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INITIAL COMMENTS  
 
FOO  
 
Complaint NJ#s: 263054, 2646177, 2708006, and  
2731128  
 
Survey Date: 2/17/26-2/25/26 (LSC) John Oliver  
 
Census: 283  
 
Sample: 35 sample + 3 closed records =38  
 
A Recertification Survey was conducted to determine 
compliance with 42 CFR Part 483, Requirements for 
Long Term Care Facilities. Deficiencies were cited  
for this survey.  
 

F0000  
 

02/26/2026

F0812 
SS = F

Food Procurement,Store/Prepare/Serve-Sanitary  
 
CFR(s): 483.60(i)(1)(2)  
 
§483.60(i) Food safety requirements.  
 
The facility must -  
 
 
§483.60(i)(1) - Procure food from sources approved  
or considered satisfactory by federal, state or local  
authorities.  
 
(i) This may include food items obtained directly  
from local producers, subject to applicable State and 
local laws or regulations.  
 
(ii) This provision does not prohibit or prevent  
facilities from using produce grown in facility  
gardens, subject to compliance with applicable safe 
growing and food-handling practices.  
 
(iii) This provision does not preclude residents from 
consuming foods not procured by the facility.  
 
 
§483.60(i)(2) - Store, prepare, distribute and serve  
food in accordance with professional standards for  
food service safety.  

F0812 It is the policy of the facility to properly label, date, 
and store all food items to ensure food safety,  
maintain quality standards, and adhere to  
professional standards for food service safety. Upon 
identification of items requiring updated labeling or  
expiration verification, the items were immediately  
discarded. No residents were harmed as a result of  
this action.  
 
The facility has determined that all residents have  
the potential to be impacted by this improved  
process.  
 
On February 24, 2026, the Food Storage and  
Labeling policy was reviewed and updated, and all  
dietary and nutritional services staff received  
immediate re-education regarding proper labeling  
and dating of opened and prepared foods, labeling  
of expiration dates for frozen items, and the prompt 
removal and disposal of expired or improperly  
labeled items. Procedural changes, including labeling 
both the date the item was prepared and the  
expiration date for frozen items, were added as part 
of the policy.  
 
In addition, to reinforce adherence to professional  
food service safety standards, staff were in-serviced 
on Dietary and Nutritional Services dress code  
policy on February 24, 2026 including regulatory  
requirements related to the use of beard guards

02/26/2026
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Continued from page 6 
ongoing care, as appropriate.  
 
(E) Comprehensive care plan goals;  
 
(F) All other necessary information, including a copy 
of the resident's discharge summary, consistent  
with §483.21(c)(2) as applicable, and any other  
documentation, as applicable, to ensure a safe and  
effective transition of care.  
 
 
§483.15(c)(3) Notice before transfer.  
 
Before a facility transfers or discharges a resident,  
the facility must-  
 
(i) Notify the resident and the resident's  
representative(s) of the transfer or discharge and the 
reasons for the move in writing and in a language  
and manner they understand. The facility must send 
a copy of the notice to a representative of the Office 
of the State Long-Term Care Ombudsman.  
 
(ii) Record the reasons for the transfer or discharge 
in the resident's medical record in accordance with 
paragraph (c)(2) of this section; and  
 
(iii) Include in the notice the items described in  
paragraph (c)(5) of this section.  
 
 
§483.15(c)(4) Timing of the notice.  
 
(i) Except as specified in paragraphs (c)(4)(ii) and  
(c)(8) of this section, the notice of transfer or  
discharge required under this section must be made 
by the facility at least 30 days before the resident is 
transferred or discharged.  
 
(ii) Notice must be made as soon as practicable  
before transfer or discharge when-  
 
(A) The safety of individuals in the facility would be 
endangered under paragraph (c)(1)(i)(C) of this  
section;  
 
(B) The health of individuals in the facility would be 
endangered, under paragraph (c)(1)(i)(D) of this  
section;  
 
(C) The resident's health improves sufficiently to  
allow a more immediate transfer or discharge, under 
paragraph (c)(1)(i)(B) of this section;  
 
(D) An immediate transfer or discharge is required  
by the resident's urgent medical needs, under

F0628 Continued from page 6 
residents were discharged.  
 
The facility has determined that all residents and  
their representatives who have been transferred on  
an emergency basis have the potential to be  
impacted by the improved process.  
 
On February 24, 2026 the Transfer and Discharge  
(including AMA) policy was reviewed and updated to 
include additional regulatory content requirements  
for the resident’s Emergency Transfer Notice/Bed  
Hold Reserve Payment-Secondary Notice,  
includingthe facility’s bed-hold reserve payment  
information, Long-Term Care Ombudsman’s contact 
information, and resident’s right to appeal. On  
February 24, 2026 an in-service education program  
was conducted by the Admissions Director for all  
admissions staff regarding the timely provision of  
written notification to residents and their  
representatives as soon as practicable following an 
emergency transfer. A transfer/discharge list along  
with copies of the Emergency Transfer Notice/Bed  
Hold Reserve Payment-Secondary Notice will be  
sent to the State Ombudsman Office monthly.  
 
To ensure ongoing compliance, the Director of  
Admissions or their designee will conduct an audit  
of five charts weekly for four weeks, followed by five 
chart audits monthly thereafter of all residents who  
have been transferred or discharged from the facility 
to ensure the electronic medical record includes the 
updated Emergency Transfer Notice/Bed Hold  
Reserve Payment-Secondary Notice in writing in a  
language they can understand. Audit results will be 
discussed with the Quality Assurance and  
Performance Improvement Committee at each  
quarterly meeting until sustained compliance has  
been achieved.

02/26/2026
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Continued from page 7 
paragraph (c)(1)(i)(A) of this section; or  
 
(E) A resident has not resided in the facility for 30  
days.  
 
 
§483.15(c)(5) Contents of the notice. The written  
notice specified in paragraph (c)(3) of this section  
must include the following:  
 
 
(i) The reason for transfer or discharge;  
 
(ii) The effective date of transfer or discharge;  
 
(iii) The location to which the resident is transferred 
or discharged;  
 
(iv) A statement of the resident's appeal rights,  
including the name, address (mailing and email), and 
telephone number of the entity which receives such 
requests; and information on how to obtain an  
appeal form and assistance in completing the form  
and submitting the appeal hearing request;  
 
(v) The name, address (mailing and email) and  
telephone number of the Office of the State  
Long-Term Care Ombudsman;  
 
(vi) For nursing facility residents with intellectual and 
developmental disabilities or related disabilities, the 
mailing and email address and telephone number of 
the agency responsible for the protection and  
advocacy of individuals with developmental  
disabilities established under Part C of the  
Developmental Disabilities Assistance and Bill of  
Rights Act of 2000 (Pub. L. 106-402, codified at 42  
U.S.C. 15001 et seq.); and  
 
(vii) For nursing facility residents with a mental  
disorder or related disabilities, the mailing and email 
address and telephone number of the agency  
responsible for the protection and advocacy of  
individuals with a mental disorder established under 
the Protection and Advocacy for Mentally Ill  
Individuals Act.  
 
 
§483.15(c)(6) Changes to the notice.  
 
If the information in the notice changes prior to  
effecting the transfer or discharge, the facility must 
update the recipients of the notice as soon as  
practicable once the updated information becomes  
available.  

F0628 02/26/2026
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Continued from page 8 
 
§483.15(c)(8) Notice in advance of facility closure  
 
In the case of facility closure, the individual who is  
the administrator of the facility must provide written 
notification prior to the impending closure to the  
State Survey Agency, the Office of the State  
Long-Term Care Ombudsman, residents of the  
facility, and the resident representatives, as well as  
the plan for the transfer and adequate relocation of  
the residents, as required at § 483.70(l).  
 
 
§483.15(d) Notice of bed-hold policy and return-  
 
 
§483.15(d)(1) Notice before transfer. Before a nursing 
facility transfers a resident to a hospital or the  
resident goes on therapeutic leave, the nursing  
facility must provide written information to the  
resident or resident representative that specifies-  
 
(i) The duration of the state bed-hold policy, if any,  
during which the resident is permitted to return and 
resume residence in the nursing facility;  
 
(ii) The reserve bed payment policy in the state plan, 
under § 447.40 of this chapter, if any;  
 
(iii) The nursing facility's policies regarding  
bed-hold periods, which must be consistent with  
paragraph (e)(1 ) of this section, permitting a resident 
to return; and  
 
(iv) The information specified in paragraph (e)(1) of  
this section.  
 
 
§483.15(d)(2) Bed-hold notice upon transfer. At the  
time of transfer of a resident for hospitalization or  
therapeutic leave, a nursing facility must provide to 
the resident and the resident representative written  
notice which specifies the duration of the bed-hold 
policy described in paragraph (d)(1) of this section.  
 
 
§483.21(c)(2) Discharge Summary  
 
When the facility anticipates discharge, a resident  
must have a discharge summary that includes, but is 
not limited to, the following:  
 
(i) A recapitulation of the resident's stay that  
includes, but is not limited to, diagnoses, course of 
illness/treatment or therapy, and pertinent lab,  
radiology, and consultation results.
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Continued from page 45 
condition, for which they are being administered...  
 
The policy did not reflect anything relating to  
duplicate med orders.  
 
NJAC 8:39- 27.1(a); 29.2(d); 33.2(a)
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S0000 
 

Initial Comments  
 
 
The facility is not in compliance with the Standards 
in the New Jersey Administrative Code, Chapter  
8:39, Standards for Licensure of Long Term Care  
Facilities. 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 the New Jersey Administrative Code,  
Title 8, Chapter 43E, Enforcement of Licensure  
Regulations.  
 

S0000  
 

02/26/2026

S0560 Mandatory Access to Care  
 
CFR(s): 8:39-5.1(a)  
 
The facility shall comply with applicable Federal,  
State, and local laws, rules, and regulations.  
 
This LICENSURE REQUIREMENT is NOT MET as  
evidenced by:  
 
REPEAT DEFICIENCY  
 
Complaint #2646177  
 
Based on interview and review of pertinent facility  
documentation, it was determined that the facility  
failed to maintain the required minimum direct care  
staff to resident ratios for the day shift as mandated 
by the State of New Jersey. The facility was deficient 
in CNA (Certified Nursing Aide) staffing for 1 of 14  
day shifts, reviewed as follows:  
 
Reference: New Jersey Department of Health  
(NJDOH) memo, dated 01/28/2021, "Compliance with 
N.J.S.A. (New Jersey Statutes Annotated) 30:13-18,  
new minimum staffing requirements for nursing  
homes," indicated the New Jersey Governor signed 
into law P.L. 2020 c 112, codified at N.J.S.A.  
30:13-18 (the Act), which established minimum  
staffing requirements in nursing homes.  
 
The following ratio(s) were effective on 02/01/2021: 
 
One Certified Nurse Aide (CNA) to every eight  
residents for the day shift.  

S0560 It is the facility’s policy to maintain Certified Nursing 
Assistants staffing ratios in accordance with New  
Jersey Department of Health regulations instituted  
on February 1, 2021.  
 
The facility has determined that all residents have  
the potential to be affected.  
 
Staffing professionals will continue proactive  
outreach to the facility’s pool of nurse aides on a  
daily basis to support coverage of open shifts. When 
unexpected call-outs occur, the facility will  
implement established staffing contingency  
processes, including requesting staff from the  
current shift to remain if able, contacting available  
staff to fill open shifts, offering shift incentives when 
appropriate, and utilizing agency personnel as  
needed to maintain staffing coverage.  
 
To ensure ongoing compliance, the Director of  
Nursing or their designee will provide ongoing  
monitoring and leadership oversight by conducting  
daily staffing reviews to verify adherence to  
regulatory staffing requirements for 4 weeks and  
monthly thereafter. Results will be presented at the  
quarterly Quality Assurance and Performance  
Improvement Committee until sustained compliance 
is achieved.

02/26/2026

Office of Primary Care and Health Systems Management
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F0000 INITIAL COMMENTS  
 
An offsite/desk review of the facility's Plan of  
Correction was conducted on 03/20/2026 in relation 
to the 02/25/2026 Recertification survey. The facility 
was found to be in compliance with 42 CFR Part  
483, Requirements for Long Term Care Facilities.
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S0000 Initial Comments  
 
 
An offsite/desk review of the facility's Plan of  
Correction was conducted on 03/20/2026 in relation 
to the 02/25/2026 State of New Jersey Re-Licensure 
survey. The facility was found to be in compliance  
with the Standards in the New Jersey Administrative 
Code, Chapter 8:39, Standards for Licensure of  
Long Term Care Facilities

S0000
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Bldg. 02 
 

INITIAL COMMENTS  
 
Life Safety Code Survey was conducted by  
Healthcare Management Solutions, LLC on behalf of 
the New Jersey Department of Health (NJDOH),  
Health Facility Survey and Field Operations on  
02/17/26 and was found to be in non-compliance  
with the requirements for participation in  
Medicare/Medicaid at 42 CFR 483.90(a), Life Safety  
from Fire, and the 2012 Edition of the Fire Protection 
Association (NFPA) 101, Life Safety Code (LSC),  
Chapter 19 EXISTING Health Care Occupancies.  
 
Christian Health Care Center is composed of four  
buildings:  
 
1. Building #7 -Heritage Manor East (HME)-53,048 sq 
ft type II – protected construction, Nursing care and 
support/ laundry services Built in 1964, 132 beds.  
Complete dry sprinkler system  
 
2. Building #8- South Gate - 52,936 sq ft type II –  
protected construction, mental health and behavioral 
health Built in 1988, 98 beds.  
 
3. Building #9 - Commons- 29,452 sq ft type II –  
protected construction, Business/Administrative use 
Built in 1988- dry sprinkler system.  
 
4. Building #10- Heritage Manor West (HMW) -  
37,807 sq ft type II – protected construction, Post  
acute unit Built in 1988, 120 beds.  
 
Christian Health has a bi-fuel (diesel/natural gas)  
generator that supplies 100% of all four building per 
Director of Plant Operations. Occupied beds were  
223 of 350.  
 

K0000  
 

02/26/2026

K0351 
SS = E 
Bldg. 02

Sprinkler System - Installation  
 
CFR(s): NFPA 101  
 
Spinkler System - Installation  
 
2012 EXISTING  
 
Nursing homes, and hospitals where required by  
construction type, are protected throughout by an

K0351 It is the policy of the facility to ensure the Nursing  
Home is protected throughout by an approved  
automatic sprinkler system in accordance with NFPA 
13, Standard for the Installation of Sprinkler  
Systems.  
 
Upon discovery that the pendent sprinkler head in  
the storage room across from the pantry on Heritage 
Manor West was installed 18 inches below the  
ceiling, Plant Operations immediately contacted the

03/11/2026
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E0000 Initial Comments  
 
An Emergency Preparedness Survey was conducted 
by Healthcare Management Solutions, LLC on behalf 
of the New Jersey Department of Health (NJDOH) on 
02/17/26. The facility was found to be in compliance 
with 42 CFR 483.73
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K0000 
Bldg. 02

INITIAL COMMENTS  
 
An offsite/desk review of the facility's Plan of  
Correction was conducted on 03/26/2026 in relation 
to the 02/25/2026 Life Safety Code survey. The  
facility was found to be in compliance with the  
requirements for participation in Medicare/Medicaid 
at 42 CFR 483.90(a), Life Safety from Fire, and the  
2012 Edition of the National Fire Protection  
Association (NFPA) 101, Life Safety Code (LSC),  
Chapter 19 EXISTING Health Care Occupancy.
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program participation.

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

CHRISTIAN HEALTH CARE CENTER 301 SICOMAC AVE , WYCKOFF, New Jersey, 07481

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 1E28FD-L2 Facility ID: NJ60204 If continuation sheet Page 1 of 1



PRINTED: 05/27/2026
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTIONS

(X1) PROVIDER/SUPPLIER/CLIA 
IDENTIFICATION NUMBER:

315376

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY COMPLETED

03/26/2026

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

(X4) ID 
PREFIX 

TAG

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

ID 
PREFIX 

TAG

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE 
APPROPRIATE DEFICIENCY)

(X5) 
COMPLETION 

DATE

E0000 Initial Comments  
 
An offsite/desk review of the facility's Plan of  
Correction was conducted on 03/26/2026 in relation 
to the 02/25/2026 Emergency Preparedness survey. 
The facility was found to be in compliance with the  
requirement for participation in Medicare/Medicaid at 
42 CFR, Subpart 483.73, Emergency Preparedness.
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