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The facility is in substantial compliance with the
requirements of 42 CFR Part 483, Subpart B, for Long
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S0000 Initial Comments S0000
The facility is 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.
Office of Primary Care and Health Systems Management
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE | TITLE (X6) DATE
STATE FORM Event ID: 1DAEC6-H1 Facility ID: NJ61531 If continuation sheet Page 1 of 1



