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 A 000 Initial Comments

Initial Comments:

 A 000

Type of survey:  Phase 3/Final Phase of the 

Renovation Project:  An off-site approval with 

Attestation of Compliance for cosmetic  upgrades 

of the first floor and second floor areas:  Dining 

rooms, Conference areas, Town Hall, existing 

Library, existing Wellness Waiting Room, 

Activities, Salon, and rest rooms.  No construction 

were involved.  

CENSUS:  120

SAMPLE SIZE: 0

The facility was in substantial compliance with 

New Jersey Administrative Code, Chapter 8:36, 

Standards for Licensure of Assisted Living 

Residences, Comprehensive Personal Care 

Homes, and Assisted Living Programs, based on 

this initial survey visit.
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