






PRINTED: 02/19/2026

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
 AND PLAN OF CORRECTIONS

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:
315008

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY COMPLETED

08/28/2025

NAME OF PROVIDER OR SUPPLIER

LAUREL MANOR HEALTHCARE AND REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE

18 W LAUREL ROAD , STRATFORD, New Jersey, 08084

(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

F0655 F0655

SS = D
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professional standards of quality care. The baseline 
care plan must- 

(i) Be developed within 48 hours of a resident's 
admission. 

(ii) Include the minimum healthcare information 
necessary to properly care for a resident including, 
but not limited to- 

(A) Initial goals based on admission orders. 

(B) Physician orders. 

(C) Dietary orders. 

(D) Therapy services. 

(E) Social services. 

(F) PASARR recommendation, if applicable. 

§483.21(a)(2) The facility may develop a comprehensive
care plan in place of the baseline care plan if the 
comprehensive care plan- 

(i) Is developed within 48 hours of the resident's 
admission. 

(ii) Meets the requirements set forth in paragraph (b)
of this section (excepting paragraph (b)(2)(i) of this
section). 

§483.21(a)(3) The facility must provide the resident 
and their representative with a summary of the baseline
care plan that includes but is not limited to: 

(i) The initial goals of the resident. 

(ii) A summary of the resident's medications and 
dietary instructions. 

(iii) Any services and treatments to be administered by
the facility and personnel acting on behalf of the 
facility. 

(iv) Any updated information based on the details of 
the comprehensive care plan, as necessary. 

This REQUIREMENT is NOT MET as evidenced by: 

Based on record review, interviews, and policy review,

Continued from page 3
resident representative within 48 hours for all new 
admissions. 

DON and SSD audited all residents admitted within the 
last 90 days to confirm baseline care plans were 
completed and reviewed with the 
resident/representative. 

2) Residents Potentially Affected 

-All residents have the potential to be affected by the
facilities failure to ensure newly admitted residents 
had documentation that the Baseline Care Plan had been
reviewed with the resident / resident representative 
within 48 hours. 

3) Systemic Changes 

- Policy revised to require documentation of care plan
review and offering of copy. 

- EMR updated to include mandatory “baseline care plan
review” field. 

- The IDCP team re-educated by the Administrator on 
documenting the Baseline Care Plan has been reviewed 
with the resident/ resident representative. 

The Director of Nursing / designee will audit all new 
admissions to ensure within 48 hours of admission there
is documentation that the baseline care plan has been 
reviewed with the resident/resident representative. 

4) Monitoring 

- The Director of Nursing /designee will review any 
findings of these audits and present them quarterly 
with the QAPI committee to determine the frequency of 
future audits. 
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Continued from page 21
services under a contractual arrangement based upon the
facility assessment conducted according to §483.71 and
following accepted national standards; 

§483.80(a)(2) Written standards, policies, and 
procedures for the program, which must include, but are
not limited to: 

(i) A system of surveillance designed to identify 
possible communicable diseases or 

infections before they can spread to other persons in 
the facility; 

(ii) When and to whom possible incidents of 
communicable disease or infections should be reported;

(iii) Standard and transmission-based precautions to be
followed to prevent spread of infections; 

(iv)When and how isolation should be used for a 
resident; including but not limited to: 

(A) The type and duration of the isolation, depending 
upon the infectious agent or organism involved, and 

(B) A requirement that the isolation should be the 
least restrictive possible for the resident under the 
circumstances. 

(v) The circumstances under which the facility must 
prohibit employees with a communicable disease or 
infected skin lesions from direct contact with 
residents or their food, if direct contact will 
transmit the disease; and 

(vi)The hand hygiene procedures to be followed by staff
involved in direct resident contact. 

§483.80(a)(4) A system for recording incidents 
identified under the facility's IPCP and the corrective
actions taken by the facility. 

§483.80(e) Linens. 

Personnel must handle, store, process, and transport 
linens so as to prevent the spread of infection. 

§483.80(f) Annual review. 

Continued from page 21
potential to be affected by the facilities failure to 
prevent contamination of humidified oxygen tubing/ 
moisture collection bag. 

3) Systemic Changes 

All Nursing staff were re-educated by the Infection 
Preventionist on the importance of ensuring the 
prevention of contamination of oxygen tubing / moisture
collection bag, by not being on the floor. 

The Infection Preventionist / Designee will audit all 
oxygen tubing / moisture collection bags to ensure 
proper placement to prevent contamination, daily x7, 
weekly x4, monthly x3 and quarterly thereafter. 

4) Monitoring 

- The Infection Preventionist /designee will review any
findings of these audits and present them quarterly 
with the QAPI committee to determine the frequency of 
future audits. 
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S0000 S0000 09/25/2025Initial 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. 

 

S0560 S0560 09/25/2025Mandatory 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 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. 

Findings include: 

For the 4 weeks of staffing from 12/29/2024 to 
01/25/2025, the facility was deficient in CNA staffing
for residents on 27 of 28-day shifts and deficient in 
CNAs to total staff on 19 of 28 evening shifts as 
follows: 

-12/29/24 had 9 CNAs for 94 residents on the day shift,
required at least 12 CNAs. 

-12/30/24 had 9 CNAs for 94 residents on the day shift,
required at least 12 CNAs. 

-12/30/24 had 9 CNAs to 21 total staff on the evening 
shift, required at least 10 CNAs. 

-12/31/24 had 10 CNAs for 94 residents on the day 

1) Corrective Action Taken 

The staffing coordinator was re- educated by the 
Administrator on the required minimum direct care 
staff-to-resident ratios as mandated by the state of 
New Jersey. 

There was no care issues reported on the shifts that 
were identified. 

The facility will continue to reach out to existing 
staff to pick up overtime shifts and staff accordingly
to meet ratios. 

2) Residents Potentially Affected 

- All residents have the potential to be affected by 
failure to maintain the required minimum direct care 
staff-to-resident ratios. 

3) Systemic Changes 

- The facility will continue to post job openings on 
multiple job sites to promote CNA openings. 

- The facility is offering a sign-on bonus for new 
hires. 

Office of Primary Care and Health Systems Management
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shift, required at least 12 CNAs. 

-12/31/24 had 9 CNAs to 22 total staff on the evening 
shift, required at least 11 CNAs. 

-01/01/25 had 10 CNAs for 94 residents on the day 
shift, required at least 12 CNAs. 

-01/02/25 had 11 CNAs for 97 residents on the day 
shift, required at least 12 CNAs. 

-01/02/25 had 9 CNAs to 22 total staff on the evening 
shift, required at least 11 CNAs. 

-01/03/25 had 9 CNAs for 97 residents on the day shift,
required at least 12 CNAs. 

-01/03/25 had 9 CNAs to 23 total staff on the evening 
shift, required at least 11 CNAs. 

-01/04/25 had 10 CNAs for 97 residents on the day 
shift, required at least 12 CNAs. 

-01/05/25 had 9 CNAs for 96 residents on the day shift,
required at least 12 CNAs. 

-01/05/25 had 7 CNAs to 16 total staff on the evening 
shift, required at least 8 CNAs. 

-01/06/25 had 10 CNAs for 95 residents on the day 
shift, required at least 12 CNAs. 

-01/06/25 had 8 CNAs to 20 total staff on the evening 
shift, required at least 10 CNAs. 

-01/07/25 had 9 CNAs for 95 residents on the day shift,
required at least 12 CNAs. 

-01/07/25 had 9 CNAs to 23 total staff on the evening 
shift, required at least 10 CNAs. 

-01/08/25 had 10 CNAs for 95 residents on the day 
shift, required at least 12 CNAs. 

-01/08/25 had 9 CNAs to 22 total staff on the evening 
shift, required at least 11 CNAs. 

-01/09/25 had 9 CNAs for 95 residents on the day shift,
required at least 12 CNAs. 

-01/09/25 had 9 CNAs to 24 total staff on the evening 
shift, required at least 12 CNAs. 

-01/10/25 had 11 CNAs for 95 residents on the day 

Continued from page 1

- The facility has contracted with an agency to assist
with staffing needs. 

- The Staffing Coordinator/designee will review daily 
staffing sheets to ensure the facility maintains direct
care staff-to-resident ratios, weekly × 4 weeks, then 
monthly × 3 months, then quarterly thereafter. 

4) Monitoring 

- The Administrator/designee will review findings from
these audits and present them quarterly to the QAPI 
committee to determine frequency of future audits. 
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shift, required at least 12 CNAs. 

-01/10/25 had 9 CNAs to 23 total staff on the evening 
shift, required at least 11 CNAs. 

-01/11/25 had 10 CNAs for 92 residents on the day 
shift, required at least 11 CNAs. 

-01/12/25 had 9 CNAs for 92 residents on the day shift,
required at least 11 CNAs. 

-01/13/25 had 10 CNAs for 92 residents on the day 
shift, required at least 11 CNAs. 

-01/13/25 had 9 CNAs to 22 total staff on the evening 
shift, required at least 11 CNAs. 

-01/14/25 had 9 CNAs for 92 residents on the day shift,
required at least 11 CNAs. 

-01/14/25 had 9 CNAs to 22 total staff on the evening 
shift, required at least 11 CNAs. 

-01/15/25 had 10 CNAs for 92 residents on the day 
shift, required at least 11 CNAs. 

-01/15/25 had 9 CNAs to 22 total staff on the evening 
shift, required at least 11 CNAs. 

-01/16/25 had 9 CNAs to 22 total staff on the evening 
shift, required at least 11 CNAs. 

-01/17/25 had 10 CNAs for 97 residents on the day 
shift, required at least 12 CNAs. 

-01/17/25 had 9 CNAs to 22 total staff on the evening 
shift, required at least 11 CNAs. 

-01/18/25 had 9 CNAs for 97 residents on the day shift,
required at least 12 CNAs. 

-01/19/25 had 8 CNAs for 97 residents on the day shift,
required at least 12 CNAs. 

-01/20/25 had 10 CNAs for 95 residents on the day 
shift, required at least 12 CNAs. 

-01/21/25 had 10 CNAs for 95 residents on the day 
shift, required at least 12 CNAs. 

-01/21/25 had 9 CNAs to 23 total staff on the evening 
shift, required at least 11 CNAs. 

-01/22/25 had 9 CNAs for 95 residents on the day shift,
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required at least 12 CNAs. 

-01/22/25 had 9 CNAs to 22 total staff on the evening 
shift, required at least 11 CNAs. 

-01/23/25 had 9 CNAs for 95 residents on the day shift,
required at least 12 CNAs. 

-01/23/25 had 9 CNAs to 23 total staff on the evening 
shift, required at least 11 CNAs. 

-01/24/25 had 11 CNAs for 101 residents on the day 
shift, required at least 13 CNAs. 

-01/23/25 had 9 CNAs for 95 residents on the day shift,
required at least 12 CNAs. 

-01/23/25 had 9 CNAs to 23 total staff on the evening 
shift, required at least 11 CNAs. 

For the 3 weeks of staffing from 07/20/2025 to 
08/09/2025, the facility was deficient in CNA staffing
for residents on 16 of 21 day shifts and deficient in 
CNAs to total staff on 15 of 21 evening shifts as 
follows: 

-07/21/25 had 10 CNAs for 90 residents on the day 
shift, required at least 11 CNAs. 

-07/21/25 had 9 CNAs to 21 total staff on the evening 
shift, required at least 10 CNAs. 

-07/22/25 had 9 CNAs to 23 total staff on the evening 
shift, required at least 11 CNAs. 

-07/23/25 had 9 CNAs for 89 residents on the day shift,
required at least 11 CNAs. 

-07/23/25 had 9 CNAs to 21 total staff on the evening 
shift, required at least 10 CNAs. 

-07/24/25 had 10 CNAs for 89 residents on the day 
shift, required at least 11 CNAs. 

-07/24/25 had 9 CNAs to 23 total staff on the evening 
shift, required at least 11 CNAs. 

-07/25/25 had 10 CNAs for 89 residents on the day 
shift, required at least 11 CNAs. 

-07/25/25 had 9 CNAs to 23 total staff on the evening 
shift, required at least 11 CNAs. 

-07/26/25 had 10 CNAs for 89 residents on the day 
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shift, required at least 11 CNAs. 

-07/28/25 had 9 CNAs to 22 total staff on the evening 
shift, required at least 11 CNAs. 

-07/29/25 had 9 CNAs to 23 total staff on the evening 
shift, required at least 11 CNAs. 

-07/30/25 had 10 CNAs for 91 residents on the day 
shift, required at least 11 CNAs. 

-07/30/25 had 8 CNAs to 21 total staff on the evening 
shift, required at least 10 CNAs. 

-07/31/25 had 10 CNAs for 91 residents on the day 
shift, required at least 11 CNAs. 

-07/31/25 had 8 CNAs to 22 total staff on the evening 
shift, required at least 11 CNAs. 

-08/01/25 had 10 CNAs for 91 residents on the day 
shift, required at least 11 CNAs. 

-08/01/25 had 9 CNAs to 23 total staff on the evening 
shift, required at least 11 CNAs. 

-08/02/25 had 10 CNAs for 91 residents on the day 
shift, required at least 11 CNAs. 

-08/03/25 had 10 CNAs for 95 residents on the day 
shift, required at least 12 CNAs. 

-08/04/25 had 11 CNAs for 95 residents on the day 
shift, required at least 12 CNAs. 

-08/04/25 had 9 CNAs to 22 total staff on the evening 
shift, required at least 11 CNAs. 

-08/05/25 had 10 CNAs for 95 residents on the day 
shift, required at least 12 CNAs. 

-08/05/25 had 9 CNAs to 22 total staff on the evening 
shift, required at least 11 CNAs. 

-08/06/25 had 10 CNAs for 95 residents on the day 
shift, required at least 12 CNAs. 

-08/06/25 had 9 CNAs to 21 total staff on the evening 
shift, required at least 10 CNAs. 

-08/07/25 had 10 CNAs for 95 residents on the day 
shift, required at least 12 CNAs. 

-08/07/25 had 9 CNAs to 21 total staff on the evening 
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shift, required at least 10 CNAs. 

-08/08/25 had 10 CNAs for 97 residents on the day 
shift, required at least 12 CNAs. 

-08/08/25 had 9 CNAs to 23 total staff on the evening 
shift, required at least 11 CNAs. 

-08/09/25 had 10 CNAs for 96 residents on the day 
shift, required at least 12 CNAs. 

For the 2 weeks of staffing prior to survey from 
08/10/2025 to 08/23/2025, the facility was deficient in
CNA staffing for residents on 10 of 14 day shifts and 
deficient in CNAs to total staff on 10 of 14 evening 
shifts as follows: 

-08/10/25 had 10 CNAs for 96 residents on the day 
shift, required at least 12 CNAs. 

-08/11/25 had 11 CNAs for 96 residents on the day 
shift, required at least 12 CNAs. 

-08/11/25 had 9 CNAs to 22 total staff on the evening 
shift, required at least 11 CNAs. 

-08/12/25 had 11 CNAs for 96 residents on the day 
shift, required at least 12 CNAs. 

-08/12/25 had 9 CNAs to 21 total staff on the evening 
shift, required at least 10 CNAs. 

-08/13/25 had 11 CNAs for 95 residents on the day 
shift, required at least 12 CNAs. 

-08/13/25 had 9 CNAs to 21 total staff on the evening 
shift, required at least 10 CNAs. 

-08/14/25 had 11 CNAs for 94 residents on the day 
shift, required at least 12 CNAs. 

-08/14/25 had 9 CNAs to 21 total staff on the evening 
shift, required at least 10 CNAs. 

-08/15/25 had 9 CNAs to 21 total staff on the evening 
shift, required at least 10 CNAs. 

-08/16/25 had 11 CNAs for 93 residents on the day 
shift, required at least 12 CNAs. 

-08/17/25 had 11 CNAs for 93 residents on the day 
shift, required at least 12 CNAs. 

-08/18/25 had 9 CNAs for 93 residents on the day shift,
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S0560 S0560Continued from page 6
required at least 12 CNAs. 

-08/18/25 had 9 CNAs to 21 total staff on the evening 
shift, required at least 10 CNAs. 

-08/19/25 had 9 CNAs for 94 residents on the day shift,
required at least 12 CNAs. 

-08/19/25 had 10 CNAs to 22 total staff on the evening
shift, required at least 11 CNAs. 

-08/20/25 had 9 CNAs to 23 total staff on the evening 
shift, required at least 11 CNAs. 

-08/21/25 had 9 CNAs to 23 total staff on the evening 
shift, required at least 11 CNAs. 

-08/22/25 had 9 CNAs to 23 total staff on the evening 
shift, required at least 11 CNAs. 

-08/23/25 had 10 CNAs for 91 residents on the day 
shift, required at least 11 CNAs. 
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An offsite/desk review of the facility's Plan of 
Correction was conducted on 12/12/2025 in relation to 
the 8/28/2025 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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An offsite/desk review of the facility's Plan of 
Correction was conducted on 12/12/2025 in relation to 
the 8/28/2025 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 

 

Office of Primary Care and Health Systems Management
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K0000 K0000 09/25/2025INITIAL 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 08/27/25 and the facility 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 
National Fire Protection Association (NFPA) 101, Life 
Safety Code (LSC), Chapter 19 EXISTING Health Care 
Occupancies. 

Laurel Manor Healthcare and Rehabilitation Center is a
two-story building built in 1963. It is composed of 
Type II unprotected construction. The facility is 
divided into seven - smoke zones. The generator powers
approximately 50% of the building per the Maintenance 
Director. The current occupied beds are 92 of 106. 

 

K0341 K0341

SS = F

10/15/2025Fire Alarm System - Installation 

CFR(s): NFPA 101 

Fire Alarm System - Installation 

A fire alarm system is installed with systems and 
components approved for the purpose in accordance with
NFPA 70, National Electric Code, and NFPA 72, National
Fire Alarm Code to provide effective warning of fire in
any part of the building. In areas not continuously 
occupied, detection is installed at each fire alarm 
control unit. In new occupancy, detection is also 
installed at notification appliance circuit power 
extenders, and supervising station transmitting 
equipment. Fire alarm system wiring or other 
transmission paths are monitored for integrity. 

18.3.4.1, 19.3.4.1, 9.6, 9.6.1.8 

This STANDARD is NOT MET as evidenced by: 

Based on observation and interview, it was determined 
that the facility failed to ensure low voltage wiring 
was protected in conduit below seven feet in accordance
with NFPA 70 National Electrical Code (2011 Edition) 

1) Corrective Action Taken 

- The exposed low-voltage wiring from the junction box
to the sprinkler flow switch and tamper switch on the 
OS&Y valve was enclosed in rigid conduit. 

- The Maintenance Director to verify and document the 
correction in the Life Safety log. 

2) Residents Potentially Affected 

- All Residents have the ability to be affected. 

3) Systemic Changes 

- Maintenance director or designee will perform 
inspections of all wiring below 7 feet to ensure 
compliance monthly x3, quarterly x3. Findings reported
to Administration and QAPI. Said inspections will 
ensure measures are sustained. 

- Maintenance staff re-educated on 09/02/25 regarding 
code requirements for conduit protection of low-voltage
wiring and documentation expectations. 

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.

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

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 1D4B34-L1 Facility ID: NJ60405 If continuation sheet Page 1 of 4









PRINTED: 02/19/2026

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
 AND PLAN OF CORRECTIONS

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:
315008

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY COMPLETED

08/28/2025

NAME OF PROVIDER OR SUPPLIER

LAUREL MANOR HEALTHCARE AND REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE

18 W LAUREL ROAD , STRATFORD, New Jersey, 08084

(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 E0000 09/25/2025Initial Comments 

An Emergency Preparedness 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 08/27/25. The 
facility was found to be in compliance with 42 CFR 
483.73. 
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An offsite/desk review of the facility's Plan of 
Correction was conducted on 12/26/2025 in relation to 
the 8/28/2025 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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