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F 000 INITIAL COMMENTS F 000

 Complaint #: NJ00171019, NJ00172666, 

NJ00173080, NJ00174033

Census: 161

Sample Size: 6

The facility is in compliance with the requirements 

of 42 CFR Part 483, Subpart B, for Long Term 

Care Facilities based on this complaint survey.
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THE FACILITY WAS IN COMPLIANCE WITH 

THE STANDARDS IN THE NEW JERSEY 

ADMINISTRATIVE CODE, CHAPTER 8:39, 

STANDARDS FOR LICENSURE OF LONG 

TERM CARE FACILITIES.

 

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

06/14/24Electronically Signed

If continuation sheet  1 of 16899STATE FORM UGZF11


