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Initial Comments

Initial Comments:
Type of Survey: Complaint

Complaint #: NJ 00180777 and NJ 00183789
Census: 126
Sample Size: 9

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.

8:36-17.7 Building and Grounds Maintenance

The building and grounds shall be well
maintained at all times. The interior and exterior
of the

building shall be kept in good condition to ensure
an attractive appearance, provide a pleasant

atmosphere, and safeguard against deterioration.

The building and grounds shall be kept free from
fire hazards and other hazards to resident's
health and safety.
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This REQUIREMENT is not met as evidenced
by:
COMPLAINT : #NJ00187389.

Based on observations, interview and review of
facility provided documentation on 03/07/25 in the
presence of the facility's Maintenance Director
(MD), it was determined that the facility failed to
maintain residents apartment in good condition as
evidenced by the following.

On 03/07/25 at approximately 9:12 a.m., during
the survey entrance, the surveyor asked the the
facility MD, "How does the facility handle
maintenance requests." The MD told the surveyor
that they have a maintenance request log book
and a program called TELS on the computer. The
surveyor then asked the MD to provide the
maintenance log book from 10/01/24 through
03/06/25 for later review.

At approximately 9:29 a.m., in the presence of the
MD a tour of the facility was conducted.

At approximately 11:51 a.m., an inspection inside
sampled Resident #5's apartment was
performed. The surveyor observed that the
flooring around the Kitchenette area was breaking
apart and lifting upward.

Later review of the maintenance request log book
identified that on 12/24/24, a request was
submitted for sampled Resident #5 apartment
that reads, "Flooring coming up and needs
exterminator."

The facility failed to repair sampled Resident #5's
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This report is completed by a State surveyor to show those deficiencies previously reported that have been corrected and the date such
corrective action was accomplished. Each deficiency should be fully identified using either the regulation or LSC provision number and the
identification prefix code previously shown on the State Survey Report (prefix codes shown to the left of each requirement on the survey

report form).
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