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Survey: Complaint

Intake ID#: 2641788

Survey Dates:10/31/25 to 10/31/25

Census: 123

Sample size: 3

A Complaint Survey was conducted to determine
compliance with 42 CFR Part 483, Requirements for
Long Term Care Facilities. The facility was in

compliance, and no deficiencies were cited for this
survey.
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The facility was in compliance with all of the
standards in the New jersey Administrative Code,
Chapter 8:39, Standards for Licensure of Long-Term
Care faclilities.
A Complaint Survey was conducted to determine
compliance with 42 CFR Part 483, Requirements for
Long Term Care Facilities. The facility was in
compliance, No Deficiencies were cited for this
survey.
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