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F 000 INITIAL COMMENTS F 000

 A Recertification and Complaint survey was 

conducted by Healthcare Management Solutions, 

LLC on behalf of the New Jersey Department of 

Health. The facility was found to be in substantial 

compliance with 42 CFR 483 subpart B.

Survey Dates: 06/19/23-06/21/23

Census Size: 17

Sample Size: 16

Supplemental Residents: 0

No deficiencies were related to Intake 

NJ00164902
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 S 000 Initial Comments  S 000

The facility is 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 Healthcare Management Solutions, 

LLC on behalf of the New Jersey Department of 

Health on 06/21/2023. The facility was found to 

be in compliance with 42 CFR 483.73.

.

 

K 000 INITIAL COMMENTS K 000

 .

A Life Safety Code Survey was conducted by 

Healthcare Management Solutions, LLC on 

behalf of the New Jersey Department of Health, 

Health Facility Survey and Field Operations on 

06/21/23 and 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.

Care Connection Rahway is a four-story building 

with a basement that was built in the 1950's. 

Acute care is located on the fourth floor. It is 

composed of Type I protected construction. The 

facility is divided into two - smoke zones. The 

generator does approximately 100 % of the 

building as per the Director of Plant Operations. 

The current occupied beds are 20 of 23.

.
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