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 TYPE OF SURVEY:  New Construction and  
Renovation Project: 

A Life Safety Code Survey was conducted by the 
New Jersey Department of Health, Health Facility 
Survey and Field Operations on 03/22/23 and 
03/23/23, Care One at Wayne was found to be in 
compliance 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.

The construction project is a 2-story addition Type 
II (111) attached to the origional existing facility. 
The generator (diesel) does 100% of the new 
addition. The  1st floor SNF beds all have piped 
in medical gas and are identified as: 154, 156, 
157, 158, 159, 160, 161, 162, 163, 164, 165, 166, 
167, 169, 171, 172, 173, 181, 182, 183, 184, 185, 
186, 186, 189, 191, 192 & 193. 

The floor 2 addition was not observed as it is 
Assisted Living occupied.

The above noted areas may not be occupied until 
formal notification by the Certificate of Need and 
Licensing Division has been received.

It was noted that Phase-4 of the project was not 
completed at the time of the observation.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 
other safeguards provide sufficient protection to the patients. (See instructions.)  Except for nursing homes, the findings stated above are disclosable 90 days 
following the date of survey whether or not a plan of correction is provided.  For nursing homes, the above findings and plans of correction are disclosable 14 
days following the date these documents are made available to the facility.  If deficiencies are cited, an approved plan of correction is requisite to continued 
program participation.
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