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Continued from page 11 
and manner they understand. The facility must send 
a copy of the notice to a representative of the Office 
of the State Long-Term Care Ombudsman. 
 
(ii) Record the reasons for the transfer or discharge 
in the resident's medical record in accordance with 
paragraph (c)(2) of this section; and 
 
(iii) Include in the notice the items described in 
paragraph (c)(5) of this section. 
 
 
§483.15(c)(4) Timing of the notice. 
 
(i) Except as specified in paragraphs (c)(4)(ii) and 
(c)(8) of this section, the notice of transfer or 
discharge required under this section must be made 
by the facility at least 30 days before the resident is 
transferred or discharged. 
 
(ii) Notice must be made as soon as practicable 
before transfer or discharge when- 
 
(A) The safety of individuals in the facility would be 
endangered under paragraph (c)(1)(i)(C) of this 
section; 
 
(B) The health of individuals in the facility would be 
endangered, under paragraph (c)(1)(i)(D) of this 
section; 
 
(C) The resident's health improves sufficiently to 
allow a more immediate transfer or discharge, under 
paragraph (c)(1)(i)(B) of this section; 
 
(D) An immediate transfer or discharge is required 
by the resident's urgent medical needs, under 
paragraph (c)(1)(i)(A) of this section; or 
 
(E) A resident has not resided in the facility for 30 
days. 
 
 
§483.15(c)(5) Contents of the notice. The written 
notice specified in paragraph (c)(3) of this section 
must include the following: 
 
 
(i) The reason for transfer or discharge; 
 
(ii) The effective date of transfer or discharge; 
 
(iii) The location to which the resident is transferred 
or discharged; 
 
(iv) A statement of the resident's appeal rights,
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Continued from page 12 
including the name, address (mailing and email), and 
telephone number of the entity which receives such 
requests; and information on how to obtain an 
appeal form and assistance in completing the form 
and submitting the appeal hearing request; 
 
(v) The name, address (mailing and email) and 
telephone number of the Office of the State 
Long-Term Care Ombudsman; 
 
(vi) For nursing facility residents with intellectual and 
developmental disabilities or related disabilities, the 
mailing and email address and telephone number of 
the agency responsible for the protection and 
advocacy of individuals with developmental 
disabilities established under Part C of the 
Developmental Disabilities Assistance and Bill of 
Rights Act of 2000 (Pub. L. 106-402, codified at 42 
U.S.C. 15001 et seq.); and 
 
(vii) For nursing facility residents with a mental 
disorder or related disabilities, the mailing and email 
address and telephone number of the agency 
responsible for the protection and advocacy of 
individuals with a mental disorder established under 
the Protection and Advocacy for Mentally Ill 
Individuals Act. 
 
 
§483.15(c)(6) Changes to the notice. 
 
If the information in the notice changes prior to 
effecting the transfer or discharge, the facility must 
update the recipients of the notice as soon as 
practicable once the updated information becomes 
available. 
 
 
§483.15(c)(8) Notice in advance of facility closure 
 
In the case of facility closure, the individual who is 
the administrator of the facility must provide written 
notification prior to the impending closure to the 
State Survey Agency, the Office of the State 
Long-Term Care Ombudsman, residents of the 
facility, and the resident representatives, as well as 
the plan for the transfer and adequate relocation of 
the residents, as required at § 483.70(l). 
 
 
§483.15(d) Notice of bed-hold policy and return- 
 
 
§483.15(d)(1) Notice before transfer. Before a nursing 
facility transfers a resident to a hospital or the 
resident goes on therapeutic leave, the nursing
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Continued from page 13 
facility must provide written information to the 
resident or resident representative that specifies- 
 
(i) The duration of the state bed-hold policy, if any, 
during which the resident is permitted to return and 
resume residence in the nursing facility; 
 
(ii) The reserve bed payment policy in the state plan, 
under § 447.40 of this chapter, if any; 
 
(iii) The nursing facility's policies regarding 
bed-hold periods, which must be consistent with 
paragraph (e)(1 ) of this section, permitting a resident 
to return; and 
 
(iv) The information specified in paragraph (e)(1) of 
this section. 
 
 
§483.15(d)(2) Bed-hold notice upon transfer. At the 
time of transfer of a resident for hospitalization or 
therapeutic leave, a nursing facility must provide to 
the resident and the resident representative written 
notice which specifies the duration of the bed-hold 
policy described in paragraph (d)(1) of this section. 
 
 
§483.21(c)(2) Discharge Summary 
 
When the facility anticipates discharge, a resident 
must have a discharge summary that includes, but is 
not limited to, the following: 
 
(i) A recapitulation of the resident's stay that 
includes, but is not limited to, diagnoses, course of 
illness/treatment or therapy, and pertinent lab, 
radiology, and consultation results. 
 
(ii) A final summary of the resident's status to 
include items in paragraph (b)(1) of §483.20, at the 
time of the discharge that is available for release to 
authorized persons and agencies, with the consent 
of the resident or resident's representative. 
 
(iii) Reconciliation of all pre-discharge medications 
with the resident's post-discharge medications (both 
prescribed and over-the-counter). 
 
This REQUIREMENT is NOT MET as evidenced by: 
 
Based on the interview, review of the medical 
record, and review of other pertinent facility 
documentation, it was determined that the facility 
failed to include in the written notification of 
emergency transfer and bed hold that was provided 
to the Resident or Resident Representative, the
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Continued from page 20 
The facility must establish and maintain an infection 
prevention and control program designed to provide 
a safe, sanitary and comfortable environment and to 
help prevent the development and transmission of 
communicable diseases and infections. 
 
 
§483.80(a) Infection prevention and control program. 
 
The facility must establish an infection prevention 
and control program (IPCP) that must include, at a 
minimum, the following elements: 
 
 
§483.80(a)(1) A system for preventing, identifying, 
reporting, investigating, and controlling infections 
and communicable diseases for all residents, staff, 
volunteers, visitors, and other individuals providing 
services under a contractual arrangement based 
upon the facility assessment conducted according to 
§483.71 and following accepted national standards; 
 
 
§483.80(a)(2) Written standards, policies, and 
procedures for the program, which must include, but 
are not limited to: 
 
(i) A system of surveillance designed to identify 
possible communicable diseases or 
 
infections before they can spread to other persons 
in the facility; 
 
(ii) When and to whom possible incidents of 
communicable disease or infections should be 
reported; 
 
(iii) Standard and transmission-based precautions to 
be followed to prevent spread of infections; 
 
(iv)When and how isolation should be used for a 
resident; including but not limited to: 
 
(A) The type and duration of the isolation, depending 
upon the infectious agent or organism involved, and 
 
(B) A requirement that the isolation should be the 
least restrictive possible for the resident under the 
circumstances. 
 
(v) The circumstances under which the facility must 
prohibit employees with a communicable disease or 
infected skin lesions from direct contact with 
residents or their food, if direct contact will transmit 
the disease; and 

F0880 Continued from page 20 
Sharps containers identified as overfilled in 
Residents #6, #7, #9, and #67 rooms were 
replaced immediately. 
 
 
Identification of others potentially affected: 
 
All residents requiring direct care and all areas 
with sharps containers had the potential to be 
affected. A house-wide audit of sharps containers 
and precaution-sign rooms was completed to 
verify appropriate fill levels, PPE availability, and 
signage. Hand hygiene and PPE compliance 
observations were conducted on all shifts. 
 
 
Systemic changes: 
 
The Infection Preventionist re-educated licensed 
nurses, CNAs, supervisors, and central supply staff 
on hand hygiene, EBP, PPE sequencing, 
and timely sharps replacement. A back-up supply 
process was implemented to ensure sharps 
containers and lids are available on all units at all 
times. The sharps replacement responsibility chain 
was clarified in writing. 
 
 
Monitoring: 
 
The Infection Preventionist/designee will conduct 3 
hand hygiene/PPE observations 3 times weekly for 4 
weeks, then monthly for 2 months. All Sharps 
container audits will be completed weekly for 4 
weeks, then monthly for 2 months. Results will be 
reviewed in our quarterly Quality assurance and 
performance improvement meeting.
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Continued from page 74 
shall be clarified with the practitioner or consultant 
pharmacist prior to administration. 
 
N.J.A.C. 8:39 11.2 (b); 29.2(a,d)

F0760 07/06/2026

Alaris Health at The Chateau 96 PARKWAY , ROCHELLE PARK, New Jersey, 07662

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 232841-H1 Facility ID: NJ056301 If continuation sheet Page 75 of 75



PRINTED: 09/24/2026
FORM APPROVED

New Jersey Department of Health

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTIONS

(X1) PROVIDER/SUPPLIER/CLIA 
IDENTIFICATION NUMBER:

056301

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY COMPLETED

06/10/2026

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

(X4) ID 
PREFIX 

TAG

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

ID 
PREFIX 

TAG

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE 
APPROPRIATE DEFICIENCY)

(X5) 
COMPLETION 

DATE
H0000

H0000 
 

Initials Comments 
 
A Recertification Survey was conducted and it was 
determined that the faciilty was not in compliance 
with the requirements under N.J.A.C. 8:43 E General 
Licensure Procedures And Standards Applicable To 
All Licensed Facilities. 
 

H0000  
 

07/02/2026

S0000

S0000 
 

Initial Comments 
 
 
The facility is not in compliance with the Standards 
in the New Jersey Administrative Code, Chapter 
8:39, Standards for Licensure of Long Term Care 
Facilities. 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 the New Jersey Administrative Code, 
Title 8, Chapter 43E, Enforcement of Licensure 
Regulations. 
 

S0000  
 

07/01/2026

H5750 Mandatory use of Universal Transfer Form 
 
CFR(s): 8:43E-13.4(b) 
 
(b) A licensed healthcare facility or program shall 
complete all sections of the Universal Transfer Form, 
to the best of the licensed healthcare facility or 
program's ability. 
 
This LICENSURE REQUIREMENT is NOT MET as 
evidenced by: 
 
Based on observation, interview, and review of the 
medical records, and other facility documentation, it 
was determined that the facility failed to complete all 
the sections of the New Jersey Universal Transfer 
Form (UTF) as part of the medical record for 1 of 3 
residents reviewed for hospitalizations (Resident 
#18). 
 
This deficient practice was evidenced by the 
following: 
 
Reference: New Jersey Administrative Code 8:43 E 
General Licensure Procedures and Standards: 
 
Section 8:43E-13.4 - Mandatory use of Universal 
Transfer Form

H5750 Corrective Action 
 
 
Resident #18's medical record and transfer 
documentation were reviewed. Nursing staff were 
re-educated by the DON regarding completion of all 
required sections of the New Jersey Universal 
Transfer Form prior to resident transfer. 
 
 
Identification of Other Residents 
 
 
All residents that are transferred to another 
facility/hospital have the potential to be effected. An 
audit of all hospital transfers occurring within the 
previous 30 days was completed to verify that 
required UTF sections were completed. Any 
identified omissions were corrected when possible 
and addressed with the responsible staff member. 
 
 
Systemic Changes 
 
 
The Director of Nursing (DON) and Unit Managers 
implemented a transfer checklist requiring 
verification that all sections of the UTF are

07/07/2026
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S0560 Continued from page 5 
 
Be It Enacted by the Senate and General Assembly 
of the State of New Jersey: C.30:13-18 Minimum 
staffing requirements for nursing homes effective 
2/1/21. 
 
1. a. Notwithstanding any other staffing requirements 
as may be established by law, every nursing home 
as defined in section 2 of P.L.1976, c.120 (C.30:13-2) 
or licensed pursuant to P.L.1971, c.136 (C.26:2H-1 et 
seq.) shall maintain the following minimum direct 
care staff -to-resident ratios: 
 
(1) one certified nurse aide to every eight residents 
for the day shift; 
 
(2) one direct care staff member to every 10 
residents for the evening shift, provided that no 
fewer than half of all staff members shall be certified 
nurse aides, and each staff member shall be signed 
in to work as a certified nurse aide and shall 
perform certified nurse aide duties, and 
 
(3) one direct care staff member to every 14 
residents for the night shift, provided that each 
direct care staff member shall sign in to work as a 
certified nurse aide and perform certified nurse aide 
duties 
 
b. Upon any expansion of resident census by the 
nursing home, the nursing home shall be exempt 
from any increase in direct care staffing ratios for a 
period of nine consecutive shifts from the date of 
the expansion of the resident census. 
 
c. (1) The computation of minimum direct care 
staffing ratios shall be carried to the hundredth 
place. 
 
(2) If the application of the ratios listed in subsection 
a. of this section results in other than a whole 
number of direct care staff, including certified nurse 
aides, for a shift, the number of required direct care 
staff members shall be rounded to the next higher 
whole number when the resulting ratio, carried to 
the hundredth place, is fifty-one hundredths or 
higher. 
 
(3) All computations shall be based on the midnight 
census for the day in which the shift begins. 
 
d. Nothing in this section shall be construed to 
affect any minimum staffing requirements for nursing 
homes as may be required by the Commissioner of 
Health for staff other than direct care staff, including 
certified nurse aides, or to restrict the ability of a

S0560 Continued from page 5 
facility implemented enhanced staffing oversight 
including: 
 
 
Daily staffing review by the DON/designee 
 
 
Staffing contingency plan for call-outs 
 
 
Increased recruitment and retention efforts 
 
 
Weekly review of staffing ratios by Administration 
 
 
Monitoring 
 
 
The DON/Admin will review staffing levels daily and 
maintain documentation demonstrating compliance 
with State requirements. Results will be reviewed 
monthly at our quarterly Quality assurance and 
performance improvement meeting for six months.
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Continued from page 6 
nursing home to increase staffing levels, at any time, 
beyond the established minimum ... 
 
 
On 6/2/26 at 11:39 AM, the surveyor interviewed the 
two Staffing Coordinators (SCs) from the North 
building (SC #1) and the South building (SC #2-via 
phone conference), regarding staffing. SC #2 stated 
over the phone, "We make" the monthly schedule 
for the full time, part time, per diem CNAs; any gaps 
we fill with others who want to take that place. SC 
#1 stated, “We" staff for the day shift, 1 CNA per 8 
residents (1:8), 3 PM-11 PM shift 1:10 and 11 PM-7 
AM shift 1:14. 
 
A review of "New Jersey Department of Health Long 
Term Care Assessment and Survey Program Nurse 
Staffing Report" completed by the facility for the 2 
weeks of staffing from 5/10/2026 to 5/23/2026 for 
the Annual Standard Recertification survey, the 
facility was deficient in CNA staffing for residents on 
6 of 14-day shifts as follows: 
 
 
-5/12/26 had 23 CNAs for 195 residents on the day 
shift, required at least 24 CNAs. 
 
-5/13/26 had 23 CNAs for 195 residents on the day 
shift, required at least 24 CNAs. 
 
-5/16/26 had 22 CNAs for 194 residents on the day 
shift, required at least 24 CNAs. 
 
-5/18/26 had 23 CNAs for 194 residents on the day 
shift, required at least 24 CNAs. 
 
-5/19/26 had 23 CNAs for 194 residents on the day 
shift, required at least 24 CNAs. 
 
-5/23/26 had 22 CNAs for 192 residents on the day 
shift, required at least 24 CNAs. 
 
A review of the facility's "Staffing Policy", with a 
revision date of 6/2/26, revealed under Policy 
Interpretation and Implementation #2. Certified 
Nursing Assistants are available on each shift to 
provide the needed care and services of each 
resident as outlined on the resident's 
comprehensive care plan and in accordance with NJ 
Mandated Nursing hours: CNA staffing ratio: day 
shift 1:8, evening shift 1:10, night shift 1:14. 
 

S0560  07/06/2026

S1405 Mandatory Infection Control and Sanitation 
 
CFR(s): 8:39-19.5(a) 

S1405 Corrective Action 
 
 
All identified employee files cited
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F0000 INITIAL COMMENTS 

An offsite/desk review of the facility's Plan of 
Correction was conducted on 08/05/2026, in relation 
to the 06/10/2026 Recertification survey. The facility 
was found to be in compliance with 42 CFR Part 
483, Requirements for Long Term Care Facilities.

F0000

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other 
safeguards provide sufficient protection to the patients. (See reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable 
90 days following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 
14 days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued 
program participation.
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An offsite/desk review of the facility's Plan of 
Correction was conducted on 08/05/2026 in relation 
to the 06/10/2026 State of New Jersey Re-Licensure 
survey. The facility was found to be in compliance 
with the Standards in the New Jersey Administrative 
Code for Long Term Care Facilities. 
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An offsite/desk review of the facility's Plan of 
Correction was conducted on 08/05/2026 in relation 
to the 06/10/2026 State of New Jersey Re-Licensure 
survey. The facility was found to be 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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An Emergency Preparedness Survey was conducted 
by the New Jersey Department of Health (NJDOH), 
Health Facility Survey and Field Operations on 
06/08/2026,06/09/2026 and 06/10/2026. The facility 
was found to be in compliance with 42 CFR 483.73.

E0000 06/24/2026

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other 
safeguards provide sufficient protection to the patients. (See reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable 
90 days following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 
14 days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued 
program participation.
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An offsite/desk review of the facility’s Plan of 
Correction was conducted on 08/03/2026 in relation 
to the 06/04/2026 Life Safety Code survey. The 
facility was found to be in compliance with the 
requirements for participation in Medicare/Medicaid 
at 42 CFR 483.90(a), Life Safety from Fire, and the 
2012 Edition of the National Fire Protection 
Association (NFPA) 101, Life Safety Code (LSC), 
Chapter 19 EXISTING Health Care Occupancy.

K0000

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other 
safeguards provide sufficient protection to the patients. (See reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable 
90 days following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 
14 days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued 
program participation.
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An offsite/desk review of the facility’s Plan of 
Correction was conducted on 08/03/2026 in relation 
to the 06/04/2026 Life Safety Code survey. The 
facility was found to be in compliance with the 
requirements for participation in Medicare/Medicaid 
at 42 CFR 483.90(a), Life Safety from Fire, and the 
2012 Edition of the National Fire Protection 
Association (NFPA) 101, Life Safety Code (LSC), 
Chapter 19 EXISTING Health Care Occupancy.

K0000

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other 
safeguards provide sufficient protection to the patients. (See reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable 
90 days following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 
14 days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued 
program participation.
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An offsite/desk review of the facility’s Plan of 
Correction was conducted on 08/03/2026 in relation 
to the 06/04/2026 Emergency Preparedness survey. 
The facility was found to be in compliance with the 
requirement for participation in Medicare/Medicaid at 
42 CFR, Subpart 483.73, Emergency Preparedness.
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