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 A 000 Initial Comments

Initial Comments:

 A 000

Type of Survey:  Complaint 

Complaint #:  NJ 00175625

Census:  36

Sample Size:  4 

The facility is not in substantial compliance with 

all of the standards in the New Jersey 

Administrative Code 8:36, Standards for 

Licensure of Assisted Living Residences, 

Comprehensive Personal Care Homes and 

Assisted Living Programs.  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 provisions of New Jersey 

Administrative Code Title 8, Chapter 43E, 

Enforcement of Licensure Regulations.

 

 A 235 8:36-2.4(d) Licensure Procedures

(d) Survey visits may be made to a facility at any 

time by authorized staff of the Department. Such 

visits may include, but not be limited to, the 

review of all facility documents and resident 

records and conferences with residents.

This REQUIREMENT  is not met as evidenced 

by:

 A 235

Complaint #:  NJ 00174743

Based on interview, record review, and review of 
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 A 235Continued From page 1 A 235

pertinent facility documents it was determined 

that the facility failed to provide full access to all 

resident electronic medical records (EMR) to 

surveyor to complete investigation and surveyor 

process of the Department of Health for 3 of 3 

residents reviewed, Resident's #1, #2, and #3 as 

evidenced by the following:

On 8/7/24 at 9:20 a.m., the surveyor interviewed 

the Executive Director (ED), regarding access to 

resident medical records (MR). The ED stated 

that the facility used two EMR systems. In 

addition, the ED explained that EMR #1 contained 

records of medication, and its administration, as 

well as, interdisciplinary notes, including nursing 

progress notes. Further, the ED stated that EMR 

#2 included records of care, service plans, and 

personal information of residents. The surveyor 

then requested access to the two EMR systems 

for MR review. The ED stated that he would try to 

obtain surveyor access to the EMR.

At 11:10 a.m., the ED provided the surveyor with 

access to the EMR #1 for review of Resident #1, 

Resident #2, and Resident #3's MR. The ED 

stated that he was working on obtaining access to 

EMR #2. 

At 11:56 a.m., the ED stated that he was unable 

to provide the surveyor with access to the facility 

EMR #2 system. However, the ED provided the 

surveyor with paper charts for review.

At 2:00 p.m., the ED confirmed that he was 

unable to obtain access to resident EMR #2 from 

the corporate office for surveyor review.

The surveyor reviewed the facility policy and 

procedure titled, "Inspection and Access to 

Authorized Agencies" dated 3/8/2024 which 
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 A 235Continued From page 2 A 235

revealed "The Community will provide appropriate 

access as needed to state licensing agencies, 

...The Community will cooperate with appropriate 

requests by authorized agencies. ..."
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Initial Comments:

{A 000}

Type of Survey:  Complaint 

Complaint #:  NJ 00175625

Census:  36

Sample Size:  4 

The facility is not in substantial compliance with 

all of the standards in the New Jersey 

Administrative Code 8:36, Standards for 

Licensure of Assisted Living Residences, 

Comprehensive Personal Care Homes and 

Assisted Living Programs.  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 provisions of New Jersey 

Administrative Code Title 8, Chapter 43E, 

Enforcement of Licensure Regulations.
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