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Continued from page 13
§483.12(b)(3) Include training as required at 
paragraph §483.95, 

§483.12(b)(4) Establish coordination with the QAPI 
program required under §483.75. 

§483.12(b)(5) Ensure reporting of crimes occurring in
federally-funded long-term care facilities in 
accordance with section 1150B of the Act. The 
policies and procedures must include but are not 
limited to the following elements. 

§483.12(b)(5)(ii) Posting a conspicuous notice of 
employee rights, as defined at section 1150B(d)(3) of
the Act. 

§483.12(b)(5)(iii) Prohibiting and preventing retaliation,
as defined at section 1150B(d)(1) and (2) of the Act. 

This REQUIREMENT is NOT MET as evidenced by: 

Based on interview and document review, it was 
determined that the facility failed to have a system 
in place to ensure a) prior to hire, all employees 
were pre-screened to ensure that they had not been
found guilty in a court of law of abuse, neglect, or 
misappropriation, or had findings entered into the 
state nurse aide registry or against a professional 
license, and b) a process was in place to maintain 
documentation to confirm an appropriate 
pre-screening had occurred for all contracted facility
employees which including dietary and 
housekeeping. The deficient practice was identified 
for 28 of 55 (50%) employee files reviewed that were
provided by the facility (99 out of 154 employee files
were not able to be provided by the facility). 

The evidence was as follows: 

A review of facility policy "Abuse, Neglect, 
Exploitation and Misappropriation Prevention 
Program", revised April 2021 included: 

Policy Statement: Residents have the right to be 
free from abuse, neglect, misappropriation of 
resident property and exploitation. 

Policy Interpretation and Implementation: The 
resident abuse, neglect and exploitation prevention 
program consists of a facility wide commitment and
resource allocation to support the following 
objectives: ... 4.Conduct employee background

F0607 Continued from page 13
checks were completed for all employees. 

Element 3 – Systemic Changes 

A new employee checklist will accompany each new
hire file verifying that all background checks are 
completed. On 1/10/2026 the Administrator finished
educating facility Department Heads on abuse 
prevention to include the requirement of having a 
completed background check prior to hire. 
Department heads will review incoming employee 
files for their specific department to validate 
background checks prior to orientation. This process
applies to all facility employees, including contracted
staff. 

Element 4 – Monitoring / QAPI Oversight 

The Human Resources Director or designee will 
conduct weekly audits of all new hires for 4 weeks 
and then monthly for 3 months to ensure 
background checks were completed prior to hire. 
The HR director will present the results of these 
audits at the monthly QAPI meeting until May 2026.
The Administrator is responsible for oversight of this
POC.
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Continued from page 25
A review of the facility's policy titled, "Activities of
Daily Living (ADLs) Supporting” last revised 3/2018
revealed the following: 

Policy Statement 

Residents will be provided with care and services as
appropriate to maintain or improve their ability carry
out activities of daily living (ADLs). 

Residents who are unable to carry out activities of 
daily living independently will receive the services 
necessary to maintain good nutrition, grooming and
personal and oral hygiene. 

If residents with cognitive impairment or dementia 
resist care, staff will attempt to identify the 
underlying cause of the problem and not just 
assume the resident is refusing or declining care. 
Approaching the resident in a different way or at a 
different time or having another staff member speak
with the resident may be appropriate. 

A review of “Resident Rights” as documented in the
facility Admission Agreement revealed: The resident
has a right to a dignified existence, 
self-determination, and communication with and 
access to persons and services inside and outside 
the facility. Self Determination: The resident has a 
right to be treated with respect and dignity, 
including, the right to reside and receive services in
the facility with reasonable accommodation of 
resident needs and preferences … 
Self-Determination: The resident has the right to 
and the facility must promote and facilitate resident
self-determination through support of the resident 
choice. The resident has a right to choose activities,
schedules (including sleeping and waking times) .. 

NJAC 8:39-27.1 (a)2(g)(h); 8:39-4.1 

F0725 02/20/2026
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Nurse Aide Peform Review-12 hr/yr In-Service 

CFR(s): 483.35(e)(7) 

§483.35(e)(7) Regular in-service education. 

The facility must complete a performance review of 
every nurse aide at least once every 12 months, and
must provide regular in-service education based on
the outcome of these reviews. In-service training 
must comply with the requirements of §483.95(g). 

This REQUIREMENT is NOT MET as evidenced by: 

Based on interview and document review it was

F0730 Element 1 – Corrective Action 

Performance reviews were completed for Certified 
Nursing Assistant #1 through #5. 

Element 2 – Residents Potentially Affected 

All residents have the potential to be affected, 
however, no residents were identified as affected. 
The Director of Nursing conducted an audit of CNA
employee files to verify completed performance 
evaluations were done. 

02/20/2026
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Continued from page 32
§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 observations, interviews, 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 the facility's name in accordance with 42
CFR (Code of Federal Regulations) 424.516. 

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

F0836 Continued from page 32
enrollment records. The facility contacted the New 
Jersey Department of Health licensing office and 
obtained an updated license reflecting 5692 LLC 
d/b/a The Fountains at Atco. The facility is working
to ensure alignment across CMS records, licensure,
signage, and public-facing materials. 

Element 2 – Residents Potentially Affected 

All residents have the potential to be affected; 
however, no residents were identified as affected. 
This issue was administrative and did not impact 
resident care or services. 

Element 3 – Systemic Changes 

A Regulatory Change Checklist was implemented to
ensure any future changes related to facility name, 
ownership, licensure, or CMS enrollment information
are reported to CMS and applicable agencies within
required timeframes. The checklist requires 
verification of notifications and receipt/maintenance
of updated documents. 

Element 4 – Monitoring / QAPI Oversight 

The Administrator or designee will conduct periodic
reviews of CMS enrollment records, state licensure 
documentation, and facility signage/public-facing 
materials to ensure consistency. Findings will be 
reviewed at monthly QAPI for six (6) months until 
100% alignment/compliance is achieved and 
sustained.

02/20/2026
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Continued from page 33
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." 

Prior to the survey, the surveyor accessed the 
facility website which listed the facility name as 
"The Fountains at Atco" at the address listed for the
registered name "Allegria at the Fountains." On 
1/5/25 at 9:00 AM, upon arrival to the facility, the 
surveyors observed signage on the building which 
read "The Fountains at Atco." That name did not 
correspond with the CMS licensed, approved name 
and provider registered name "Allegria at the 
Fountains." 

On 1/5/25 at 9:05 AM, upon entering the facility, the
surveyors observed signage on the wall which

F0836 02/20/2026
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Continued from page 35
(ii) The care required by the resident population, 
using evidence-based, data-driven "methods" that 
considering the types of diseases, conditions, 
physical and behavioral health needs, cognitive 
disabilities, overall acuity, and other pertinent facts 
that are present within that population, consistent 
with and informed by individual resident 
assessments as required under § 483.20; 

(iii) The staff competencies and skill sets that are 
necessary to provide the level and types of care 
needed for the resident population; 

(iv)The physical environment, equipment, services, 
and other physical plant considerations that are 
necessary to care for this population; and 

(v) Any ethnic, cultural, or religious factors that may
potentially affect the care provided by the facility, 
including, but not limited to, activities and food and
nutrition services. 

§483.71(a)(2) The facility's resources, including but 
not limited to the following: 

(i) All buildings and/or other physical structures and
vehicles; 

(ii) Equipment (medical and non- medical); 

(iii) Services provided, such as physical therapy, 
pharmacy, behavioral health, and specific 
rehabilitation therapies; 

(iv) All personnel, including managers, nursing and 
other direct care staff (both employees and those 
who provide services under contract), and 
volunteers, as well as their education and/or training
and any competencies related to resident care; 

(v) Contracts, memorandums of understanding, or 
other agreements with third parties to provide 
services or equipment to the facility during both 
normal operations and emergencies; and 

(vi) Health information technology resources, such as
systems for electronically managing patient records
and electronically sharing information with other 
organizations. 

§483.71(a)(3) A facility-based and community-based
risk assessment, utilizing an all-hazards approach 
as required in §483.73(a)(1). 

F0838 Continued from page 35
department heads on Facility Assessment 
requirements to include resident population acuity, 
required competencies, training requirements, 
resources/equipment/services, 
cultural/religious/psychosocial needs, and risk 
assessment. The Facility Assessment will be 
reviewed annually and when significant change 
occurs. 

Element 4 – Monitoring / QAPI Oversight 

The Administrator or designee will audit the facility 
assessment to ensure the Facility Assessment is 
reviewed annually and upon significant changes in 
resident population/services/staffing. Audits will be
done monthly for three months. The administrator 
will report findings to monthly QAPI meeting until 
May 2026. Administrator is responsible for oversight
of this POC.

02/20/2026
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Continued from page 36

§ 483.71(b) In conducting the facility assessment, the
facility must ensure: 

§ 483.71(b)(1) Active involvement of the following 
participants in the process: 

(i) Nursing home leadership and management, 
including but not limited to, a member of the 
governing body, the medical director, an 
administrator, and the director of nursing; and 

(ii) Direct care staff, including but not limited to, 
RNs, LPNs/LVNs, NAs, and representatives of the 
direct care staff, if applicable. 

(iii) The facility must also solicit and consider input 
received from residents, resident representatives, 
and family members. 

§483.71(c) The facility must use this facility 
assessment to: 

§483.71(c)(1) Inform staffing decisions to ensure that
there are a sufficient number of staff with the 
appropriate competencies and skill sets necessary to
care for its residents' needs as identified through 
resident assessments and plans of care as required
in § 483.35(a)(3). 

§483.71(c)(2) Consider specific staffing needs for 
each resident unit in the facility and adjust as 
necessary based on changes to its resident 
population. 

§483.71(c)(3) Consider specific staffing needs for 
each shift, such as day, evening, night, and adjust 
as necessary based on any changes to its resident 
population. 

§483.71(c)(4) Develop and maintain a plan to 
maximize recruitment and retention of direct care 
staff. 

§483.71(c)(5) Inform contingency planning for events
that do not require activation of the facility's 
emergency plan, but do have the potential to affect 
resident care, such as, but not limited to, the 
availability of direct care nurse staffing or other 
resources needed for resident care. 

F0838 02/20/2026
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Continued from page 39

§483.75(b) (4) Reflect the complexities, unique care, 
and services that the facility provides. 

§483.75(f) Governance and leadership. 

The governing body and/or executive leadership (or
organized group or individual who assumes full legal
authority and responsibility for operation of the 
facility) is responsible and accountable for ensuring
that: 

§483.75(f)(1) An ongoing QAPI program is defined, 
implemented, and maintained and addresses 
identified priorities. 

§483.75(f)(2) The QAPI program is sustained during 
transitions in leadership and staffing; 

§483.75(f)(3) The QAPI program is adequately 
resourced, including ensuring staff time, equipment,
and technical training as needed; 

§483.75(f)(4) The QAPI program identifies and 
prioritizes problems and opportunities that reflect 
organizational process, functions, and services 
provided to residents based on performance 
indicator data, and resident and staff input, and 
other information. 

§483.75(f)(5) Corrective actions address gaps in 
systems, and are evaluated for effectiveness; and 

§483.75(f)(6) Clear expectations are set around safety,
quality, rights, choice, and respect. 

§483.75(h) Disclosure of information. 

A State or the Secretary may not require disclosure
of the records of such committee except in so far as
such disclosure is related to the compliance of such
committee with the requirements of this section. 

§483.75(i) Sanctions. 

Good faith attempts by the committee to identify and
correct quality deficiencies will not be used as a 
basis for sanctions.

F0865 02/20/2026
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Continued from page 44
minimum, the following elements: 

§483.80(a)(1) A system for preventing, identifying, 
reporting, investigating, and controlling infections 
and communicable diseases for all residents, staff, 
volunteers, visitors, and other individuals providing
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. 

F0880 Continued from page 44

All residents have the potential to be affected due to
potential influenza transmission. No specific 
residents were identified as affected. Vaccination 
and exemption records were reviewed by Director of
Nursing to ensure compliance for all employees 
working in the Skilled Nursing Facility. 

Element 3 – Systemic Changes 

The Influenza Vaccination Policy was reviewed and 
is in accordance to state regulation. On 2/4/26 
Administrator completed education to facility 
Department Heads on the vaccination requirements.

Element 4 – Monitoring / QAPI Oversight 

The Director of Nursing or designee will audit 
influenza vaccination records maintained by the 
Infection Preventionist weekly through March 2026. 
Director of Nursing will report findings to the 
monthly QAPI meeting, until April 2026. The director
of nursing is responsible for oversight of this POC.
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Continued from page 45
Personnel must handle, store, process, and transport
linens so as to prevent the spread of infection. 

§483.80(f) Annual review. 

The facility will conduct an annual review of its IPCP
and update their program, as necessary. 

This REQUIREMENT is NOT MET as evidenced by: 

Based on observations, interviews, review of facility
policies and review of pertinent facility 
documentation, it was determined that the facility 
failed to develop a system to prevent the spread of 
potential influenza (flu) by ensuring a process was in
place to monitor employee flu vaccination to prevent
potential transmission of influenza to residents. This
deficient practice had the potential to affect all 
resident who resided at the facility and was 
evidenced by the following: 

Reference: 

Infection Prevention and Control Strategies for 
Seasonal Influenza in Healthcare Settings; Health 
Care Providers (HCP); April 28, 2025. 

On January 13, 2020, Governor Murphy signed P.L. 
2019 c. 330 (codified at N.J.S.A. 26:2H-18.79 and 
referred to hereafter as "the Statute"). The Statute 
requires certain healthcare facilities to establish and
implement an annual influenza vaccination program.
The New Jersey Department of Health (Department) 
is required by the Statute to promulgate rules and 
designate a medical exemption form to be 
distributed to the covered healthcare facilities. This 
memo and the attached form are intended to assist 
general or special hospitals, nursing homes 
(long-term care facilities licensed pursuant to 
N.J.A.C. 8:39), and home health care agencies, 
collectively referred to as "facility" or "facilities," in
understanding and meeting their obligations under 
the Statute, until the rules and the medical 
exemption form can be adopted through rulemaking.

All facility employees are required to be vaccinated,
including employees who are not responsible for 
direct patient care. Per diem and contract employees
are to be considered facility employees and are 
required to be vaccinated. 

Facilities are required to review and confirm each 
medical exemption to ensure the exemption is 
consistent with standards enumerated by the 
Advisory Committee on Immunization Practices,

F0880 02/20/2026
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Continued from page 73
give a copy of the grievance policy to the resident. 
The grievance policy must include: 

(i) Notifying resident individually or through postings
in prominent locations throughout the facility of the
right to file grievances orally (meaning spoken) or in
writing; the right to file grievances anonymously; 
the contact information of the grievance official with
whom a grievance can be filed, that is, his or her 
name, business address (mailing and email) and 
business phone number; a reasonable expected time
frame for completing the review of the grievance; 
the right to obtain a written decision regarding his 
or her grievance; and the contact information of 
independent entities with whom grievances may be 
filed, that is, the pertinent State agency, Quality 
Improvement Organization, State Survey Agency and
State Long-Term Care Ombudsman program or 
protection and advocacy system; 

(ii) Identifying a Grievance Official who is responsible
for overseeing the grievance process, receiving and
tracking grievances through to their conclusions; 
leading any necessary investigations by the facility;
maintaining the confidentiality of all information 
associated with grievances, for example, the identity
of the resident for those grievances submitted 
anonymously, issuing written grievance decisions to
the resident; and coordinating with state and federal
agencies as necessary in light of specific 
allegations; 

(iii) As necessary, taking immediate action to prevent
further potential violations of any resident right while
the alleged violation is being investigated; 

(iv) Consistent with §483.12(c)(1), immediately 
reporting all alleged violations involving neglect, 
abuse, including injuries of unknown source, and/or
misappropriation of resident property, by anyone 
furnishing services on behalf of the provider, to the
administrator of the provider; and as required by 
State law; 

(v) Ensuring that all written grievance decisions 
include the date the grievance was received, a 
summary statement of the resident's grievance, the
steps taken to investigate the grievance, a summary
of the pertinent findings or conclusions regarding 
the resident's concerns(s), a statement as to 
whether the grievance was confirmed or not 
confirmed, any corrective action taken or to be taken
by the facility as a result of the grievance, and the 
date the written decision was issued; 

(vi) Taking appropriate corrective action in

F0585 Continued from page 73
Facility Educator educated nursing staff on the 
grievance policy and process including proper 
notification. Administrator educated Social services 
director on Grievances to be, promptly identified, 
logged as grievances when applicable, and tracked 
through resolution. 

Element 4 – Monitoring / QAPI Oversight 

The Social Worker/designee will conduct audits of 
grievances to ensure concerns are consistently 
documented, investigated, and resolved per facility 
policy. Audits will be completed weekly x 4 weeks 
and then monthly for 3 months. The Social Worker 
will present the results of these audits at the 
monthly QAPI meeting until May 2026. The 
Administrator is responsible for oversight of this 
POC.

02/20/2026
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S0000 Initial Comments 

Complaint #s: NJ 176409, NJ 181028, NJ 86576, NJ 
2704937 

Survey Date: 1/9/26 

Census: 56 

Sample: 15+ 2 closed records. 

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 02/02/2026

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 interview, and review of pertinent facility 
documentation, it was determined the facility failed 
to maintain the required minimum direct care 
staff-to-resident ratios for 3 of 14-day shifts as 
mandated by the state of New Jersey. 

A review of "New Jersey Department of Health Long
Term Care Assessment and Survey Program Nurse 
Staffing Report" for the two-week period beginning
12/21/2025 and ending 01/03/2025 for the Standard
survey on 01/08/2025, revealed the facility was not 
in compliance with the State of New Jersey minimum
staffing requirements. 

The facility was deficient in CNA staffing for 
residents on 3 of 14-day shifts as follows: 

S0560 Element 1 – Corrective Action 

Administrator, Director of Nursing, and Staffing 
Coordinator reviewed staffing assignments for 
12/21/2025, 12/28/2025, and 01/02/2026. A review 
of resident records, incident reports, and nursing 
documentation for those shifts was conducted to 
determine adverse outcomes, none were identified. 
Scheduling procedures were reinforced to ensure 
compliance with New Jersey minimum staffing 
requirements for Certified Nursing Assistants on day
shift. 

Element 2 – Residents Potentially Affected 

All residents have the potential to be affected. The 
Administrator and Director of Nursing reviewed 
staffing reports for the prior four weeks to verify 
compliance with NJ minimum ratios, no additional 
dates were identified. No residents were identified as
affected by this deficiency. 

Element 3 – Systemic Changes 

02/20/2026
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S0560 Continued from page 1

-12/21/25 had 5 CNAs for 52 residents on the day 
shift, required at least 6 CNAs. 

-12/28/25 had 5 CNAs for 57 residents on the day 
shift, required at least 7 CNAs. 

-01/02/26 had 6 CNAs for 56 residents on the day 
shift, required at least 7 CNAs. 

On 01/07/26 at 10:19 AM, during an interview with a
surveyor, the Staffing Director (SD) stated he worked
in the facility for three (3) months, and that his goal
was to meet Center for Medicare and Medicaid 
Services’ staffing requirements. The SD stated the 
agency was used minimally and the facility’s unit 
clerk who was a Certified Nursing Assistant (CNA) 
covered unstaffed shifts (call outs). The SD also 
stated that the facility administration was supportive
of him and was able to do what was needed to fulfill
staffing needs. The SD stated he was aware of the 
required staffing ratios, tried to meet the ratios, “but
then there are call outs.” 

A review of the undated, facility provided policy 
titled; Sufficient and Competent Nursing Staffing 
included that the facility provided sufficient number
of nursing staff with the appropriate skills and 
competency necessary to provide nursing and 
related care and services for all residents in 
accordance with resident care plans and the facility
assessment. Minimum staffing requirements…are 
adhered to when determining staff ratios… 

S0560 Continued from page 1
A daily staffing ratio tracking log was implemented 
to document census and minimum required Certified
Nursing Assistant staffing by shift per NJ 
regulations. If call-outs occur and staffing falls 
below required ratios, replacement procedures are 
initiated immediately. On 02/04/26 Staffing 
Coordinator was re-educated by the Administrator 
on NJ ratio requirements and facility staffing policy.

Element 4 – Monitoring / QAPI Oversight 

The Administrator/designee will conduct audits of 
daily staffing levels. Audits will be completed for 1 
nursing shift daily for one month and then weekly 
for 4 weeks and then monthly for 2 months. The 
Administrator/designee will present the results of 
these audits at the monthly QAPI meeting until May
2026. The Administrator is responsible for oversight
of this POC 

02/20/2026

S1405 Mandatory Infection Control and Sanitation 

CFR(s): 8:39-19.5(a) 

The facility shall require all new employees to 
complete a health history and to receive an 
examination performed by a physician or advanced 
practice nurse, or New Jersey licensed physician 
assistant, within two weeks prior to the first day of 
employment or upon employment. If the new 
employee receives a nursing assessment by a 
registered professional nurse upon employment, the
physician's or advanced practice nurse's 
examination may be deferred for up to 30 days from
the first day of employment. The facility shall 
establish criteria for determining the completeness 
of physical examinations for employees. 

This LICENSURE REQUIREMENT is NOT MET as 
evidenced by:

S1405 Element 1 – Corrective Action 

The Director of Nursing reviewed current employee 
files and ensured all physicals were completed for 
active employees. 

Element 2 – Residents Potentially Affected 

All residents have the potential to be affected. The 
Director of Nursing reviewed current employee 
health documentation files to ensure required 
physicals are completed within two weeks prior to 
the first day of employment or upon employment, or
If the new employee receives a nursing assessment
by a registered professional nurse upon 
employment, the physician's or advanced practice 
nurse's examination may be deferred for up to 30 
days from the first day of employment. No residents

02/20/2026
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S0000 Initial Comments 

Revisit Date: 3/12/26 

Survey Date: 1/9/26 

Census: 51 

Sample Size: 3 

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 03/18/2026
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F0000 INITIAL COMMENTS 

Census: 51 

Sample Size: 3 

An on-stie revisit was conducted on 03/12/2026 to 
verify the facility's Plan of Correction for the 
01/09/2026 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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S0000 Initial Comments 

Census: 51 

Sample Size: 3 

An on-stie revisit was conducted on 03/12/2026 to 
verify the facility's Plan of Correction in relation to 
the 01/09/2026 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.
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E0000 Initial Comments 

An Emergency Preparedness Survey was conducted
by the New Jersey Department of Health (NJDOH), 
Health Facility Survey and Field Operations from 
1/05/2026 through 1/06/2026. The facility was found
to be in NON-COMPLIANCE with Medicare/Medicaid
at 42 CFR, Subpart 483.73, Emergency Preparedness.

E0000 02/02/2026

E0004
SS = F

Develop EP Plan, Review and Update Annually 

CFR(s): 483.73(a) 

§403.748(a), §416.54(a), §418.113(a), §441.184(a), 
§460.84(a), §482.15(a), §483.73(a), §483.475(a), 
§484.102(a), §485.68(a), §485.542(a), §485.625(a), 
§485.727(a), §485.920(a), §486.360(a), §491.12(a), 
§494.62(a). 

The [facility] must comply with all applicable Federal,
State and local emergency preparedness 
requirements. The [facility] must develop establish 
and maintain a comprehensive emergency 
preparedness program that meets the requirements 
of this section. The emergency preparedness 
program must include, but not be limited to, the 
following elements: 

(a) Emergency Plan. The [facility] must develop and 
maintain an emergency preparedness plan that must
be [reviewed], and updated at least every 2 years. 
The plan must do all of the following: 

* [For hospitals at §482.15 and CAHs at §485.625(a):]
Emergency Plan. The [hospital or CAH] must comply
with all applicable Federal, State, and local 
emergency preparedness requirements. The [hospital
or CAH] must develop and maintain a 
comprehensive emergency preparedness program 
that meets the requirements of this section, utilizing
an all-hazards approach. 

* [For LTC Facilities at §483.73(a):] Emergency Plan.
The LTC facility must develop and maintain an

E0004 Element 1 – Corrective Action: 

The facility completed the review of the Emergency 
Preparedness Plan (EPP) on 1/29/2026. The review 
included collaboration with the Administrator, 
Director of Nursing, Maintenance Director, and 
Department Heads to ensure all required 
components of the Emergency Preparedness Plan 
were present and compliant with regulatory 
requirements. Staff participating in the review signed
verification acknowledging their participation. 

Element 2 – Residents Potentially Affected: 

All residents have the potential to be affected by the
deficient practice. 

Element 3 – Systemic Changes: 

On 1/29/2026, an in-service education was 
conducted by the Administrator and Maintenance 
Director for all department heads. The training 
included requirements for development and 
evaluation of the Emergency Preparedness Plan, 
interdisciplinary collaboration requirements, 
documentation expectations, and regulatory 
expectations for annual review. An in-service 
attendance record with staff signatures was 
completed and maintained by the facility. 

Element 4 – Monitoring / QAPI Oversight: 

The Administrator or designee will conduct audits of
the Emergency Preparedness Plan. Audits will be 
done Monthly for 3 months. Administrator will 
present these findings to the monthly QAPI 
Committee, until May 2026.

02/20/2026
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K0000
Bldg. 01

INITIAL COMMENTS 

An offsite/desk review of the facility's Plan of 
Correction was conducted on 4/12/2026 in relation 
to the 1/9/2026 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 04/12/2026
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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 
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program participation.
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E0000 Initial Comments 

An offsite/desk review of the facility's Plan of 
Correction was conducted on 4/12/2026 in relation 
to the 1/9/2026 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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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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