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 S 000 Initial Comments  S 000

A Project Survey was conducted on 12/04/2024 

for occupancy approval for the 3rd floor Phase 1 

project at Allaire Rehab and Nursing. The facility 

was surveyed for compliance with NJAC 8:39 and 

NFPA 101:2012 Edition and there were no 

deficient practices identified at the time. The 

facility's census was 135.
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