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 A 000 Initial Comments

Initial Comments:

 A 000

TYPE OF SURVEY:  Initial: Renovation Project to 

expand memory care unit. 

Total Census:  49

Memory Care Unit:  12 

SURVEY DATE: 10/12/22

The facility is in substantial compliance with the 

requirements of N.J.A.C. 8:36 Standards for 

Licensure of Assisted Living Residences, 

Coprehensive Personal Care Homes, and 

Assisted Living Programs. 

The above noted areas may not be occupied until 

formal notification by the Certificate of Need and 

Licensing Division has been received.
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