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Initial State licensure survey: 08/23/2023

THE FACILITY WAS IN COMPLIANCE WITH 
THE STANDARDS IN THE NEW JERSEY 
ADMINISTRATIVE CODE, CHAPTER 8:39, 
STANDARDS FOR LICENSURE OF LONG 
TERM CARE FACILITIES.

THE FACILITY MAY NOT ADMIT ANY 
RESIDENTS UNTIL THE NEW JERSEY 
CERTIFICATE OF NEED AND LICENSING 
APPROVAL.
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