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 M 000 Initial Comments  M 000

Type of Survey:  Relocation/Expansion

1) The facility is requesting a relocation from 20 
Jackson Street 1-A Freehold, NJ 07728 to 426 
Raritan Street Sayreville, NJ 08872.

2) The facility is requesting a licensed slot 
increase of 60 for a total of 110 slots.

Census: 0  

Sample Size: 0

The facility was in substantial compliance with all 
of the standards in the New Jersey Administrative 
Code, Chapter 8:43F, Standards for Licensure of 
Adult Day Health Services.
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