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 A 000 Initial Comments

Initial Comments:

 A 000

TYPE OF SURVEY:  Complaint 

COMPLAINT #:  NJ 00151503

CENSUS:  73

SAMPLE SIZE:  3

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.

 

 A1073 8:36-15.6(b) Resident Records

(b) All assessments and treatments by health 

care and service providers shall be entered 

according to the standards of professional 

practice. Documentation and/or notes from all 

health care and service providers shall be 

entered according to the standards of 

professional practice.

This REQUIREMENT  is not met as evidenced 

by:

 A1073
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 A1073Continued From page 1 A1073

Complaint #: NJ 00151503

Based on interview, record review and pertinent 

facility documents, it was determined that the 

facility failed to ensure that  were 

consistently documented in a resident's medical 

record for 1 of 3 residents reviewed, Resident #2 

as evidenced by the following:

On 5/30/24 at 11:50 a.m., the surveyor reviewed 

Resident #2's closed Medical Record (MR) which 

revealed the resident moved into the facility 

 and moved out  

 with diagnosis which included  

 Surveyor review of the MR observed 

"Progress Note" (PN) dated at 4:31 p.m., 

written by a Resident Care Coordinator (RCC) 

which documented that Resident #2's  

 were discussed with the family. In 

addition, the RCC documented those reports 

revealed the resident's  was  

Continued review of the resident's MR, the 

surveyor observed a document titled, 

"Documentation Survey Report" for "Interventions 

and Tasks" dated . The surveyor also 

observed that there were no documented initials 

next to " " from "6 a.m., to 2 

p.m.," to indicate the resident received his/her 

 as scheduled. 

Additionally, the surveyor observed that the 

following dates were not initialed for  

 

 

 

 

 

and , a total of 
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 A1073Continued From page 2 A1073

At 12:00 p.m., the surveyor interviewed a Lead 

Care Manager (LCM) regarding residents' 

 schedules and documentation. The 

LCM stated that the resident's  

schedule was in the resident's General Service 

Plan (GSP). The LCM explained that staff would 

sign out when the resident's  and/or  

was given or refused in the electronic MR on the 

CM note pad.

At 12:40 p.m., the surveyor interviewed the 

Regional Director of Nursing (RDON) regarding 

the  documentation in 

Resident #3's MR. The RDON stated that she 

was not aware that the resident's  

status were not documented in the MR by staff.

At 12:45 p.m., the surveyor interviewed the 

Executive Director (ED) regarding the missed 

showers/baths documentation for Resident #2. 

The ED stated that the procedure was for the CM 

to initial the shower or bath status in the MR.

The surveyor reviewed the facility policy and 

procedure titled, "General service Plan" which 

revealed "...The Care Manager: ...b. Provides the 

services written on the General Service Plan. c. 

Signs the General Service Plan once to enable 

initial identification. d. Documents in the Daily log 

care not completed from the General Service 

Plan. ...The lead Care Manager: Follows up on 

documentation in the daily log. ..."
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TYPE OF SURVEY:  Complaint 

COMPLAINT #:  NJ 00151503

CENSUS:  73

SAMPLE SIZE:  3

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.
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