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F 000 INITIAL COMMENTS F 000

 Complaint #: NJ00182622

Census: 84

THE FACILITY IS IN SUBSTANTIAL 
COMPLIANCE WITH THE REQUIREMENTS OF 
42 CFR PART 483, SUBPART B, FOR LONG 
TERM CARE FACILITIES BASED ON THIS 
COMPLAINT VISIT.
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Complaint # NJ00182622

The facility was in compliance with the standards 
in the New Jersey Administrative Code, Chapter 
8:39, Standards for Licensure of Long Term Care 
Facilities based on this complaint visit.
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