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IDENTIFICATION NUMBER:

061417

(X2) MULTIPLE CONSTRUCTION
A. BUILDING
B. WING

(X3) DATE SURVEY COMPLETED
10/03/2025

NAME OF PROVIDER OR SUPPLIER
MORRISTOWN POST ACUTE REHAB AND NURSING CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
77 MADISON AVENUE , MORRISTOWN, New Jersey, 07960

Survey Date: 10/03/25
Census: 209
Sample:2

A Covid-19 Focused Infection Control Survey was
conducted by the New Jersey Department of Health. The
facility was in compliance with the standards in the

New Jersey Administrative Code 8:39, standards for
licensure of Long Term Care Facilities.
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