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 M 000 Initial Comments  M 000

Type of Survey:  Complaint

Complaint #:  NJ00172457

Census:  89  

Sample Size:  3

The facility was not in substantial compliance with 

all of the standards in the New Jersey 

Administrative Code, Chapter 8:43F, Standards 

for Licensure of Adult Day Health Services.  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 New Jersey 

Administrative Code, Title 8, Chapter 43E, 

Enforcement of Licensure Regulations.

 

 M 265 8:43F-3.4(a)(6) Administration

(a) The facility shall notify the Department 

immediately by telephone at 609-633-9034 

(609-392-2020 after business hours), followed by 

written confirmation within 72 hours of the 

following:

6. All alleged or suspected crimes committed 

by or against participants, which 

shall also be reported at the time of 

occurrence to the local police department.

 M 265

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

04/26/24
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 M 265Continued From page 2 M 265

(EMS) and the  were called. The DON 

stated Participant #2  to go to the 

emergency room and was assessed and treated 

at the scene by the EMS. The DON stated 

Participant #1 left the scene before a  

 arrived. 

At 12:20 p.m., the surveyor interviewed the 

Administrator regarding the  

 with  

. She stated Participant #2 came to 

her office  and 

stated he/she was  Participant #1 after an 

. The Administrator 

stated she called EMS and the . In 

addition, the Administrator stated she escorted 

Participant #1 to the lobby who left the premises 

before a  arrived. Participant #2 was not 

available for interview.

During continued interview, the surveyor then, 

asked the Administrator if the  

 was reported to the 

DOH. The Administrator confirmed the incident 

was not reported immediately and was faxed to 

the DOH on ,  later. 

On 4/8/24 at 12:03 p.m., the surveyor reviewed 

the  dated  which 

indicated a  responded to the Adult Day 

Center on  at 13:29:28 p.m., [1:29 p.m.,] 

in reference to a " ." The  documented 

Participant #2 stated he/she got into a  

 with Participant #1 at the  and 

Participant #1  [Participant #2] with 

a . The , at the  

 and  at the 

 

.
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 M 265Continued From page 3 M 265

The facility failed to notify the DOH immediately 

by telephone followed by written confirmation 

within 72 hours of the aforementioned incident.

 M 579 8:43F-12.2(a) Social Work Services

The facility shall arrange for the provision of 

social work services to participants who require 

them, in accordance with N.J.S.A. 45:15BB-1 et 

seq. and N.J.A.C. 13:44G.

This REQUIREMENT  is not met as evidenced 

by:

 M 579

Complaint #:  NJ00172457

Based on observation, interview and record 

review, it was determined that the facility failed to 

ensure that a licensed or Certified Social Worker 

was available to provide social work services to 

the participants who required such services. This 

deficient practice was evidenced by the following:

On 4/8/24 at 10:55 a.m., during interview with a 

Registered Nurse (RN), the surveyor inquired and 

requested to speak with a Social Worker (SW) 

regarding  

 that occurred at the facility on ; 

and in addition, inquired about participants' 

discharge planning. The RN informed the 

surveyor that the facility did not have a SW and 

was not sure of the SW's last date of 

employment.

At 12:20 p.m., during interview with the 

Administrator regarding the facility's SW, the 
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 M 579Continued From page 4 M 579

Administrator stated that the facility has not had a 

SW for a couple of weeks. She explained that the 

SW's last date of employment was  

and was in the process of hiring a SW. Surveyor 

review of the  SW's "Megapay," a payroll sheet 

provided by the Administrator confirmed that the 

SW's last date of employment was .

The facility did not have a licensed or certified 

SW available for the participants that may have 

required such services and did not have a SW 

from  to survey date of 4/4/24.
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