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Continued from page 1
for the care of the resident. 

(B) Resident representative information including 
contact information 

(C) Advance Directive information 

(D) All special instructions or precautions for ongoing
care, as appropriate. 

(E) Comprehensive care plan goals; 

(F) All other necessary information, including a copy 
of the resident's discharge summary, consistent with 
§483.21(c)(2) as applicable, and any other 
documentation, as applicable, to ensure a safe and 
effective transition of care. 

§483.15(c)(3) Notice before transfer. 

Before a facility transfers or discharges a resident, 
the facility must- 

(i) Notify the resident and the resident's 
representative(s) of the transfer or discharge and the
reasons for the move in writing and in a language and 
manner they understand. The facility must send a copy 
of the notice to a representative of the Office of the
State Long-Term Care Ombudsman. 

(ii) Record the reasons for the transfer or discharge 
in the resident's medical record in accordance with 
paragraph (c)(2) of this section; and 

(iii) Include in the notice the items described in 
paragraph (c)(5) of this section. 

§483.15(c)(4) Timing of the notice. 

(i) Except as specified in paragraphs (c)(4)(ii) and 
(c)(8) of this section, the notice of transfer or 
discharge required under this section must be made by 
the facility at least 30 days before the resident is 
transferred or discharged. 

(ii) Notice must be made as soon as practicable before
transfer or discharge when- 

(A) The safety of individuals in the facility would be
endangered under paragraph (c)(1)(i)(C) of this 
section; 

Continued from page 1
notice (bed hold policy) was provided to 
residents/responsible party. Audits will be completed 
daily x 5, weekly x 4 and then monthly x 2 months. 
Findings will be submitted monthly to the Quality 
Assurance Performance Improvement Committee for further
review and recommendations as needed. The QAPI 
Committee consists of the Administrator, DON, IP & 
Medical Director. 
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Continued from page 2
(B) The health of individuals in the facility would be
endangered, under paragraph (c)(1)(i)(D) of this 
section; 

(C) The resident's health improves sufficiently to 
allow a more immediate transfer or discharge, under 
paragraph (c)(1)(i)(B) of this section; 

(D) An immediate transfer or discharge is required by 
the resident's urgent medical needs, under paragraph 
(c)(1)(i)(A) of this section; or 

(E) A resident has not resided in the facility for 30 
days. 

§483.15(c)(5) Contents of the notice. The written 
notice specified in paragraph (c)(3) of this section 
must include the following: 

(i) The reason for transfer or discharge; 

(ii) The effective date of transfer or discharge; 

(iii) The location to which the resident is transferred
or discharged; 

(iv) A statement of the resident's appeal rights, 
including the name, address (mailing and email), and 
telephone number of the entity which receives such 
requests; and information on how to obtain an appeal 
form and assistance in completing the form and 
submitting the appeal hearing request; 

(v) The name, address (mailing and email) and telephone
number of the Office of the State Long-Term Care 
Ombudsman; 

(vi) For nursing facility residents with intellectual 
and developmental disabilities or related disabilities,
the mailing and email address and telephone number of 
the agency responsible for the protection and advocacy
of individuals with developmental disabilities 
established under Part C of the Developmental 
Disabilities Assistance and Bill of Rights Act of 2000
(Pub. L. 106-402, codified at 42 U.S.C. 15001 et seq.);
and 

(vii) For nursing facility residents with a mental 
disorder or related disabilities, the mailing and email
address and telephone number of the agency responsible
for the protection and advocacy of individuals with a 
mental disorder established under the Protection and 
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Continued from page 3
Advocacy for Mentally Ill Individuals Act. 

§483.15(c)(6) Changes to the notice. 

If the information in the notice changes prior to 
effecting the transfer or discharge, the facility must
update the recipients of the notice as soon as 
practicable once the updated information becomes 
available. 

§483.15(c)(8) Notice in advance of facility closure 

In the case of facility closure, the individual who is
the administrator of the facility must provide written
notification prior to the impending closure to the 
State Survey Agency, the Office of the State Long-Term
Care Ombudsman, residents of the facility, and the 
resident representatives, as well as the plan for the 
transfer and adequate relocation of the residents, as 
required at § 483.70(l). 

§483.15(d) Notice of bed-hold policy and return- 

§483.15(d)(1) Notice before transfer. Before a nursing
facility transfers a resident to a hospital or the 
resident goes on therapeutic leave, the nursing 
facility must provide written information to the 
resident or resident representative that specifies- 

(i) The duration of the state bed-hold policy, if any,
during which the resident is permitted to return and 
resume residence in the nursing facility; 

(ii) The reserve bed payment policy in the state plan,
under § 447.40 of this chapter, if any; 

(iii) The nursing facility's policies regarding 
bed-hold periods, which must be consistent with 
paragraph (e)(1 ) of this section, permitting a 
resident to return; and 

(iv) The information specified in paragraph (e)(1) of 
this section. 

§483.15(d)(2) Bed-hold notice upon transfer. At the 
time of transfer of a resident for hospitalization or 
therapeutic leave, a nursing facility must provide to 
the resident and the resident representative written 
notice which specifies the duration of the bed-hold 
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Continued from page 20
§483.60(i) Food safety requirements. 

The facility must - 

§483.60(i)(1) - Procure food from sources approved or 
considered satisfactory by federal, state or local 
authorities. 

(i) This may include food items obtained directly from
local producers, subject to applicable State and local
laws or regulations. 

(ii) This provision does not prohibit or prevent 
facilities from using produce grown in facility 
gardens, subject to compliance with applicable safe 
growing and food-handling practices. 

(iii) This provision does not preclude residents from 
consuming foods not procured by the facility. 

§483.60(i)(2) - Store, prepare, distribute and serve 
food in accordance with professional standards for food
service safety. 

This REQUIREMENT is NOT MET as evidenced by: 

Based on observation, interview, and the 2017 Food Code
of the United States (U.S.) Public Health Service and 
U.S. Food and Drug Administration (FDA), the facility 
failed to prevent the potential for cross-contamination
by allowing the drain from the ice machine to extend 
down into the floor drain. This had the potential to 
affect 156 of 165 residents receiving meals from the 
kitchen. 

Findings include: 

Review of the facility's policy titled, "Ice Machines 
and Ice Storage Chests," dated January 2012 (sic) 
revealed, "Policy Statement: Ice machines and ice 
storage/distribution containers will be used and 
maintained to assure a sage and sanitary supply of ice.
Policy Interpretation and Implementation: 1. Ice-making
machines, ice storage chests/containers, and ice can 
all become contaminated by: …d. improper storage or 
handling of ice…3. Our facility has established 
procedures for cleaning and disinfecting ice machines 
and ice storage chests which adhere to the 
manufacturer's instructions." 

Continued from page 20

The Reg Dir of Plant Operations will re-educate the 
Maintenance staff as it relates to preventative 
maintenance. 

The Administrator will complete audits of ice machines
and related air gaps weekly X 4 and then monthly X 2. 
Variances will be addressed. Findings will be submitted
monthly to the Quality Assurance Performance 
Improvement Committee for further review and 
recommendations as needed. The QAPI Committee consists
of the Administrator, DON, IP & Medical Director. 
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S0000 S0000 09/25/2025Initial Comments 

 

The facility is not in compliance with the Standards in
the New Jersey Administrative Code, Chapter 8:39, 
Standards for Licensure of Long Term Care Facilities. 
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 the Provisions of the New Jersey 
Administrative Code, Title 8, Chapter 43E, Enforcement
of Licensure Regulations. 

 

S0560 S0560 09/05/2025Mandatory Access to Care 

CFR(s): 8:39-5.1(a) 

The facility shall comply with applicable Federal, 
State, and local laws, rules, and regulations. 

This LICENSURE REQUIREMENT is NOT MET as evidenced by:

Based on review of pertinent facility documentation, it
was determined the facility failed to maintain the 
required minimum direct care staff-to-resident ratios 
as mandated by the state of New Jersey. 

Findings include: 

Reference: New Jersey Department of Health (NJDOH) 
memo, dated 01/28/2021, "Compliance with N.J.S.A. (New
Jersey Statutes Annotated) 30:13-18, new minimum 
staffing requirements for nursing homes," indicated the
New Jersey Governor signed into law P.L. 2020 c 112, 
codified at N.J.S.A. 30:13-18 (the Act), which 
established minimum staffing requirements in nursing 
homes. The following ratio(s) were effective on 
02/01/2021: 

One Certified Nurse Aide (CNA) to every eight residents
for the day shift. 

CORRECTIVE ACTION(S): 

Lawrence Rehabilitation and HCC is actively trying to 
hire CNAs. 

"DON, staffing coordinator or designee will review 
staffing callouts daily and make every effort to 
replace. 

IDENTIFICATION OF RESIDENTS WHO HAVE THE POTENTIAL TO 
BE AFFECTED BY THE SAME DEFICIENT PRACTICE 

All residents have the potential to be affected by this
practice. 

MEASURES PUT IN PLACE: 

Facility's Recruitment and Retention Strategies and 
Efforts to comply with the State's Staffing Ratios have
been in progress, which include but are not limited to
the following: 

Recruitment bonus to encourage referrals from current 
staff 

Continue running ads in various social media platforms.

Office of Primary Care and Health Systems Management

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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S0560 S0560Continued from page 1
One direct care staff member to every 10 residents for
the evening shift, provided that no fewer than half of
all staff members shall be CNAs, and each direct staff
member shall be signed in to work as a CNA and shall 
perform nurse aide duties: and 

One direct care staff member to every 14 residents for
the night shift, provided that each direct care staff 
member shall sign in to work as a CNA and perform CNA 
duties. 

For the week of Complaint staffing at the Main Building
from 09/08/24 to 09/14/2024, the facility was deficient
in CNA staffing for residents on 6 of 7 day shifts as 
follows: 

-09/08/24 had 11 CNAs for 105 residents on the day 
shift, required at least 13 CNAs. 

-09/09/24 had 11 CNAs for 105 residents on the day 
shift, required at least 13 CNAs. 

-09/10/24 had 12 CNAs for 105 residents on the day 
shift, required at least 13 CNAs. 

-09/12/24 had 12 CNAs for 110 residents on the day 
shift, required at least 14 CNAs. 

-09/13/24 had 12 CNAs for 110 residents on the day 
shift, required at least 14 CNAs. 

-09/14/24 had 11 CNAs for 110 residents on the day 
shift, required at least 14 CNAs. 

For the 2 weeks of Complaint staffing at the Main 
Building from 10/13/2024 to 10/19/2024, the facility 
was deficient in CNA staffing for residents on 10 of 
14-day shifts as follows: -10/13/24 had 11 CNAs for 108
residents on the day shift, required at least 13 CNAs.

-10/15/24 had 12 CNAs for 107 residents on the day 
shift, required at least 13 CNAs. 

-10/17/24 had 12 CNAs for 106 residents on the day 
shift, required at least 13 CNAs. 

-10/18/24 had 12 CNAs for 106 residents on the day 
shift, required at least 13 CNAs. 

-10/20/24 had 11 CNAs for 106 residents on the day 
shift, required at least 13 CNAs. 

-10/21/24 had 12 CNAs for 105 residents on the day 

Continued from page 1

Increased Sponsorships of advertisements on social 
media platforms. 

Flexible shifts and schedules 

The facility implemented higher rates for C.N.A. to 
develop a per diem pool. 

Nursing staff will assist in covering open C.N.A shifts
when needed. 

Daily Labor Meeting 

MONITORING OF MEASURES: 

Staffing Coordinator will provide weekly reports to the
Director of Nursing and Administrator regarding all 
efforts made to try to comply with the State’s Staffing
Ratios. 

Reports will be submitted to the QAPI Committee monthly
X 3 months. 

After 3 months QAPI Committee will review if any 
further changes have to be made. 
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shift, required at least 13 CNAs. 

-10/22/24 had 11 CNAs for 105 residents on the day 
shift, required at least 13 CNAs. 

-10/23/24 had 12 CNAs for 105 residents on the day 
shift, required at least 13 CNAs. 

-10/25/24 had 12 CNAs for 105 residents on the day 
shift, required at least 13 CNAs. 

-10/26/24 had 13 CNAs for 112 residents on the day 
shift, required at least 14 CNAs. 

For the week of Complaint staffing at the Main Building
from 12/15/2024 to 12/21/2024, the facility was 
deficient in CNA staffing for residents on 5 of 7 day 
shifts as follows: 

-12/15/24 had 10 CNAs for 100 residents on the day 
shift, required at least 12 CNAs. 

-12/16/24 had 10 CNAs for 100 residents on the day 
shift, required at least 12 CNAs. 

-12/19/24 had 11 CNAs for 112 residents on the day 
shift, required at least 14 CNAs. 

-12/20/24 had 12 CNAs for 112 residents on the day 
shift, required at least 14 CNAs. 

-12/21/24 had 12 CNAs for 112 residents on the day 
shift, required at least 14 CNAs. 

For the week of Complaint staffing in the Main Building
from 06/29/2025 to 07/05/2025, the facility was 
deficient in CNA staffing for residents on 6 of 7 day 
shifts as follows: 

-06/29/25 had 11 CNAs for 110 residents on the day 
shift, required at least 14 CNAs. 

-06/30/25 had 10 CNAs for 110 residents on the day 
shift, required at least 14 CNAs. 

-07/01/25 had 12 CNAs for 110 residents on the day 
shift, required at least 14 CNAs. 

-07/02/25 had 12 CNAs for 110 residents on the day 
shift, required at least 14 CNAs. 

-07/03/25 had 13 CNAs for 110 residents on the day 
shift, required at least 14 CNAs. 

STATE FORM Event ID: 1D5122-H1 Facility ID: NJ31103 If continuation sheet Page 3 of 5



PRINTED: 12/30/2025

New Jersey State Department of Health

FORM APPROVED

STATEMENT OF DEFICIENCIES
 AND PLAN OF CORRECTIONS

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:
031103

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY COMPLETED

09/04/2025

NAME OF PROVIDER OR SUPPLIER

LAWRENCE REHAB & HCC/THE MEADOWS AT LAWRENCE

STREET ADDRESS, CITY, STATE, ZIP CODE

1 BISHOPS DRIVE , LAWRENCEVILLE, New Jersey, 08648

(X4) ID 
PREFIX 

TAG

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID 
PREFIX 

TAG

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE

 CROSS-REFERENCED TO THE
 APPROPRIATE DEFICIENCY)

(X5) 
COMPLETION

 DATE

S0560 S0560Continued from page 3
-07/05/25 had 10 CNAs for 112 residents on the day 
shift, required at least 14 CNAs. 

For the week of Complaint staffing for the Main 
Building from 07/20/2025 to 07/26/2025, the facility 
was deficient in CNA staffing for residents on 7 of 7 
day shifts as follows: 

-07/20/25 had 11 CNAs for 110 residents on the day 
shift, required at least 14 CNAs. 

-07/21/25 had 13 CNAs for 110 residents on the day 
shift, required at least 14 CNAs. 

-07/22/25 had 12 CNAs for 110 residents on the day 
shift, required at least 14 CNAs. 

-07/23/25 had 12 CNAs for 110 residents on the day 
shift, required at least 14 CNAs. 

-07/24/25 had 11 CNAs for 115 residents on the day 
shift, required at least 14 CNAs. 

-07/25/25 had 12 CNAs for 115 residents on the day 
shift, required at least 14 CNAs. 

-07/26/25 had 10 CNAs for 115 residents on the day 
shift, required at least 14 CNAs. 

For the 2 weeks of staffing in the main Building prior
to survey from 08/17/25 to 08/30/2025, the facility was
deficient in CNA staffing for residents on 13 of 14 day
shifts as follows: 

-08/17/25 had 12 CNAs for 108 residents on the day 
shift, required at least 13 CNAs. 

-08/18/25 had 12 CNAs for 108 residents on the day 
shift, required at least 13 CNAs. 

-08/19/25 had 11 CNAs for 108 residents on the day 
shift, required at least 13 CNAs. 

-08/20/25 had 10 CNAs for 108 residents on the day 
shift, required at least 13 CNAs. 

-08/22/25 had 12 CNAs for 116 residents on the day 
shift, required at least 14 CNAs. 

-08/23/25 had 12 CNAs for 116 residents on the day 
shift, required at least 14 CNAs. 

-08/24/25 had 13 CNAs for 116 residents on the day 
shift, required at least 14 CNAs. 
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-08/25/25 had 13 CNAs for 118 residents on the day 
shift, required at least 15 CNAs. 

-08/26/25 had 11 CNAs for 116 residents on the day 
shift, required at least 14 CNAs. 

-08/27/25 had 11 CNAs for 116 residents on the day 
shift, required at least 14 CNAs. 

-08/28/25 had 10 CNAs for 116 residents on the day 
shift, required at least 14 CNAs. 

-08/29/25 had 10 CNAs for 116 residents on the day 
shift, required at least 14 CNAs. 

-08/30/25 had 10 CNAs for 114 residents on the day 
shift, required at least 14 CNAs. 
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An offsite/desk review of the facility's Plan of 
Correction was conducted on 12/19/2025 in relation to 
the 9/4/2025 Recertification survey. The facility was 
found to be in compliance with 42 CFR Part 483, 
Requirements for Long Term Care Facilities. 
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An offsite/desk review of the facility's Plan of 
Correction was conducted on 12/19/2025 in relation to 
the 9/4/2025 State of New Jersey Re-Licensure survey. 
The facility was found to be in compliance with the 
Standards in the New Jersey Administrative Code, 
Chapter 8:39, Standards for Licensure of Long Term Care
Facilities 
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K0000 K0000Continued from page 1

The cottage has 10 certified beds. At the time of 
survey the census was 8. 

Building 5 - (#8 Meadows) Effective date: 09/01/16 

The cottage has 10 certified beds. At the time of 
survey the census was 10. 

Building 6 - (#10 Meadows) Effective date: 09/01/16 

The cottage has 10 certified beds. At the time of 
survey the census was 6. 

Building 7 - (#12 Meadows) Effective date: 09/01/16 

The cottage has 10 certified beds. At the time of 
survey the census was 7. 

K0324 K0324

SS = F

10/09/2025Cooking Facilities 

CFR(s): NFPA 101 

Cooking Facilities 

Cooking equipment is protected in accordance with NFPA
96, Standard for Ventilation Control and Fire 
Protection of Commercial Cooking Operations, unless: 

* residential cooking equipment (i.e., small appliances
such as microwaves, hot plates, toasters) are used for
food warming or limited cooking in accordance with 
18.3.2.5.2, 19.3.2.5.2 

* cooking facilities open to the corridor in smoke 
compartments with 30 or fewer patients comply with the
conditions under 18.3.2.5.3, 19.3.2.5.3, or 

* cooking facilities in smoke compartments with 30 or 
fewer patients comply with conditions under 18.3.2.5.4,
19.3.2.5.4. 

Cooking facilities protected according to NFPA 96 per 
9.2.3 are not required to be enclosed as hazardous 
areas, but shall not be open to the corridor. 

18.3.2.5.1 through 18.3.2.5.4, 19.3.2.5.1 through 
19.3.2.5.5, 9.2.3, TIA 12-2 

This STANDARD is NOT MET as evidenced by: 

The placard near the K-Guard fire extinguisher in the 
main building was installed on 9/15/2025. 

The remote manual pull station in Meadows house #4 will
be repaired by the vendor on an estimated date of 
10/9/2025, pending part arrival. 

The remote manual pull station glass tube was replaced
in Meadows house #6. 

Entire facility (Meadows and Main Building) has 
potential to be affected. There are no other K-Guard 
fire extinguishers. Pull stations were inspected at the
Meadows and the main building. No other variances were
identified. 

The Administrator re-educated the Maintenance 
Department on the requirements for K-Guard fire 
extinguishers and fire extinguisher pull stations. 

Maintenance Director will conduct an audit of K-Guard 
fire extinguisher to ensure the placard is installed. 
Maintenance Director will conduct an audit of at least
5 fire extinguishers to ensure the pull station tube 
glass is NOT broken. These audits will be conducted 
weekly x 4 weeks; then, monthly x 3 months. Frequency 
of additional audits will be determined based on audit
findings. Results will be forwarded to the quarterly 
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An Emergency Preparedness Survey was conducted by 
Healthcare Management Solutions, LLC on behalf of the 
New Jersey Department of Health (NJDOH), Health 
Facility Survey and Field Operations on 09/02/25. The 
facility was found to be in compliance with 42 CFR 
483.73. 
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K0000

Bldg. 01

K0000 12/19/2025INITIAL COMMENTS 

An offsite/desk review of the facility's Plan of 
Correction was conducted on 12/19/2025 in relation to 
the 9/4/2025 Life Safety Code survey. The facility was
found to be in compliance with the requirements for 
participation in Medicare/Medicaid at 42 CFR 483.90(a),
Life Safety from Fire, and the 2012 Edition of the 
National Fire Protection Association (NFPA) 101, Life 
Safety Code (LSC), Chapter 19 EXISTING Health Care 
Occupancy. 
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