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§483.71(a) The facility assessment must address or 
include the following: 

§483.71(a)(1) The facility's resident population, 
including, but not limited to: 

(i) Both the number of residents and the facility's 
resident capacity; 

(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 

Continued from page 11
months the facility assessment to ensure it is properly
updated according to all State and Federal Guidelines.

The Don/Designee will present the monthly findings to 
the monthly QAPI committee x3 months to determine 
necessity of future audits. 
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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). 

§ 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. 

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 1D7FEC-H1 Facility ID: NJ61113 If continuation sheet Page 13 of 15





PRINTED: 01/09/2026

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:
315324

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY COMPLETED

10/14/2025

NAME OF PROVIDER OR SUPPLIER

TRENTON GARDENS REHABILITATION AND NURSING CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE

512 UNION STREET , TRENTON, New Jersey, 08611

(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

F0838 F0838

SS = F

Continued from page 14

NJAC 8:39-5.1(a) 

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 1D7FEC-H1 Facility ID: NJ61113 If continuation sheet Page 15 of 15



PRINTED: 01/09/2026

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:
315324

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY COMPLETED

10/28/2025

NAME OF PROVIDER OR SUPPLIER

TRENTON GARDENS REHABILITATION AND NURSING CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE

512 UNION STREET , TRENTON, New Jersey, 08611

(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

F0000 F0000INITIAL COMMENTS 

An on-site revisit was conducted on 10/28/25 in 
relation to the 10/7/25 Complaint survey. The facility
was found to be in compliance with 42 CFR Part 483, 
Requirements for Long Term Care Facilities. 
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