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S0000 Initial Comments  
 
 
Complaint #: 2741035  
 
Survey Date: 2/10/26  
 
Census: 91  
 
 
A complaint survey was conducted on 2/10/26 at  
Complete Care at Brick. 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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