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Family of Caring Healthcare at Ridgewood
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304 S. VAN DIEN AVE , RIDGEWOOD, New Jersey, 07450

Complaint ID #2654594

Survey Date: 11/12/25

Census: 81

Sample Size: 3

A Complaint Survey was conducted to determine
compliance with 42 CFR Part 483, Requirements for
Long-Term Care Facilities. There were no deficiencies
cited for this survey.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
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Initial Comments

THE FACILITY WAS IN COMPLIANCE WITH THE STANDARDS
THE NEW JERSEY ADMINISTRATIVE CODE, CHAPTER 8:39,
STANDARDS FOR LICENSURE OF LONG TERM CARE FACIL
THE FACILITY MUST SUBMIT A PLAN OF CORRECTION,
INCLUDING A COMPLETION DATE, FOR EACH DEFICIENCY
ENSURE THAT THE PLAN IS IMPLEMENTED. FAILURE TO CQ
DEFICIENCIES MAY RESULT IN ENFORCEMENT ACTION IN
ACCORDANCE WITH THE PROVISIONS OF THE NEW JERSE
ADMINISTRATIVE CODE, TITLE 8, CHAPTER 43E, ENFORCE
OF LICENSURE REGULATIONS.
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