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 M 000 Initial Comments  M 000

Type of Survey:  Complaint

Complaint #:  NJ00154292

Census:  18

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 221 8:43F-3.1(a) Administration

The license holder shall appoint an administrator 

who is a full-time employee of the facility. The 

administrator, or an alternate who shall be 

designated in writing to act in the absence of the 

administrator, shall be available on the premises 

of the facility during the hours when participant 

care services are being provided.

This REQUIREMENT  is not met as evidenced 

by:

 M 221

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

If continuation sheet  1 of 36899STATE FORM FE5J11



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED: 06/24/2024 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

New Jersey Department of Health

558110 08/25/2023

C

NAME OF PROVIDER OR SUPPLIER

YOUNG AT HEART OF EATONTOWN

STREET ADDRESS, CITY, STATE, ZIP CODE

139 GRANT AVENUE

EATONTOWN, NJ  07724

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETE

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 M 221Continued From page 1 M 221

Complaint #: NJ00154292

Based on interview, observation, and record 

review it was determined that the facility failed to 

ensure an Administrator (ADM) was on the 

premises during program hours for 18 

Participants in attendance on 8/25/23. This 

deficient practice was evidenced by the following:

On 8/25/23 at 10:20 a.m., the surveyor entered 

the facility and met with the Registered Nurse 

(RN) who explained the ADM was not currently at 

the facility. 

On 8/25/23 at 10:25 a.m., the surveyor 

interviewed the ADM over the telephone who 

explained she was out with a participant at an 

appointment and was on her way back to the 

facility.

On 8/25/23 at 10:30 a.m., the surveyor 

interviewed the ADM who stated that her position 

at the facility was the ADM and the Activity 

Director. In addition, the ADM explained she 

occassionally went out on appointments with the 

Participants. 

On 8/25/23 at 10:40 a.m., the surveyor 

interviewed the Executive Director (ED) and 

owner of the facility over the telephone who 

confirmed the ADM's aforementioned positions. 

The ED stated that she explained to the ADM on 

more than one occassion that she had to always 

be in the facility and could not go out with 

Participants.

On 8/25/23 at 11:00 a.m., the surveyor reviewed 

the facility staffing schedule titled "Weekly 

Schedule" dated from 8/7/23 to 8/25/23 and the 

ADM was listed as the "Act" [Activity] and not the 
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 M 221Continued From page 2 M 221

ADM. The staffing schedule did not indicate an 

ADM was scheduled during program hours.

The facility failed to ensure an ADM was always 

in the facility during program hours.
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