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 TYPE OF SURVEY:  New Construction and 

Renovation Project:  

Phase 2 of their Renovation/Construction project 

consisting of four renovated resident rooms: 240, 

241, 242, and 243.  

SURVEY DATE: 6/28/22

The facility is in substantial compliance with the 

requirements of 42 CFR Part 483, Subpart B, for 

Long Term Care Facilities.

The above noted areas may not be occupied until 

formal notification by the Certificate of Need and 

Licensing Division has been received.
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 TYPE OF SURVEY:  New Construction and 

Renovation Project:  

Phase 2 of their Renovation/Construction project 

consisting of four renovated resident rooms: 240, 

241, 242, and 243.  

A Life Safety Code Survey was conducted by the 

New Jersey Department of Health, Health Facility 

Survey and Field Operations on 6/28/22 and 

Allaire Rehab & Nursing was found to be in 

noncompliance with the requirements for 

participation in Medicare/Medicaid at 42 CFR 

483.90(a), Life Safety from Fire, and the 2012 

Edition of the National Fire Protection Association 

(NFPA) 101, Life Safety Code (LSC), Chapter 19 

EXISTING Health Care Occupancies.

Building: Construction Classification Type 11-A 

(fire Resistive)

NFPA 220 Building Construction Type 11 (111)

Stories-3 plus ground floor (Existing)

The above noted areas may not be occupied until 

formal notification by the Certificate of Need and 

Licensing Division has been received.

 

K 345 Fire Alarm System - Testing and Maintenance

CFR(s): NFPA 101

Fire Alarm System - Testing and Maintenance 

A fire alarm system is tested and maintained in 

accordance with an approved program complying 

with the requirements of NFPA 70, National 

Electric Code, and NFPA 72, National Fire Alarm 

and Signaling Code. Records of system 

acceptance, maintenance and testing are readily 

available.

K 345 6/30/22

SS=F
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9.6.1.3, 9.6.1.5, NFPA 70, NFPA 72

This REQUIREMENT  is not met as evidenced 

by:

 Based on observation and interview on 6/28/22, 

it was determined that the facility failed to ensure 

that their building's fire alarm system was 

maintained in accordance with the requirements 

of NFPA 70 and 72. 

This deficient practice had the potential to affect 

all residents in the facility and was evidenced by 

the findings noted below:

On 6/28/22 at approximately 9:00 AM, in the 

presence of the facility's Administrator and the 

Regional Plant Operations Director, the surveyor 

observed that the fire alarm annunciator panel 

indicated, "Trouble in System." The surveyor 

observed that the amber trouble light was 

activated in 2 of 2 panels (the main entrance 

panel and floor 2 panel outside the nurses 

station). 

The annunciator panel indicated: Acknowledged 

Trouble- Battery Trouble

The prior facility's name was indicated on the 

panel as [prior facility name redacted] and 

indicated: "time 01:22:42A Monday May 30, 2022 

TROUBLE: 003. " 

 The facility provided a document from the 

facility's fire alarm vendor: which included, " We 

are aware of the trouble on the fire alarm system. 

The trouble will require the installer of the panel to 

be present for repair. We are working to resolve 

this as soon as possible. The system is currently 

functioning as it should."  This document was 

signed and dated with today's date of June 28, 

 1) On 6/30/2022 our vendor came to the 

facility to remove the “trouble in system” 

alert.

It was cleared on both annunciator panels, 

the main entrance and the 2nd floor.

2) All residents have the potential to be 

affected by this deficient practice.

3) The maintenance director and 

administrator were in-serviced on the 

regulation of keeping a fire alarm system 

in compliance with the requirements of 

recording system acceptance, 

maintenance, and testing to be readily 

available.

4) The maintenance director or designee 

will check the fire annunciator panel 

weekly at both locations to ensure that 

system is “not in trouble.” Audits will take 

place weekly x 2 beginning 6/28/22 and 

monthly x 3 months. Results of the audit 

will be reviewed at the quarterly QAPI 

meeting.
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2022. 

9.6.1.5* To ensure operational integrity, the fire 

alarm system shall have an approved 

maintenance and testing program complying with 

the applicable requirements of NFPA 70,National 

Electrical Code, and NFPA 72, National Fire 

Alarm and Signaling Code.

The Administrator and Regional Plant Operations 

Director stated that the facility fire alarm vendor 

was scheduled to respond as soon as possible 

(ASAP).

The Administrator was informed of the surveyor's 

findings at the Life Safety Code exit conference 

on 6/28/22. 

NFPA 70 

NFPA 72

NJAC 8:39-31.2(e)

FORM CMS-2567(02-99) Previous Versions Obsolete 2HZO21Event ID: Facility ID: NJ61314 If continuation sheet Page  3 of 3



CENTERS FOR MEDICARE & MEDICAID SERVICES

DEPARTMENT OF HEALTH AND HUMAN SERVICES

POST-CERTIFICATION REVISIT REPORT

STREET ADDRESS, CITY, STATE, ZIP CODE

B. WingY1

DATE OF REVISIT

A. Building

315387

NAME OF FACILITY

MULTIPLE CONSTRUCTIONPROVIDER / SUPPLIER / CLIA / 

IDENTIFICATION NUMBER 01 - MAIN BUILDING 01

ALLAIRE REHAB & NURSING 115 DUTCH LANE ROAD

FREEHOLD, NJ 07728

7/15/2022
Y2 Y3

This report is completed by a qualified State surveyor for the Medicare, Medicaid and/or Clinical Laboratory Improvement Amendments 

program, to show those deficiencies previously reported on the CMS-2567, Statement of Deficiencies and Plan of Correction, 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 CMS-2567 (prefix codes shown to the left of each requirement on 

the survey report form).

Y4

ITEM

Y5

DATE

Y4

ITEM

Y5

DATE DATE

Y5

ITEM

Y4

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 06/30/2022K0345

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

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 NO6/28/2022

Form CMS - 2567B (09/92)   EF (11/06) Page 1 of 1 2HZO22EVENT ID:


