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 A 000 Initial Comments

Initial Comments:

 A 000

CENSUS: 159
SAMPLE SIZE: 5
TYPE OF SURVEY: Standard Survey of 148 
residential units

The facility is in substantial compliance with all 
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.

A Life Safety Code Survey was conducted by the 
State Agency on 11/11/2025 - 11/11/2025. 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.
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