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 A 000 Initial Comments

Initial Comments:

 A 000

Type of Survey:   Initial to the newly constructed 
116-bed Assisted Living Facility with 88 total 
Residential Units/Apartments.

CENSUS:   0

SAMPLE SIZE:  N/A

THE FACILITY IS IN COMPLIANCE WITH THE 
STANDARDS FOR LICENSURE OF ASSISTED 
LIVING RESIDENCES, COMPREHENSIVE 
PERSONAL CARE HOMES AND ASSISTED 
LIVING PROGRAMS CHAPTER N.J.A.C. 8:36, 
BASED ON THIS COMPLAINT VISIT.

 

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

If continuation sheet  1 of 16899STATE FORM D2LU11


