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336 PROSPECT AVE , HACKENSACK, New Jersey, 07601
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Continued from page 3
V12)" revised, 06/28/24, revealed ". . . To ensure that
staff, and/or new residents are not at risk of 
spreading the Emerging Infectious disease (EID) into 
the care center . . . All administrative staff, 
including the Director of Nursing, the Administrator, 
the infection Control Preventionist, Caregiver, 
Contractors, Consultants, Volunteers, and visitors 
shall complete screening questionnaires and complete 
temperature checks before the entrance of the facility
. . ." 
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