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THE FACILITY IS IN COMPLIANCE WITH THE 

REQUIREMENTS OF 42 CFR, PART 483, 

SUBPART B, FOR LONG TERM CARE 

FACILITIES BASED ON THIS COMPLAINT 

VISIT.
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THE FACILITY WAS IN COMPLIANCE WITH 

THE STANDARDS IN THE NEW JERSEY 

ADMINISTRATIVE CODE, CHAPTER 8:39, 

STANDARDS FOR LICENSURE OF LONG 

TERM CARE FACILITIES.
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