employment and ongoing in-service training 
regarding, at a minimum, emergency plans and 
procedures, the infection

prevention and control services, participant 
rights, and elder abuse.

i. The facility shall document ongoing 

 M 421
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 M 421Continued From page 1 M 421

in-service training of all staff.

This REQUIREMENT  is not met as evidenced 
by:
Based on interview and record review, it was 
determined that the facility failed to ensure that all 
employees received ongoing annual in-services 
which included emergency plan and procedures, 
infection prevention and control, participant rights 
and  for 3 of 4 employees, Employee 
#'s 2, 3 and 4. This deficient practice was 
evidenced by the following:

On 8/27/24, the Office of the Inspector General 
(OIG), conducted an audit at the facility. During 
the visit, the auditor was provided with only one 
(1) training conducted by the facility, which was 
dated 1/8, without documentation of a year. The 
training document was titled, "annual training", 
but did not have any details of what topics were 
covered. The auditor additionally found that one 
(1) of the seven (7) employees selected for 
review, did not have evidence of attending new 
employee orientation in their employee personnel 
files. 

On 9/3/25 at 11:45 a.m., the Social Worker, who 
stated she was also the Assistant Administrator 
(AA), provided the surveyor with a list of 
employees. The surveyor selected a sample of 
four (4) employees on the list and requested their 
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personnel files. 

At 12:40 p.m., the surveyor reviewed four (4) 
employee personnel files which revealed the 
following:

Employee #1 had the title, "Director of Nursing", 
and was employed on 

Employee #2 had the title, "Driver", and was 
employed on .

Employee #3 had the title, "Social Worker", and 
was employed on 

Employee #4 had the title, "Activity Director", and 
was employed on  

The surveyor observed that each of the 4 
personnel files contained a document titled, "New 
Hired Employee Check List", which revealed that 
in-services were completed upon hire and 
included the following topics: "New Employee 
Orientation, Participant Rights, Abuse and 
Neglect, Fire and Safety, Pain Management and 
Infection Control."

However, further review of the 4 employees 
personnel files revealed no documentation of 
ongoing in-services after the start of employment 
for Employee #'s 2, 3 and 4. 

During interview with the AA, the surveyor 
inquired about whether there was documentation 
of any ongoing in-servicing for the employees. 
The AA provided the surveyor with two in-service 
sheets dated 11/18/24, titled, "Major Disaster/ 
Flood", and a "Fire Drill" dated 12/20/2019. The 
AA was unable to provide any further 
documentation of on going in-services for the 
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facility employees.

The surveyor reviewed an undated facility policy 
titled, "Personnel" which revealed the following: " 
...Policies and Procedures ...all staff receives 
orientation at the time of employment and 
ongoing in-service training regarding, at a 
minimum, emergency plans and procedures, the 
infection prevention and control services, 
participant rights, and elder abuse..."

 M 689 8:43F-14.17(f)(g) Physical Plant Requirements

(f) Drills of emergency plans shall be conducted 
at least four times a year and documented, 
including the date, hour, description of the drill, 
participating staff, and signature of the person in 
charge. The four drills shall include at least one 
drill for emergencies due to fire.

(g) The facility shall conduct at least one drill per 
year for emergencies due to another type of 
disaster, such as storm, flood, other natural 
disaster, bomb threat, or nuclear accident. All 
staff shall participate in at least one drill annually, 
and program participants may take part in drills.

This REQUIREMENT  is not met as evidenced 
by:

 M 689

Based on interview and review of records, it was 
determined that the facility failed to ensure that 
emergency drills were conducted at least four 
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 M 689Continued From page 4 M 689

times a year with at least one of the four drills for 
emergencies due to fire. Additionally, the facility 
failed to ensure that all staff participated in at 
least one annual drill for emergencies due to 
another type of disaster such a storm or flood. 
This deficient practice was evidenced by the 
following:

On 9/3/25 at 11:45 a.m., the Social Worker who 
stated she was also the Assistant Administrator 
(AA), provided the surveyor with a list of 
employees. The surveyor selected a sample of 
four (4) employees on the list and requested their 
personnel files. 

At 12:40 p.m., the surveyor reviewed a sample of 
four (4) employee personnel files which revealed 
the following:

Employee #1 had the title, "Director of Nursing", 
and was employed on .

Employee #2 had the title, "Driver", and was 
employed on 

Employee #3 had the title, "Social Worker", and 
was employed on .

Employee #4 had the title, "Activity Director", and 
was employed on  

The surveyor observed that the 4 personnel files 
contained a document titled, "New Hired 
Employee Check List", which reflected that 
in-services were completed upon hire that 
included following topics: "New Employee 
Orientation, Participant Rights, Abuse and 
Neglect, Fire and Safety, Pain Management and 
Infection Control.
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 M 689Continued From page 5 M 689

However, further review of the personnel files, 
revealed no documentation of ongoing in-services 
after the start of employment for Employee #'s 2, 
3 or 4. 

During interview with the Assistant Administrator, 
the surveyor inquired about whether there was 
documentation of any ongoing in-servicing for the 
employees. The AA was able to provide one (1) 
in-service dated 11/18/24, titled, "Major Disaster/ 
Flood", and another in-service dated 12/20/2019 
titled, "Fire Drill."  

The surveyor inquired again about documentation 
of fire drills or disaster drills and the AA was 
unable to provide any further documentation to 
reflect that fire drills or emergency drills were 
conducted. 

The surveyor reviewed an undated facility policy 
and procedure titled, "Emergency Procedures 
Emergency Due to Fire and Other Type of 
Disaster",...4. All staff is required and responsible 
for knowing the location of and how to use the 
nearest fire alarm box and fire extinguishers. 5. 
At least 4 drills shall be conducted, which shall 
include at least one drill due to fire emergency. 6. 
At least one drill should include another type of 
disaster as mentioned in this chapter. 7. All staff 
members should at least conduct one drill 
annually. 8. Participants may take part in fire drill."

 M 805 8:43F-16.5(a)(b)(c) Infection Control, Santation, 
Housekeeping

(a) The facility shall provide and maintain a 
sanitary and safe environment for participants.

(b) The facility shall provide housekeeping and 

 M 805
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 M 805Continued From page 6 M 805

pest control services.

(c) Written objectives, policies, a procedure 
manual, an organizational plan, and a quality 
improvement program for housekeeping, 
sanitation, and safety services shall be developed 
and implemented.

This REQUIREMENT  is not met as evidenced 
by:
Based on observation and interview, it was 
determined that the facility failed to ensure a safe 
environment for the participants. This deficient 
practice was evidenced by the following:

On 8/27/25 the Office of the Inspector General 
(OIG) conducted an audit at the facility. During 
the visit the auditor observed an exposed 
electrical outlet, unsecured long extension cords 
and network cables. The auditor additionally 
observed that two of the facility vehicles had 
expired inspection stickers.

On 9/3/25 at 9:45 a.m., the surveyor went on a 
tour of the facility accompanied by an employee 
who had the title, "Social Worker", who stated 
that she was also the Assistant Administrator 
(AA). 
While on the tour, the surveyor observed a small 
office which the AA identified as one of the Social 
Worker's offices. The surveyor observed a large 
group of network cables and various long cords 
which were not secured within the office.
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At 11:15 a.m., the surveyor accompanied the AA 
on an additional tour of the facility, and the 
surveyor observed a closet next to the main 
dining/activity room where participants were 
engaged in activities. The surveyor observed that 
the closet was unlocked and upon entering the 
closet in the presence of the AA, the surveyor 
observed the following chemicals:

1. A value refill sized container of "  bleach
2. A bottle of "  disinfectant with the 
cautionary warning, "Keep out of reach of 
children."
3. " " All-Natural fruit and drain fly 
killer.

Additionally during the tour, the surveyor 
observed an exposed electrical receptacle, in the 
far-left corner of the main dining/ activity room.  
During surveyor interview with the AA, she 
acknowledged and stated that the closet should 
have been locked and that all chemicals should 
be locked up. The AA additionally stated that the 
electrical outlet should have had a cover on it.  

At 1:30 p.m., the surveyor interviewed the AA and 
inquired about the facility vehicles and how the 
facility kept track of the registration dates. The AA 
stated that there was a list of vehicles which 
included registration dates which the AA provided 
to the surveyor.  The surveyor reviewed the 
vehicle list and observed that there were no 
expired registration dates listed for the list of 
thirteen vehicles (13) which included seven (7) 
buses and (6) cars.  The surveyor toured the 
parking lot of the facility and observed three 
parked buses which had registration stickers that 
reflected registration through July of 2026.

If continuation sheet  8 of 86899STATE FORM QYC611

NJ Ex Order 26.4(b)(1)

NJ Ex Order 26.4(b)(1)

NJ Ex Order 26.4(b)(1)



NJ Ex Order 26.4(b)(1)

NJ Ex Order 26.4(b)(1)









NJ Ex Order 26.4(b)(1)

NJ Ex Order 26.4(b)(1)



STATE FORM: REVISIT REPORT

STREET ADDRESS, CITY, STATE, ZIP CODE

B. WingY1

DATE OF REVISIT
A. Building

02028

NAME OF FACILITY

MULTIPLE CONSTRUCTIONPROVIDER / SUPPLIER / CLIA / 
IDENTIFICATION NUMBER

OUR HOME ADULT DAY CARE 475 GRAND AVENUE

ENGLEWOOD, NJ 07631

10/16/2025Y2 Y3

This report is completed by a State surveyor to show those deficiencies previously reported that have been corrected and the date such 
corrective action was accomplished.  Each deficiency should be fully identified using either the regulation or LSC provision number and the 
identification prefix code previously shown on the State Survey Report (prefix codes shown to the left of each requirement on the survey 
report form).

Y4

ITEM

Y5

DATE

Y4

ITEM

Y5

DATE DATE

Y5

ITEM

Y4

ID Prefix  M0421 Correction

Reg. #
8:43F-6.3(e)(1)(i)

Completed 

LSC 11/30/2025

ID Prefix  M0689 Correction

Reg. #
8:43F-14.17(f)(g)

Completed 

LSC 10/08/2025

ID Prefix  M0805 Correction

Reg. #
8:43F-16.5(a)(b)(c)

Completed 

LSC 10/06/2025

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

REVIEWED BY
STATE AGENCY

REVIEWED BY
CMS RO

REVIEWED BY
(INITIALS)

REVIEWED BY 
(INITIALS)

DATE

DATE SIGNATURE OF SURVEYOR

TITLE DATE

DATE

FOLLOWUP TO SURVEY COMPLETED ON CHECK FOR ANY UNCORRECTED DEFICIENCIES. WAS A SUMMARY OF 
UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY? YES NO9/3/2025

Page 1 of 1 QYC612EVENT ID:

STATE FORM: REVISIT REPORT (11/06)




