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 M 000 Initial Comments  M 000

Type of Survey:  Complaint

Complaint #:  NJ 00188745

Census:  10/7/25 - 98 & 10/8/25 - 99

Sample Size:  3

The facility was not in substantial compliance with 
all of the standards in the New Jersey 
Administrative Code, Chapter 8:43F, Standards 
for Licensure of Adult Day Health Services.  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 New Jersey 
Administrative Code, Title 8, Chapter 43E, 
Enforcement of Licensure Regulations.

 

 M 223 8:43F-3.1(b)(1-7) Administration

(b) The administrator shall be responsible for, but 
not limited to, the following:

1. Ensuring the development, 
implementation, and enforcement of all policies 
and 

procedures, including participant rights;

2. Planning and administering the 
managerial, operational, fiscal, and reporting 
components

of the facility;

3. Participating in the quality improvement 
program for participant care and staff 
performance;

 M 223
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 M 223Continued From page 1 M 223

4. Ensuring that all personnel are assigned 
duties based upon their education, training, 

competencies, and job descriptions;

5. Ensuring the provision of staff orientation, 
staff education, and ongoing staff training in 

accordance with N.J.A.C. 8:43F-6.3;

6. Establishing and maintaining liaison 
relationships and communication between facility 
staff 

and services providers and with participants 
and their caregivers; and

7. Verifying that each Medicaid-eligible 
participant is eligible to receive services available 
at 

the adult day health services facility prior to 
the participant's entry into the program. For the 

purposes of this section, the administrator 
shall be entitled to rely on any prior authorization 

performed by the Department for the 
participant in accordance with N.J.A.C. 8:86.

This REQUIREMENT  is not met as evidenced 
by:
Complaint #: NJ 00188745

Based on interview and record review, it was 
determined that the Administrator failed to 
implement the facility's policies on 
"Documentation, Consumer Grievance Policy, 
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 M 223Continued From page 2 M 223

and position description for the Social Worker" for 
1 of 3 participants reviewed, Participant #2. This 
deficient practice was evidenced by the following:

On 10/7/25 at 9:58 a.m., the surveyor interviewed 
Participant #2 and inquired about the 
transportation services at the facility. Participant 
#2 stated that he/she expressed a concern to the 
Director of Social Work (DSW), regarding the bus 
driver using his cell phone while driving the facility 
vehicle during the transport of participants.

During continued surveyor interview, Participant 
#2 stated that he/she reported the concern 
multiple times to the DSW and was not made 
aware of the outcome regarding his/her 
grievance.

At 11:41 a.m., the surveyor reviewed Participant 
#2's medical record (MR), which revealed that the 
participant was admitted to the program in 

 with a diagnosis of 
 The surveyor did not observe 

documentation which reflected that Participant 
#2's concern was acknowledged or addressed.

On 10/8/25 at 11:18 a.m. and 12:25 p.m., the 
surveyor interviewed the DSW and inquired about 
the bus driver using his phone while transporting 
participants to and from their destinations. The 
DSW stated that she was aware of the complaint; 
however, that the complaint was unsubstantiated. 
The surveyor then inquired if the DSW informed 
the Administrator of the complaint. The DSW 
stated that she did not notify the Administrator, 
but she did notify the Director of Transportation 
who re-educated all the drivers.

During continued surveyor interview, the DSW 
stated that she did not document the investigation 
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of Participant #2's complaint. 

The surveyor reviewed a facility policy titled, 
"Consumer Grievance Policy," last reviewed on 
2/3/17, which revealed, " ... The Adult Care 
Center shall have a mechanism to ensure that all 
consumers have the opportunity to express their 
concerns and have their grievances dealt with in 
a fair and impartial manner ..."

The surveyor reviewed a facility policy titled, 
"Documentation," last reviewed on 2/3/17, which 
revealed, " ... shall document all services 
provided by the staff of the New Life Adult 
Medical Day Care Center ... Documentation shall 
consist of: ... Event Triggered Notes ..."

Additionally, the surveyor reviewed the facility's 
position description for the Social Worker which 
revealed, "... Provide a liaison between 
consumer/staff, consumer/agencies and 
consumer/family ..."

 M 235 8:43F-3.3(d)(1) Administration

(d) A policy and procedure manual(s) for the 
organization and operation of the facility shall be 
developed, implemented, and reviewed at 
intervals specified in the manual(s). Each review 
of the manual(s) shall be documented, and the 
manual(s) shall be available in the facility to 
representatives of the Department at all times. 
The manual(s) shall include at least the following:

1. A written statement of the program's 
philosophy and objectives and the services 

provided by the facility.

 M 235
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This REQUIREMENT  is not met as evidenced 
by:
Based on interview and record review, it was 
determined that the facility failed to complete the 
annual review of the facility's Policy and 
Procedure (P & P) manual. This deficient practice 
was evidenced by the following:

On 10/7/25 at 9:36 a.m., the Alternate 
Administrator (AA) provided the surveyor with the 
facility's P & P manual. The surveyor reviewed 
the P & P manual and observed a document 
titled, "Annual Review Sheet" which revealed that 
the P & P manual was last reviewed on 2/3/17.

On 10/8/25 at 11:18 a.m., the surveyor 
interviewed the AA and inquired about the P & P 
manual review. The AA stated that the P & P 
manual should be reviewed each year.

The surveyor reviewed the facility's position 
description for the Administrator which revealed, " 
... the Administrator shall be responsible for the 
quality of services of the Adult Care Program, the 
integrity of the facility and the compliance with all 
regulatory mandates ..."

 

 M 263 8:43F-3.4(a)(5) Administration

(a) The facility shall notify the Department 

 M 263
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 M 263Continued From page 5 M 263

immediately by telephone at 609-633-9034 
(609-392-2020 after business hours), followed by 
written confirmation within 72 hours of the 
following:

5. All fires, all disasters, and all deaths 
resulting from accidents or incidents in the 

facility or related to facility services. The 
written confirmation shall contain information 

about injuries to participants and/or 
personnel, disruption of services, and extent of 

damages.

This REQUIREMENT  is not met as evidenced 
by:
Based on interview and record review, it was 
determined that the facility failed to notify the 
Department of Health (DOH) of a  

 which involved a facility vehicle 
that was transporting 2 of 3 participants reviewed, 
Participant #2 and Participant #3. This deficient 
practice was evidenced by the following:

On 10/7/25 at 9:58 a.m., the surveyor interviewed 
Participant #2 and inquired about the 
transportation services at the facility. Participant 
#2 stated that he/she was involved in an 
while being transported from the facility in a 
facility vehicle in 

At 10:15 a.m., the surveyor interviewed the 
Director of Nursing (DON) and inquired if there 
were any  within the last year, 
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 M 263Continued From page 6 M 263

which involved facility vehicles. The DON stated 
that there was a  about  and 
provided the surveyor the incident report for the 

which occurred in  titled 
"Transportation  Report" (

At 11:14 a.m., the surveyor reviewed the  
dated , which revealed, the front of the 
facility's vehicle was  while the 

. Additionally, the report 
revealed that there were 23 participants who were 
documented as "passengers" of the vehicle 
during the . The surveyor reviewed 
the list of passengers and identified Participant #2 
and Participant #3 who were passengers at the 
time of the .

At 11:41 a.m., the surveyor reviewed Participant 
#2's medical record (MR), which revealed that the 
participant was admitted to the facility in 

 with a diagnosis of 
 Continued surveyor review of 

Participant #2's Client Notes (CNs) in the MR 
revealed that the participant  at the 
time of the incident; however, Participant #2 was 
then evaluated at a local hospital for "  

At 11:53 a.m., the surveyor reviewed Participant 
#3's MR, which revealed that the participant was 
admitted to the program in  with a 
diagnosis of  Continued surveyor 
review of Participant #3's CNs revealed that the 
participant reported , and 

 at the time of the incident. 
Further review of the CNs revealed that 
Participant #3 was transported to the hospital and 
diagnosed with a . The surveyor 
was  Participant #3 due to 

.
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 M 263Continued From page 7 M 263

At 11:58 a.m., the surveyor interviewed the DON 
and inquired if the  was reported to 
the DOH. The DON stated that she was unsure if 
the incident was reported.

On 10/8/25 at 10:58 a.m., the surveyor 
interviewed the Director of Transportation (DOT) 
and inquired about the . The DOT 
stated that the facility vehicle was transporting 
participants home after the program and the  
occurred  from the facility. 
The DOT stated that he, the DON, and Activities 
Director went to the  to assist 
participants. The DOT stated that the  were 
called to  and confirmed that Participant 
#3 was transported to the hospital from  
on . 

At 11:18 a.m., the surveyor interviewed the AA 
and inquired about the . The AA 
stated that the  was not reported to the DOH 
and that the  were called to  of the 

The surveyor reviewed a facility policy titled, 
"Mandatory Reporting," last reviewed on 2/3/17, 
which revealed, "... will notify the Department of 
Health ... of the following events: ... incidents in 
the facility or related to facility services ... The 
owner and administrator shall be aware of 
regulations regarding the mandatory reporting of 
certain events, and will notify the Department of 
Health ..."

 M 393 8:43F-6.1(b) General Services

The facility, at a minimum, shall provide the 
following services directly in the facility: nursing, 

 M 393
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 M 393Continued From page 8 M 393

dietary, activities, pharmaceutical, and social 
work.

This REQUIREMENT  is not met as evidenced 
by:
Based on interview and record review, it was 
determined that the facility failed to provide social 
work services while the social worker functioned 
as the Alternate Administrator (AA). This deficient 
practice was evidenced by the following:

On 10/7/25 at 9:01 a.m., the surveyor requested 
to meet with the Administrator. The Director of 
Nursing (DON) informed the surveyor that the 
Administrator was not at the facility and that the 
AA was the Director of Social Work (DSW).

At 9:27 a.m., the surveyor interviewed the DSW 
and inquired about the facility's appointment of 
designees. The DSW confirmed that she was the 
AA and confirmed that she was the only social 
worker employed at the facility.

At 10:21 a.m., the surveyor reviewed the facility's 
document titled, "Appointment of Designees" 
which revealed that the DSW was the designated 
AA.

On 10/8/25 at 11:18 a.m., the surveyor 
interviewed the DSW and inquired about the 
social services at the facility while she performed 
the duties of the AA. The AA stated that she 
provided social work services to the participants 
simultaneously as she performed as the AA.

The surveyor reviewed a facility policy titled, 
"Administrator Coverage," last reviewed on 
2/3/17, which revealed, " ... The Administrator 
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shall assign an employee to fulfill administrative 
responsibilities in his/her absence to ensure the 
safe operation of the Adult Care Center and the 
compliance with all local, state and federal 
regulations ..."
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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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ITEM

Y5

DATE

Y4

ITEM

Y5

DATE DATE

Y5

ITEM

Y4

ID Prefix  M0223 Correction

Reg. #
8:43F-3.1(b)(1-7)

Completed 

LSC 12/05/2025

ID Prefix  M0235 Correction

Reg. #
8:43F-3.3(d)(1)

Completed 

LSC 12/05/2025

ID Prefix  M0263 Correction

Reg. #
8:43F-3.4(a)(5)

Completed 

LSC 12/05/2025

ID Prefix  M0393 Correction

Reg. #
8:43F-6.1(b)

Completed 

LSC 12/05/2025

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

REVIEWED BY
STATE AGENCY

REVIEWED BY
CMS RO

REVIEWED BY
(INITIALS)

REVIEWED BY 
(INITIALS)

DATE

DATE SIGNATURE OF SURVEYOR

TITLE DATE

DATE

FOLLOWUP TO SURVEY COMPLETED ON CHECK FOR ANY UNCORRECTED DEFICIENCIES. WAS A SUMMARY OF 
UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY? YES NO10/8/2025
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