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UNITED METHODIST COMMUNITIES AT THE SHORES

A000| Initial Comments A 000

Initial Comments:

TYPE OF SURVEY: Inspection Survey of Phase
Il of the Renovation Project, which includes the
renovation and reconfiguration of the first floor to
create additional amenity spaces, including the
Cafe/Bistro with kitchenette and serving area and
relocated gift shop. Inspection of the cosmetic
renovation with new furnishing, lighting, furniture,
and fixtures for the existing lobby, dining rooms,
offices, storage rooms, and four (4) bathrooms.

This Inspection does not change the current 255
Licensed beds.

CENSUS: 131

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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