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F0000 
 

INITIAL COMMENTS  
 
Survey Date: 2/25/26  
 
Census: 32  
 
Sample: 12 + 2 closed records  
 
A Recertification Survey was conducted to determine 
compliance with 42 CFR Part 483, Requirements for 
Long Term Care Facilities. Deficiencies were cited  
for this survey.  
 

F0000  
 

04/08/2026

F0802 
SS = F

Sufficient Dietary Support Personnel  
 
CFR(s): 483.60(a)(3)(b)  
 
§483.60(a) Staffing  
 
The facility must employ sufficient staff with the  
appropriate competencies and skills sets to carry  
out the functions of the food and nutrition service,  
taking into consideration resident assessments,  
individual plans of care and the number, acuity and 
diagnoses of the facility's resident population in  
accordance with the facility assessment required at 
§483.71.  
 
 
§483.60(a)(3) Support staff.  
 
The facility must provide sufficient support  
personnel to safely and effectively carry out the  
functions of the food and nutrition service.  
 
 
§483.60(b) A member of the Food and Nutrition  
Services staff must participate on the  
interdisciplinary team as required in § 483.21(b)(2)(ii). 
 
This REQUIREMENT is NOT MET as evidenced by:  
 
Based on observation and interview it was  
determined the the facility failed to ensure that the  
Dietary staff had the appropriate skill sets and  
competencies to ensure a) staff maintained a  
sanitary dietary environment, b) a process was in  
place to ensure recipes were followed to ensure

F0802 1.  
 
All residents are potentially at risk. Immediate  
corrective actions included: removal of all expired,  
unlabeled, and improperly stored food items from  
the refrigerator and dry storage; removal of all worn 
cutting boards; deep cleaning of the walk-in  
refrigerator, oven, steam table, dry storage room,  
and all food contact surfaces; and replacement of  
rusted food storage racks.  
 
 
2.  
 
All residents were potentially at risk for foodborne  
illness or inadequate nutritional intake as a result of 
this deficient practice. A 100% audit of the kitchen  
environment and dietary staff practices will be  
completed by the Director of Dining Services (DDS)  
and Licensed Nursing Home Administrator. All food 
items were inspected, mislabeled or expired  
products were discarded, and all food contact  
surfaces were cleaned and sanitized.  
 
All dietary staff, including contracted personnel,  
were in-serviced by the Director of Operations, or  
designee, on kitchen sanitation, recipe compliance of 
fortified foods and provision of diets as ordered by  
physician, the proper process for taking food  
temperatures with proper recording of food  
temperatures and cleaning of thermometers,  
handwashing and glove use compliance and a  
review of labeling, dating and discard policy.  
 

04/08/2026

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other 
safeguards provide sufficient protection to the patients. (See reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable 
90 days following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 
14 days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued 
program participation.
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Continued from page 9 
 
A review of the Assistance with Meal Service Policy 
Revised 1/15/26 revealed:  
 
 
4. For all residents, hot foods shall be held at a  
temperature of 135 degrees or above until served.  
Cold foods shall be held at 41 degrees or below until 
served …  
 
 
6. All employees who provide residents assistance  
with meals will be trained and shall demonstrate  
competency in the prevention of foodborne illness,  
including personal hygiene practices and safe food  
handling.  
 
 
A review of the Sanitation and Infection Prevention  
Policy, Issued 5/1995 revealed: In the Food &  
Nutrition Services Department: All associates  
associated with the handling of food shall wash  
hands with soap and water at the following times...  
Before handling food or clean utensils/ dishes/  
equipment; Before putting on gloves, After removing 
gloves, After any other activity that may contaminate 
the hands. Hands must be washed with soap and  
water when plating food on patient/resident units.  
Alcohol-based hand sanitizer is only used to  
decontaminate hands when delivering trays and  
there is no visible soiling of the hands (food or other 
materials). When hands are visibly soiled with food  
or other materials, hands are washed with soap and 
water.  
 
Procedures: All food handlers: Use only sinks  
designated for hand washing...All hand wash sinks  
should be easily accessible with nothing blocking  
their access in food production, food service and  
dishwashing areas. Hand washing sinks ...should be 
clean and stocked with soap, paper towels, a  
covered waste receptacle, and a Hand Wash sign..., 
Wet hands with warm water and apply a disinfectant 
soap, lathering up to mid arm. Work later into hands 
for 20 seconds, including areas under fingernails,  
between fingers, on the inside and outside of hands. 
Keep hands away from sides of sink. Rinse  
thoroughly under warm running water, allowing the  
water to flow from the arms, down top the fingertips. 
Use a paper towel to turn off the faucet to avoid  
contact with faucet germs. Dry hands with a single  
use, disposable towel. Do not use common towels  
for drying or wiping hands.  
 
The Uniform Dress Code Policy, issued 5/1995  
revealed: Associates working with food: Wear the

F0802 04/08/2026
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Continued from page 22 
gloves, After any other activity that may contaminate 
the hands. Hands must be washed with soap and  
water when plating food on patient/resident units.  
Alcohol-based hand sanitizer is only used to  
decontaminate hands when delivering trays and  
there is no visible soiling of the hands (food or other 
materials). When hands are visibly soiled with food  
or other materials, hands are washed with soap and 
water.  
 
Procedures: All food handlers: Use only sinks  
designated for hand washing...All hand wash sinks  
should be easily accessible with nothing blocking  
their access in food production, food service and  
dishwashing areas. Hand washing sinks ...should be 
clean and stocked with soap, paper towels, a  
covered waste receptacle, and a Hand Wash sign..., 
Wet hands with warm water and apply a disinfectant 
soap, lathering up to mid arm. Work later into hands 
for 20 seconds, including areas under fingernails,  
between fingers, on the inside and outside of hands. 
Keep hands away from sides of sink. Rinse  
thoroughly under warm running water, allowing the  
water to flow from the arms, down top the fingertips. 
Use a paper towel to turn off the faucet to avoid  
contact with faucet germs. Dry hands with a single  
use, disposable towel. Do not use common towels  
for drying or wiping hands.  
 
The Uniform Dress Code Policy, Issued 5/1995  
revealed: Associates working with food: Wear the  
approved hair restraint when on duty regardless of  
length or presence of hair. Restrain all facial hair  
with a beard net/restraint.  
 
The Food Contact Surfaces Policy Issued 5/1995  
revealed: Food Contact Surfaces: Food contact  
surfaces are in good condition, made of non-toxic  
material and are easily cleanable... The food contact 
surfaces of all cooking equipment shall be kept free 
of encrusted grease deposits and other accumulated 
soil. Discard any food contact surfaces with chips,  
nicks or broken pieces ...which cannot be cleaned  
properly. Nonfood Contact Surfaces: Food carts are 
sanitized after each meal. Nonfood contact surfaces 
of equipment, such as handles on reach in units,  
sides of sinks, gaskets on cooler and freezer doors 
...shall be cleaned as often as necessary to keep the 
equipment free of accumulation of dust, dirt, food  
particles, and other debris.  
 
The Food and Supply Policy, Issues 5/1995  
revealed: All food, non-food items and supplies  
used in food preparations shall be stored in such a 
manner as to prevent contamination to maintain the 
safety and wholesomeness of the food for human
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NJAC 8:39- 19.3(a)  
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Facility Assessment  
 
CFR(s): 483.71(a)(1)(3)(b)(1)(c)(1)-(5)  
 
§483.71 Facility assessment.  
 
The facility must conduct and document a  
facility-wide assessment to determine what  
resources are necessary to care for its residents  
competently during both day-to-day operations  
(including nights and weekends) and emergencies.  
The facility must review and update that assessment, 
as necessary, and at least annually. The facility must 
also review and update this assessment whenever  
there is, or the facility plans for, any change that  
would require a substantial modification to any part 
of this assessment.  
 
 
§483.71(a) The facility assessment must address or  
include the following:  
 
§483.71(a)(1) The facility's resident population,  
including, but not limited to:  
 
(i) Both the number of residents and the facility's  
resident capacity;  
 
(ii) The care required by the resident population,  
using evidence-based, data-driven "methods" that  
considering the types of diseases, conditions,  
physical and behavioral health needs, cognitive  
disabilities, overall acuity, and other pertinent facts  
that are present within that population, consistent  
with and informed by individual resident  
assessments as required under § 483.20;  
 
(iii) The staff competencies and skill sets that are  
necessary to provide the level and types of care  
needed for the resident population;  
 
(iv)The physical environment, equipment, services,  
and other physical plant considerations that are  
necessary to care for this population; and  
 
(v) Any ethnic, cultural, or religious factors that may 
potentially affect the care provided by the facility,  
including, but not limited to, activities and food and 
nutrition services.  
 
 
§483.71(a)(2) The facility's resources, including but  
not limited to the following:  

F0838 1.  
 
The Licensed Nursing Home Administrator (LNHA)  
and other department heads reviewed the Facility  
Assessment (FA) and initiated competencies for the 
contracted dietary staff. In addition, the  
competencies for all nursing staff were reviewed and 
competencies were initiated.  
 
 
2.  
 
All residents are potentially affected by an  
incomplete FA that does not reflect required  
competencies for all staff providing care. A review of 
the FA was initiated. by the LNHA, Director Of  
Nursing (DON), and department heads to identify all 
gaps in the competency and training sections,  
including those for the contracted dietary service.  
 
 
3.  
 
The Licensed Nursing Home Administrator convened 
a multidisciplinary team including nursing, dietary,  
and other relevant departments to revise the Facility 
Assessment. The revised FA will include:  
 
- Specific staff competencies and skill sets required 
for each department, including the contracted dietary 
service, consistent with the resident population's  
care needs.  
 
- Required training topics and competency validation 
methods for nursing, dietary, and ancillary staff.  
 
- Integration of the contracted food service  
department as a required component of the FA  
under the resources section (contracted services).  
 
The FA will be reviewed and updated at least  
annually or whenever there is a significant change in 
the resident population, staffing, or contracted  
services.  
 
 
4.  
 
The Licensed Nursing Home Administrator will  
review the completed and revised FA with  
department heads monthly and confirm all sections 
are facility-specific and include required  
competencies. Compliance will be reported to the  
Quality Assurance Performance Improvement (QAPI)

04/08/2026
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Continued from page 26 
(i) All buildings and/or other physical structures and 
vehicles;  
 
(ii) Equipment (medical and non- medical);  
 
(iii) Services provided, such as physical therapy,  
pharmacy, behavioral health, and specific  
rehabilitation therapies;  
 
(iv) All personnel, including managers, nursing and  
other direct care staff (both employees and those  
who provide services under contract), and  
volunteers, as well as their education and/or training 
and any competencies related to resident care;  
 
(v) Contracts, memorandums of understanding, or  
other agreements with third parties to provide  
services or equipment to the facility during both  
normal operations and emergencies; and  
 
(vi) Health information technology resources, such as 
systems for electronically managing patient records 
and electronically sharing information with other  
organizations.  
 
 
§483.71(a)(3) A facility-based and community-based 
risk assessment, utilizing an all-hazards approach  
as required in §483.73(a)(1).  
 
 
§ 483.71(b) In conducting the facility assessment, the 
facility must ensure:  
 
§ 483.71(b)(1) Active involvement of the following  
participants in the process:  
 
(i) Nursing home leadership and management,  
including but not limited to, a member of the  
governing body, the medical director, an  
administrator, and the director of nursing; and  
 
(ii) Direct care staff, including but not limited to,  
RNs, LPNs/LVNs, NAs, and representatives of the  
direct care staff, if applicable.  
 
(iii) The facility must also solicit and consider input  
received from residents, resident representatives,  
and family members.  
 
 
§483.71(c) The facility must use this facility  
assessment to:  
 
§483.71(c)(1) Inform staffing decisions to ensure that 
there are a sufficient number of staff with the

F0838 Continued from page 26 
committee monthly for three months.  
 
A 100% review of the FA will be conducted at six  
months and at the annual review.
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Continued from page 27 
appropriate competencies and skill sets necessary to 
care for its residents' needs as identified through  
resident assessments and plans of care as required 
in § 483.35(a)(3).  
 
 
§483.71(c)(2) Consider specific staffing needs for  
each resident unit in the facility and adjust as  
necessary based on changes to its resident  
population.  
 
 
§483.71(c)(3) Consider specific staffing needs for  
each shift, such as day, evening, night, and adjust  
as necessary based on any changes to its resident  
population.  
 
 
§483.71(c)(4) Develop and maintain a plan to  
maximize recruitment and retention of direct care  
staff.  
 
 
§483.71(c)(5) Inform contingency planning for events 
that do not require activation of the facility's  
emergency plan, but do have the potential to affect  
resident care, such as, but not limited to, the  
availability of direct care nurse staffing or other  
resources needed for resident care.  
 
This REQUIREMENT is NOT MET as evidenced by:  
 
Based on observations, interview and document  
review it was determined that the facility failed  
identify and include the staff competencies and skill 
sets that were necessary to provide the level and  
types of care needed for the resident population  
which included the contracted food service  
department. The deficient practice affected all  
residents who resided at the facility and was  
identified by the following:  
 
On 2/18/26, the facility provided the survey team  
with a copy of the Facility Assessment (FA). A  
review of the document revealed the following:  
 
Staff training/education and competencies: Describe 
the staff training/education and competencies that  
are necessary to provide the level and types of  
support and care needed for your resident  
population. Include staff certification requirements as 
applicable. Potential data sources include hiring,  
education, training competency instruction and  
testing policies.  
 
“The [facility name] utilizes [name of computer

F0838 04/08/2026
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Continued from page 29 
that meets the requirements of this section. This  
may include but is not limited to systems and  
reports demonstrating systematic identification,  
reporting, investigation, analysis, and prevention of  
adverse events; and documentation demonstrating  
the development, implementation, and evaluation of 
corrective actions or performance improvement  
activities;  
 
 
§483.75(a)(2) Present its QAPI plan to the State  
Survey Agency no later than 1 year after the  
promulgation of this regulation;  
 
 
§483.75(a)(3) Present its QAPI plan to a State Survey 
Agency or Federal surveyor at each annual  
recertification survey and upon request during any  
other survey and to CMS upon request; and  
 
 
§483.75(a)(4) Present documentation and evidence of 
its ongoing QAPI program's implementation and the 
facility's compliance with requirements to a State  
Survey Agency, Federal surveyor or CMS upon  
request.  
 
 
§483.75(b) Program design and scope.  
 
A facility must design its QAPI program to be  
ongoing, comprehensive, and to address the full  
range of care and services provided by the facility. It 
must:  
 
 
§483.75(b)(1) Address all systems of care and  
management practices;  
 
 
§483.75(b)(2) Include clinical care, quality of life, and 
resident choice;  
 
 
§483.75(b)(3) Utilize the best available evidence to  
define and measure indicators of quality and facility 
goals that reflect processes of care and facility  
operations that have been shown to be predictive of 
desired outcomes for residents of a SNF or NF.  
 
 
§483.75(b) (4) Reflect the complexities, unique care,  
and services that the facility provides.  
 
 
§483.75(f) Governance and leadership.

F0865 Continued from page 29 
meeting minutes and active Quality Assurance  
Performance Improvement (QAPI) plans will be  
completed by the Licensed Nursing Home  
Administrator to identify any additional care or  
service areas that should be incorporated into the  
Quality Assurance Performance Improvement (QAPI) 
program.  
 
 
3.  
 
The Licensed Nursing Home Administrator revised  
the Quality Assurance Performance Improvement  
(QAPI) process to require:  
 
- Quarterly Quality Assurance Performance  
Improvement (QAPI) committee meetings with  
attendance from all department heads.  
 
- All departments to submit data-driven Quality  
Assurance Performance Improvement (QAPI) reports 
at each meeting based on audit findings, incident  
trends, complaint patterns, and survey results.  
 
- The dietary department to submit monthly  
sanitation audit results and quarterly food service  
quality data to the Quality Assurance Performance  
Improvement (QAPI) committee.  
 
- Any survey findings to be immediately added to  
the Quality Assurance Performance Improvement  
(QAPI) action plan for tracking and follow-up.  
 
 
4.  
 
The Licensed Nursing Home Administrator will chair 
monthly Quality Assurance Performance  
Improvement (QAPI) committee meetings that include 
representation from all departments. Quality  
Assurance Performance Improvement (QAPI) meeting 
minutes will document: identified concerns, root  
cause analysis, corrective actions, responsible  
parties, compliance thresholds, and target  
completion dates. The adequacy of Quality  
Assurance Performance Improvement (QAPI)  
self-identification will be evaluated at each quarterly 
meeting. Compliance with the Quality Assurance  
Performance Improvement (QAPI) program  
requirements will be reported to the governing body 
as required.
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Continued from page 30 
 
The governing body and/or executive leadership (or 
organized group or individual who assumes full legal 
authority and responsibility for operation of the  
facility) is responsible and accountable for ensuring 
that:  
 
 
§483.75(f)(1) An ongoing QAPI program is defined,  
implemented, and maintained and addresses  
identified priorities.  
 
 
§483.75(f)(2) The QAPI program is sustained during  
transitions in leadership and staffing;  
 
§483.75(f)(3) The QAPI program is adequately  
resourced, including ensuring staff time, equipment, 
and technical training as needed;  
 
 
§483.75(f)(4) The QAPI program identifies and  
prioritizes problems and opportunities that reflect  
organizational process, functions, and services  
provided to residents based on performance  
indicator data, and resident and staff input, and  
other information.  
 
 
§483.75(f)(5) Corrective actions address gaps in  
systems, and are evaluated for effectiveness; and  
 
 
§483.75(f)(6) Clear expectations are set around safety, 
quality, rights, choice, and respect.  
 
 
§483.75(h) Disclosure of information.  
 
A State or the Secretary may not require disclosure 
of the records of such committee except in so far as 
such disclosure is related to the compliance of such 
committee with the requirements of this section.  
 
 
§483.75(i) Sanctions.  
 
Good faith attempts by the committee to identify and 
correct quality deficiencies will not be used as a  
basis for sanctions.  
 
This REQUIREMENT is NOT MET as evidenced by:  
 
Based on observation, interview and document  
review it was determined that the facility failed to  
self-identify areas of concerns and develop
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Continued from page 33 
specialized IPC training beyond initial professional  
training or education prior to assuming the role.  
Training can occur through more than one course,  
but the IP must provide evidence of training through 
a certificate(s) of completion or equivalent  
documentation.  
 
 
CMS recommends specialized training include the  
following topics:  
 
• Infection prevention and control program overview, 
 
• The infection preventionist’s role,  
 
• Infection surveillance,  
 
• Outbreaks,  
 
• Principles of standard precautions (e.g., content on 
hand hygiene, personal protective equipment,  
injection safety, respiratory hygiene and cough  
etiquette, environmental cleaning and disinfection,  
and reprocessing reusable resident care equipment), 
 
• Principles of transmission-based precautions,  
 
• Resident care activities (e.g., use and care of  
indwelling urinary and central venous catheters,  
wound management, and point-of-care blood  
testing),  
 
• Water management,  
 
• Linen management,  
 
• Preventing respiratory infections (e.g., influenza,  
pneumonia),  
 
• Tuberculosis prevention,  
 
• Occupational health considerations (e.g., employee 
vaccinations, exposure control plan, and work  
exclusions),  
 
• Quality assurance and performance improvement, 
 
• Antibiotic stewardship, and  
 
• Care transitions.  
 
 
This deficient practice was evidenced by the  
following:  
 
On 2/24/26 at 9:14 AM, upon entrance the facility,

F0882 Continued from page 33 
at the annual IP role review and at any time the IP  
role changes. The updated job description will be  
implemented for all future hires or role assignments. 
Completion will be reported to the Quality Assurance 
Performance Improvement (QAPI) at March 2026  
meeting. Infection preventionist credentials will be  
reviewed yearly at Quarter 1 Quality Assurance  
Performance Improvement meeting, and upon any  
new hire.
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Continued from page 42 
referring to the resident by his or her room number, 
diagnosis, or care needs.  
 
A review of the Assistance with Meals Policy, last  
reviewed 1/15/26 revealed Procedure: B. Nursing  
staff will perform hand hygiene before serving  
residents. D. Residents who cannot feed themselves 
will be fed with attention to safety, comfort and  
dignity, by nursing staff: for example: a. Not  
standing over residents while assisting them with  
meals, , b. Keeping interactions with other staff to a 
minimum while assisting residents with meals, c.  
avoiding the use of labels when referring to  
residents (e.g., "feeders"), a. Nursing staff will feed  
those residents needing full assistance within 15  
minutes of the delivery of food trays. 4. For all  
resident, hot foods shall be held at a temperature of 
135 degrees or above until served. Cold foods shall 
be held at 41 degrees or below until served. Nursing 
and Dietary Services will establish procedures such 
that delivery of food to serving areas accommodate 
this requirement. 6. All employees who provide  
residents assistance with meals will be trained and  
shall demonstrate competency in the prevention of  
foodborne illness, including personal hygiene  
practices and safe food handling. ...  
 

F0550  04/08/2026

F0607 
SS = E

Develop/Implement Abuse/Neglect Policies  
 
CFR(s): 483.12(b)(1)-(5)(ii)(iii)  
 
§483.12(b) The facility must develop and implement  
written policies and procedures that:  
 
 
§483.12(b)(1) Prohibit and prevent abuse, neglect, and 
exploitation of residents and misappropriation of  
resident property,  
 
 
§483.12(b)(2) Establish policies and procedures to  
investigate any such allegations, and  
 
 
§483.12(b)(3) Include training as required at  
paragraph §483.95,  
 
 
§483.12(b)(4) Establish coordination with the QAPI  
program required under §483.75.  
 
 
§483.12(b)(5) Ensure reporting of crimes occurring in 
federally-funded long-term care facilities in  
accordance with section 1150B of the Act. The  
policies and procedures must include but are not

F0607 1.  
 
No residents were harmed as a result of this  
deficient practice. Employees #8, #22, and #56 were 
identified as having no criminal background report in 
their files. Employee #44 had a background check  
that was completed 264 days after the hire date.  
Immediate actions included placing each affected  
employee on administrative review status pending  
completion and verification of background checks.  
The Human Resources Director (HRD) expedited all  
outstanding background checks.  
 
 
2.  
 
All residents had the potential to be harmed with  
failure to conduct criminal background checks.. A  
100% audit of all employee files for staff hired since 
the last recertification survey was completed by  
Human Resources to identify any additional  
employees with missing or late background checks. 
All contracted dietary employees were also reviewed 
per the Dining Service Agreement. Any employee  
found to have an incomplete file was flagged and  
the appropriate background check process was  
initiated.  
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Continued from page 75 
 
A review of the provided facility policy for Cleaning 
and Disinfection of Resident-Care Items and  
Equipment, dated 3/1/17, included that  
Resident-Care equipment, including reusable items  
and durable medical equipment will be cleaned and 
disinfected according to current CDC  
recommendation for disinfection and the OSHA  
Bloodborne Pathogens Standards. Under, Procedure 
for semi-critical items consist of items that may  
come in contact with mucous membranes or  
non-intact skin. Such devices should be free from  
all microorganisms.  
 

F0880  04/08/2026
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Medicaid/Medicare Coverage/Liability Notice  
 
CFR(s): 483.10(g)(17)(18)(i)-(v)  
 
§483.10(g)(17) The facility must--  
 
(i) Inform each Medicaid-eligible resident, in writing, 
at the time of admission to the nursing facility and  
when the resident becomes eligible for Medicaid of- 
 
(A) The items and services that are included in  
nursing facility services under the State plan and for 
which the resident may not be charged;  
 
(B) Those other items and services that the facility  
offers and for which the resident may be charged,  
and the amount of charges for those services; and  
 
(ii) Inform each Medicaid-eligible resident when  
changes are made to the items and services  
specified in §483.10(g)(17)(i)(A) and (B) of this section. 
 
 
§483.10(g)(18) The facility must inform each resident 
before, or at the time of admission, and periodically 
during the resident's stay, of services available in  
the facility and of charges for those services,  
including any charges for services not covered  
under Medicare/ Medicaid or by the facility's per  
diem rate.  
 
(i) Where changes in coverage are made to items  
and services covered by Medicare and/or by the  
Medicaid State plan, the facility must provide notice 
to residents of the change as soon as is reasonably 
possible.  
 
(ii) Where changes are made to charges for other  
items and services that the facility offers, the facility 
must inform the resident in writing at least 60 days  
prior to implementation of the change.  

F0582 1.  
 
Residents #12 and #46 were identified as having  
received the required Skilled Nursing Facility  
Advance Beneficiary Notice and Notice of Medicare  
None Coverage notifications outside of the required 
timeframes. Both residents and/or their responsible 
parties were contacted to ensure they were informed 
of their rights under Medicare coverage.  
 
 
2.  
 
Social Services will review all current residents who 
will be discharged from Medicare part A to ensure  
that the residents will receive timely beneficiary  
notices. Social Services staff were notified of the  
requirement for timely issuance Skilled Nursing  
Facility Advance Beneficiary Notice and Notice of  
Medicare None Coverage.  
 
 
3.  
 
The Licensed Nursing Home Administrator reviewed 
and revised the facility process for issuance of  
Skilled Nursing Facility Advance Beneficiary Notice  
and Notice Of Medicare None Coverage to include:  
 
- A tracking log for all Medicare Part A admissions  
with anticipated last covered day.  
 
- A two-day advance alert process for issuing  
required notices.  
 
- Social Services inserviced on the required notice  
timeframes and documentation requirements.  
 
 
4.  
 
The Social Worker Or designee will audit 100% of
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Continued from page 81 
(A) The services the hospice will provide.  
 
(B) The hospice's responsibilities for determining  
the appropriate hospice plan of care as specified in 
§418.112 (d) of this chapter.  
 
(C) The services the LTC facility will continue to  
provide based on each resident's plan of care.  
 
(D) A communication process, including how the  
communication will be documented between the LTC 
facility and the hospice provider, to ensure that the 
needs of the resident are addressed and met 24  
hours per day.  
 
(E) A provision that the LTC facility immediately  
notifies the hospice about the following:  
 
(1) A significant change in the resident's physical,  
mental, social, or emotional status.  
 
(2) Clinical complications that suggest a need to  
alter the plan of care.  
 
(3) A need to transfer the resident from the facility  
for any condition.  
 
(4) The resident's death.  
 
(F) A provision stating that the hospice assumes  
responsibility for determining the appropriate course 
of hospice care, including the determination to  
change the level of services provided.  
 
(G) An agreement that it is the LTC facility's  
responsibility to furnish 24-hour room and board  
care, meet the resident's personal care and nursing 
needs in coordination with the hospice  
representative, and ensure that the level of care  
provided is appropriately based on the individual  
resident's needs.  
 
(H) A delineation of the hospice's responsibilities,  
including but not limited to, providing medical  
direction and management of the patient; nursing;  
counseling (including spiritual, dietary, and  
bereavement); social work; providing medical  
supplies, durable medical equipment, and drugs  
necessary for the palliation of pain and symptoms  
associated with the terminal illness and related  
conditions; and all other hospice services that are  
necessary for the care of the resident's terminal  
illness and related conditions.  
 
(I) A provision that when the LTC facility personnel  
are responsible for the administration of prescribed

F0849 Continued from page 81 
Quality Assurance Performance Improvement (QAPI) 
committee monthly for three months.
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Continued from page 82 
therapies, including those therapies determined  
appropriate by the hospice and delineated in the  
hospice plan of care, the LTC facility personnel may 
administer the therapies where permitted by State  
law and as specified by the LTC facility.  
 
(J) A provision stating that the LTC facility must  
report all alleged violations involving mistreatment,  
neglect, or verbal, mental, sexual, and physical  
abuse, including injuries of unknown source, and  
misappropriation of patient property by hospice  
personnel, to the hospice administrator immediately 
when the LTC facility becomes aware of the alleged 
violation.  
 
(K) A delineation of the responsibilities of the  
hospice and the LTC facility to provide bereavement 
services to LTC facility staff.  
 
 
§483.70(n)(3) Each LTC facility arranging for the  
provision of hospice care under a written agreement 
must designate a member of the facility's  
interdisciplinary team who is responsible for working 
with hospice representatives to coordinate care to  
the resident provided by the LTC facility staff and  
hospice staff. The interdisciplinary team member  
must have a clinical background, function within  
their State scope of practice act, and have the ability 
to assess the resident or have access to someone  
that has the skills and capabilities to assess the  
resident.  
 
The designated interdisciplinary team member is  
responsible for the following:  
 
(i) Collaborating with hospice representatives and  
coordinating LTC facility staff participation in the  
hospice care planning process for those residents  
receiving these services.  
 
(ii) Communicating with hospice representatives and 
other healthcare providers participating in the  
provision of care for the terminal illness, related  
conditions, and other conditions, to ensure quality of 
care for the patient and family.  
 
(iii) Ensuring that the LTC facility communicates with 
the hospice medical director, the patient's attending 
physician, and other practitioners participating in the 
provision of care to the patient as needed to  
coordinate the hospice care with the medical care  
provided by other physicians.  
 
(iv) Obtaining the following information from the  
hospice:

F0849 04/08/2026
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S1410 Continued from page 4 
revised April 2025 included:  
 
Policy: [Facility Name,] Inc. (SSL) is an equal  
opportunity employer and believes in the fair  
treatment of all applicants… Applicants for certain  
positions will also be required to pass a fitness for  
duty test, take tuberculosis/PPD & Covid screening  
tests. If the candidate does not successfully  
complete the fitness for duty exam by the date of  
hire, a registered professional nurse must perform a 
nursing assessment on the date of hire with the  
physician completing a physical examination and  
health history within 30 days of the date of hire.  
 
On 2/25/26 at 2:31 PM, during an exit conference  
held with the Regional Corporate Nurse (RCN),  
Regional Director of Operations (RDO), Licensed  
Nursing Home Administrator (LNHA) and Director of 
Nursing (DON), no further information was provided. 
 
 
NJ 8:39-19.5(b.)
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F0000 INITIAL COMMENTS  
 
An offsite/desk review of the facility's Plan of  
Correction was conducted on 04/14/2026 in relation 
to the 02/25/2026 Recertification survey. The facility 
was found to be in compliance with 42 CFR Part  
483, Requirements for Long Term Care Facilities.

F0000

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other 
safeguards provide sufficient protection to the patients. (See reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable 
90 days following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 
14 days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued 
program participation.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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S0000 Initial Comments  
 
 
An offsite/desk review of the facility's Plan of  
Correction was conducted on 04/14/2026 in relation 
to the 02/25/2026 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

S0000

Office of Primary Care and Health Systems Management
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E0000 Initial Comments  
 
An Emergency Preparedness Survey was conducted 
by Healthcare Management Solutions, LLC on behalf 
of the New Jersey Department of Health (NJDOH) on 
02/20/26. The facility was found to be in compliance 
with 42 CFR 483.73.

E0000 03/11/2026

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other 
safeguards provide sufficient protection to the patients. (See reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable 
90 days following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 
14 days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued 
program participation.
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PRINTED: 05/26/2026
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTIONS

(X1) PROVIDER/SUPPLIER/CLIA 
IDENTIFICATION NUMBER:

315515

(X2) MULTIPLE CONSTRUCTION

A. BUILDING 01 - MAIN (2ND ...

B. WING

(X3) DATE SURVEY COMPLETED

04/12/2026

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

(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

K0000 
Bldg. 01

INITIAL COMMENTS  
 
An offsite/desk review of the facility's Plan of  
Correction was conducted on 4/12/2026 in relation  
to the 2/25/2026 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.

K0000 04/13/2026

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other 
safeguards provide sufficient protection to the patients. (See reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable 
90 days following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 
14 days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued 
program participation.
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