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Continued from page 18 
individualized respiratory care services to all  
residents in accordance with physician orders, a  
professional standards of practice, and regulatory  
requirements…”  
 
NJAC 8:39-27.1(a)  
 

F0695  05/02/2026

F0836 
SS = D

License/Comply w/ Fed/State/Locl Law/Prof Std  
 
CFR(s): 483.70(a)-(c)  
 
§483.70(a) Licensure.  
 
A facility must be licensed under applicable State  
and local law.  
 
 
§483.70(b) Compliance with Federal, State, and Local 
Laws and Professional Standards.  
 
The facility must operate and provide services in  
compliance with all applicable Federal, State, and  
local laws, regulations, and codes, and with  
accepted professional standards and principles that 
apply to professionals providing services in such a  
facility.  
 
 
§483.70(c) Relationship to Other HHS Regulations.  
 
In addition to compliance with the regulations set  
forth in this subpart, facilities are obliged to meet  
the applicable provisions of other HHS regulations,  
including but not limited to those pertaining to  
nondiscrimination on the basis of race, color, or  
national origin (45 CFR part 80); nondiscrimination  
on the basis of disability (45 CFR part 84);  
nondiscrimination on the basis of age (45 CFR part  
91); nondiscrimination on the basis of race, color,  
national origin, sex, age, or disability (45 CFR part  
92); protection of human subjects of research (45  
CFR part 46); and fraud and abuse (42 CFR part 455) 
and protection of individually identifiable health  
information (45 CFR parts 160 and 164). Violations of 
such other provisions may result in a finding of  
non-compliance with this paragraph.  
 
This REQUIREMENT is NOT MET as evidenced by:  
 
Based on observation, interview, and review of  
pertinent facility documents it was determined that  
the facility failed to notify CMS (Centers for Medicare 
& Medicaid Services) and receive authorization for a 
change in facility name in accordance with 42 CFR  
(Code of Federal Regulations) 424.516.  

F0836 1. Immediate Corrective Action:  
 
 
The facility-initiated CMS enrollment/update process 
for the change in facility name and submitted  
required notifications.  
 
2. Identification of Other Residents:  
 
No residents were directly affected by this  
deficiency.  
 
3. Systemic Measures:  
 
 
Administration was re-educated on CMS enrollment, 
reporting requirements, and 42 CFR 424.516  
timeframes.  
 
 
A regulatory compliance tracking log was  
implemented to ensure timely reporting of  
ownership, name, and operational changes.  
 
 
All future changes will require compliance review  
prior to implementation.  
 
 
4. Monitoring / QA:  
 
 
Administrator/designee will review all regulatory  
submissions monthly.  
 
 
Quarterly compliance audit will be presented to  
QAPI.  
 
 
Noncompliance will trigger immediate corrective  
action and retraining.
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Continued from page 19 
This deficient practice was evidenced by the  
following:  
 
According to 42 CFR 424.516 Additional provider and 
supplier requirements for enrolling and maintaining  
active enrollment status in the Medicare Program:  
 
"(a) Certifying compliance. CMS enrolls and  
maintains an active enrollment status for a provider 
or supplier when that provider or supplier certifies  
that it meets, and continues to meet, and CMS  
verifies that it meets, and continues to meet, all of  
the following requirements:  
 
(1) Compliance with title XVIII of the Act and  
applicable Medicare regulations.  
 
(2) Compliance with Federal and State licensure,  
certification, and regulatory requirements, as  
required, based on the type of services or supplies  
the provider or supplier type will furnish and bill  
Medicare.  
 
(3) Not employing or contracting with individuals or 
entities that meet either of the following conditions: 
 
(i) Excluded from participation in any Federal health 
care programs, for the provision of items and  
services covered under the programs, in violation of 
section 1128 A(a)(6) of the Act.  
 
(ii) Debarred by the General Services Administration 
(GSA) from any other Executive Branch procurement 
or nonprocurement programs or activities, in  
accordance with the Federal Acquisition and  
Streamlining Act of 1994, and with the HHS Common 
Rule at 45 CFR part 76......  
 
(d) Reporting requirements for physicians,  
nonphysician practitioners, and physician and  
nonphysician practitioner organizations. Physicians, 
nonphysician practitioners, and physician and  
nonphysician practitioner organizations must report 
the following reportable events to their Medicare  
contractor within the specified timeframes:  
 
(1) Within 30 days -  
 
(i) A change of ownership;  
 
(ii) Any adverse legal action; or  
 
(iii) A change in practice location.  
 
(2) All other changes in enrollment must be reported 
within 90 days."
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H0000 
 

Initials Comments  
 
THE FACILITY WAS NOT IN COMPLIANCE WITH THE 
STANDARDS IN THE NEW JERSEY ADMINISTRATIVE 
CODE, CHAPTER 8:43E, STANDARDS FOR  
GENERAL LICENSURE PROCEDURES AND  
ENFORCEMENT OF LICENSURE REGULATIONS. THE 
FACILITY MUST SUBMIT A PLAN OF CORRECTION, 
INCLUDING A COMPLETION DATE, FOR EACH  
DEFICIENCY AND ENSURE THAT THE PLAN IS  
IMPLEMENTED.  
 

H0000  
 

04/22/2026

S0000 
 

Initial Comments  
 
 
THE FACILITY WAS 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  
 

04/22/2026

H0970 LICENSURE PROCEDURES: FACILITY LICENSURE  
 
CFR(s): 8:43E-5.3(a)  
 
A license shall be issued only where the survey  
conducted pursuant to N.J.A.C. 8:43E-5.2  
demonstrates that the facility meets the requirements 
as set forth in N.J.S.A. 26:2H-1 et seq. and the  
applicable rules duly promulgated pursuant thereto. 
 
This LICENSURE REQUIREMENT is NOT MET as  
evidenced by:  
 
Based on observation, interview, and review of  
pertinent facility documents it was determined that  
the facility failed to complete an application for long 
term care facility license to change the facility  
ownership and name through the New Jersey  
Department of Health.  
 
On 3/26/26 at 8:55 AM, upon arrival to the facility,  
the surveyor observed a sign outside the facility

H0970 1.Effective immediately, the facility has ceased use  
of the unapproved name. All references have been  
corrected to reflect the licensed name: Buckingham 
Care Center, managed and operated by Excel Care.  
 
Any signage, business cards, internal documents,  
and external communications have been revised or  
removed to ensure compliance with the approved  
licensure name.  
 
 
2.An audit was conducted by all facility departments 
including administration, nursing, admissions,  
marketing, and human resources to identify any  
additional instances where the unapproved name  
was utilized.  
 
All identified materials (including facility assessment 
documents, business cards, signage, and marketing 
materials) have been corrected to reflect the licensed 
name.  

04/30/2026
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Continued from page 1 
which revealed "Excelcare at Norwood", not  
"Buckingham at Norwood."  
 
On 3/26/26 at 10:30 AM, the Licensed Nursing  
Home Administrator (LNHA) stated that the facility  
was now owned by Excelcare and that they sent in a 
request for name change to the state. The LNHA  
stated that the facility had not heard back from the  
state, when the facility sent an email to the Assistant 
Commissioner to request a name change. The LNHA 
stated that the facility did not fill out an application 
for long term care facility license to change the  
facility ownership and name through the New Jersey 
Department of Health. The LNHA stated that he did  
not have a business card to provide the surveyor,  
yet, the Director of Nursing (DON) provided the  
surveyor with a business card. The DON's business 
card revealed that the facility name on the card was 
listed as "Excelcare at Norwood." The LNHA  
provided the surveyor with the Facility Assessment  
which revealed "Excelcare at Norwood" documented 
on the cover page, and the Facility Assessment,  
which also revealed "Excelcare at Norwood"  
documented on the cover page.  
 
On 3/27/26 at 10:40 AM, the LNHA provided the  
surveyor with a letter dated February 28, 2025 which 
revealed that the facility had sent written notification 
to the Assistant Commissioner to indicate the  
agreement for new management. The surveyor met  
with the facility LNHA and Director of Nursing (DON), 
to discuss the deficient practice of utilizing the  
facility name ExcelCare at Norwood without CMS  
approval. No further information or documentation  
was provided to the survey team to refute these  
findings.  
 

H0970 Continued from page 1 
 
3.The Licensed Nursing Home Administrator (LNHA) 
and leadership team have been re-educated on  
licensure requirements and regulatory compliance  
related to facility identification.  
 
A compliance review process has been implemented 
requiring all external communications, branding, and 
materials to be reviewed and approved by  
administration prior to use.  
 
The facility has initiated the appropriate application  
process with NJDOH to formally request approval for 
the name change to reflect operation and  
management by Excel Care.  
 
 
4.The LNHA or designee will conduct weekly audits 
for four (4) weeks, then monthly for three (3) months, 
to ensure that only the approved licensed name  
(Buckingham Care Center) is utilized in all facility  
materials and communications.  
 
Findings will be reported during Quality Assurance  
and Performance Improvement (QAPI) meetings, and 
corrective actions will be taken immediately if any  
discrepancies are identified  
 

04/30/2026

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:  
 
Based on observation, interview, and review of  
pertinent facility documentation, it was determined  
the facility failed to maintain the required minimum  
direct care staff-to-resident ratios as mandated by  
the State of New Jersey.  
 
Reference: NJ State requirement, CHAPTER 112. An 
Act concerning staffing requirements for nursing  
homes and supplementing Title 30 of the Revised

S0560 1. The facility leadership team has met on an  
ongoing basis and continued to identify staffing  
challenges and areas of improvement for licensed  
and certified staffing needs  
 
 
2 All residents have potential to be affected by this  
practice  
 
 
3. The DON conducted an audit of staffing schedules 
with current facility census to ensure fulfillment of  
staffing requirements per shift.  
 
 
The facility has implemented an incitive program  
including referral bonuses for employees referring  
staff where appropriate.  

04/30/2026

BUCKINGHAM AT NORWOOD, THE 100 MCCLELLAN STREET , NORWOOD, New Jersey, 07648

STATE FORM Event ID: 1F4D5E-H1 Facility ID: NJ60232 If continuation sheet Page 2 of 5



PRINTED: 07/07/2026
FORM APPROVED

New Jersey Department of Health

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTIONS

(X1) PROVIDER/SUPPLIER/CLIA 
IDENTIFICATION NUMBER:

060232

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY COMPLETED

04/02/2026

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

S0560 Continued from page 2 
Statutes.  
 
 
Be It Enacted by the Senate and General Assembly  
of the State of New Jersey: C.30:13-18 Minimum  
staffing requirements for nursing homes effective  
2/1/21.  
 
 
1. a. Notwithstanding any other staffing requirements 
as may be established by law, every nursing home  
as defined in section 2 of P.L.1976, c.120 (C.30:13-2) 
or licensed pursuant to P.L.1971, c.136 (C.26:2H-1 et 
seq.) shall maintain the following minimum direct  
care staff -to-resident ratios:  
 
 
(1) one certified nurse aide to every eight residents  
for the day shift.  
 
 
(2) one direct care staff member to every 10  
residents for the evening shift, provided that no  
fewer than half of all staff members shall be certified 
nurse aides, and each staff member shall be signed 
in to work as a certified nurse aide and shall  
perform certified nurse aide duties, and  
 
 
(3) one direct care staff member to every 14  
residents for the night shift, provided that each  
direct care staff member shall sign in to work as a  
certified nurse aide and perform certified nurse aide 
duties  
 
 
b. Upon any expansion of resident census by the  
nursing home, the nursing home shall be exempt  
from any increase in direct care staffing ratios for a 
period of nine consecutive shifts from the date of  
the expansion of the resident census.  
 
 
c. (1) The computation of minimum direct care  
staffing ratios shall be carried to the hundredth  
place.  
 
 
(2) If the application of the ratios listed in subsection 
a. of this section results in other than a whole  
number of direct care staff, including certified nurse 
aides, for a shift, the number of required direct care 
staff members shall be rounded to the next higher  
whole number when the resulting ratio, carried to  
the hundredth place, is fifty-one hundredths or  
higher.

S0560 Continued from page 2 
 
The facility continues to conduct ongoing job fairs,  
internally and externally with immediate interviews  
and contingency offers and expedited onboarding  
process of new hires.  
 
 
The facility has contracted Clipboard, vendor with  
agency staff, as needed to meet staffing needs.  
 
 
4. The ODN and/or designee meet with staffing  
coordinator daily to review facility census, call outs 
if any and staffing needs.'  
 
 
The DON and/or designee will monitor callouts and 
staffing ratios weekly until requirement is met.  
 
 
Audit findings will be presented by the Director of  
Nursing to the Quality Assurance Committee during 
the monthly QAPU meeting to evaluate if further  
recommendation is necessary.

04/30/2026
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S0560 Continued from page 3 
 
 
(3) All computations shall be based on the midnight 
census for the day in which the shift begins.  
 
 
d. Nothing in this section shall be construed to  
affect any minimum staffing requirements for nursing 
homes as may be required by the Commissioner of 
Health for staff other than direct care staff, including 
certified nurse aides (CNA), or to restrict the ability  
of a nursing home to increase staffing levels, at any 
time, beyond the established minimum ...  
 
 
A review of "New Jersey Department of Health Long 
Term Care Assessment and Survey Program Nurse  
Staffing Report" revealed  
 
the 2 weeks of AAS-11 report staffing for the  
04/02/2026 Recertification survey had the following 
results.  
 
For the 2 weeks of staffing prior to survey from  
03/08/2026 to 03/21/2026, the facility was deficient 
in CNA staffing for residents on 14 of 14-day shifts 
as follows:  
 
-03/08/26 had 18 CNAs for 175 residents on the day 
shift, required at least 22 CNAs.  
 
-03/09/26 had 18 CNAs for 174 residents on the day 
shift, required at least 22 CNAs.  
 
-03/10/26 had 18 CNAs for 173 residents on the day 
shift, required at least 22 CNAs.  
 
-03/11/26 had 16 CNAs for 171 residents on the day 
shift, required at least 21 CNAs.  
 
-03/12/26 had 17 CNAs for 171 residents on the day 
shift, required at least 21 CNAs.  
 
-03/13/26 had 18 CNAs for 171 residents on the day 
shift, required at least 21 CNAs.  
 
-03/14/26 had 18 CNAs for 171 residents on the day 
shift, required at least 21 CNAs.  
 
-03/15/26 had 18 CNAs for 171 residents on the day 
shift, required at least 21 CNAs.  
 
-03/16/26 had 18 CNAs for 172 residents on the day 
shift, required at least 21 CNAs.  
 
-03/17/26 had 18 CNAs for 171 residents on the day

S0560 04/30/2026
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S0560 Continued from page 4 
shift, required at least 21 CNAs.  
 
-03/18/26 had 18 CNAs for 171 residents on the day 
shift, required at least 21 CNAs.  
 
-03/19/26 had 18 CNAs for 171 residents on the day 
shift, required at least 21 CNAs.  
 
-03/20/26 had 18 CNAs for 171 residents on the day 
shift, required at least 21 CNAs.  
 
-03/21/26 had 18 CNAs for 171 residents on the day 
shift, required at least 21 CNAs.  
 
The surveyor received the facility Staffing Policy  
revised October 2017. The facility staffing policy  
indicated sufficient numbers of staff are required to 
provide care and services to all residents.  
 
On 4/2/26 at 1:00 PM, the surveyor informed the  
Licensed Nursing Home Administrator, the Director  
of Nursing and the Chief Nursing Officer that 14 of  
14 day shifts fell below the required CNA to resident 
minimum staffing ratios.

S0560 04/30/2026
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F0000 INITIAL COMMENTS  
 
An offsite/desk review of the facility's Plan of  
Correction was conducted on 5/13/2025 in relation  
to the 4/2/2026 Recertification survey. The facility  
was found to be in compliance with 42 CFR Part  
483, Requirements for Long Term Care Facilities.

F0000

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other 
safeguards provide sufficient protection to the patients. (See reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable 
90 days following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 
14 days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued 
program participation.
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H0000 
 

Initials Comments  
 
An offsite/desk review of the facility's Plan of  
Correction was conducted on 5/13/2026 in relation  
to the 4/2/2026 State of New Jersey Re-Licensure  
survey. The facility was found to be in compliance  
with the Standards in the New Jersey Administrative 
Code 8:43E, General Licensure Procedures and  
Standards Applicable to All Licensed Facilities.  
 

H0000  
 

S0000 Initial Comments  
 
 
An offsite/desk review of the facility's Plan of  
Correction was conducted on 5/13/2026 in relation  
to the 4/2/2026 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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K0000 
Bldg. 01 
 

INITIAL COMMENTS  
 
A 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  
03/26/2026. the facility was found to be in  
noncompliance 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 Occupancies.  
 
The Buckingham at Norwood is a three-story  
building built in the 1970’s with an addition in the  
1990’s. It is composed of a Type II (111) protected  
construction with block bearing walls, steel I-beams 
sprayed with fireproofing with concrete floors and  
steel truss roof. The facility is divided into 21 smoke 
compartments. The facility has two-Type II EPSS  
(emergency power supply systems) with a 180 KW  
diesel engine for the main building using 19 % of its 
capacity under full load and a 50 KW diesel engine  
for the addition using 30 % of its load. The facility  
has a complete wet automatic sprinkler system. The 
number of occupied beds was 174 out of 239.  
 

K0000  
 

04/17/2026

K0225 
SS = F 
Bldg. 01

Stairways and Smokeproof Enclosures  
 
CFR(s): NFPA 101  
 
Stairways and Smokeproof Enclosures  
 
Stairways and Smokeproof enclosures used as exits 
are in accordance with 7.2.  
 
18.2.2.3, 18.2.2.4, 19.2.2.3, 19.2.2.4, 7.2  
 
This STANDARD is NOT MET as evidenced by:  
 
Based on observation and interview, the facility  
failed to ensure four of 12 fire rated door assemblies 
for stairway exit doors were equipped with approved 
fire exit hardware in accordance with NFPA 101 Life 
Safety Code (2012 Edition) Section 7.2.1.7.2. This  
deficient practice had the potential to affect all 174  
residents who resided at the facility.

K0225 K0225  
 
Facility response:  
 
 
All identified stairway exit doors (Stairways 2, 3, 5,  
and 6) were immediately assessed by the  
Maintenance Director. Approved fire exit panic  
hardware was installed on all deficient doors to  
ensure compliance with NFPA 101. Functionality was 
verified by Maintenance.  
 
 
All residents have the potential to be affected by this 
practice.  
 
 
An audit of all stairways exit doors and fire-rated  
door assemblies was completed by the Maintenance 
Director. Maintenance Director or Designee will audit

04/30/2026

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other 
safeguards provide sufficient protection to the patients. (See reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable 
90 days following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 
14 days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued 
program participation.
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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 
03/31/26. The facility was found to be in compliance 
with 42 CFR 483.73

E0000 04/17/2026
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Bldg. 01

INITIAL COMMENTS  
 
An offsite/desk review of the facility's Plan of  
Correction was conducted on 05/18/2026 in relation 
to the 04/02/2026 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.

K0000

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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14 days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued 
program participation.
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E0000 Initial Comments  
 
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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