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Initial Comments

Initial Comments:
TYPE OF SURVEY: Complaint

COMPLAINT #: NJ 00170562, NJ 00180745, NJ
00183459

DATE OF SURVEY: 10/2/2025
CENSUS: 97

SAMPLE SIZE: 7

THE FACILITY IS 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.
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