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Initial Comments

Initial Comments:
Type of Survey: Complaint

Complaint #'s : NJ00188275, NJ00186485
Census: 99
Sample Size: 4

The facility is not in substantial compliance with
all of the standards in the New Jersey
Administrative Code 8:36, Standards for
Licensure of Assisted Living Residences,
Comprehensive Personal Care Homes and
Assisted Living Programs. 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 provisions of New Jersey
Administrative Code Title 8, Chapter 43E,
Enforcement of Licensure Regulations.

8:36-5.1(h) Types of Services Provided to
Residents

(h) In accordance with N.J.S.A. 26:2H-12.16 et
seq., a new assisted living residence or
comprehensive personal care home licensed on
or after September 1, 2001, shall attain a level of
occupancy by Medicaid-eligible persons of at
least 10 percent of its total bed complement
within

three years of licensure and shall maintain this
level of Medicaid occupancy thereafter.
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This REQUIREMENT is not met as evidenced
by:

Based on interview and record review, it was
determined that the facility failed to attain a level
of occupancy by Medicaid-eligible persons of at
least ten percent (10%) of its total bed
complement within three years of licensure as
required. This deficient practice was evidenced
by the following:

On 7/30/25 at 9:15 a.m., the surveyor interviewed
the "Special Project Administrator" (SPA) who
informed the surveyor that the current census of
residents was 99. The surveyor inquired about
the number of current Medicaid-recipient
residents. The SPA stated that the facility's
Medicaid provider application was not yet
approved by the Medicaid Program, and therefore
the facility did not currently have
Medicaid-recipient residents.

Additionally, the surveyor inquired about whether
there were residents who were currently eligible
or had applied to become Medicaid-recipients.
The SPA stated she thought there were several
residents, and that she would provide the
surveyor with more information. During the
interview, the SPA confirmed that the facility had
been open since April of 2022.

At 9:45 a.m., during a follow up interview with the
SPA, she stated that there were Medicaid-eligible
residents as folIows Four (4) re5|dents were in
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At 1:45 p.m., the surveyor reviewed the facility's
Medicaid Disclosure Statement provided by the
Assistant Administrator which revealed that the
facility participated in the Managed Long-Term
Services and Supports (MLTSS) Medicaid
program. Further review of the Medicaid
Disclosure Statement revealed a "Spend-down"
requirement as follows: "An individual must be a
"private pay" resident of the (facility) for a
continuous period of at least two years in order to
qualify for placement in a bed designated by the
(facility)" for Medicaid-recipients, and "when such
a bed becomes available."

The Assistant Administrator provided
documentation of the facility Medicaid Provider
application which was submitted by the facility.
The surveyor reviewed the document which was
titled, "Assisted Living Waiver New Jersey
Medicaid Provider Application," and observed the
document was dated 8/20/2024 and signed by the
facility Executive Director.

On 8/1/25, post survey, the surveyor emailed the
Assistant Administrator to verify if the Medicaid
application dated 8/20/24 was the first application
submitted by the facility.

On 8/5/25, the surveyor reviewed the Assistant
Administrator's email response which confirmed
that the application submitted on 8/20/2024, was
the first Assisted Living Waiver New Jersey
Medicaid Provider Application, submitted by the
facility.

At 12:10 p.m., the surveyor interviewed the SPA
via telephone and inquired whether the pending
Medicaid-eligible residents had started the
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application process. She informed the surveyor

that one (1) resident was approved for Medicaid,

however since the other five (5) residents had not

completed their financial "spend down", those

residents had not started the application process

yet, nor were they approved for Medicaid

benefits.
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This report is completed by a State surveyor to show those deficiencies previously reported that have been corrected and the date such
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