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 Complaint #: NJ179042, NJ181470, NJ182492, 
NJ183005, NJ183618

Survey Date: 2/24/2025 & 2/27/2025

Sample: 10

Census: 190

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.
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