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 S 000 Initial Comments  S 000

Survey: 11/25/2024

Census:  117

A project survey was conducted on 11/25/2024 at 
Atlas Rehabilitation and Healthcare at Maywood 
regarding renovation to expand the Physical 
Therapy Gym and Occupational Therapy Suite, 
new salon, common bathrooms, lobby, laundry 
and office areas was found to be in compliance 
with N.J.A.C  8:39-31.1 and NFPA 101:2012.

The identified areas may not be occupied until the 
New Jersey Certificate of Need and Licensing 
notifies the facility of approval.
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