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 STANDARD SURVEY: 6/16/21

CENSUS: 47

SAMPLE : 12+3

The facility is in substantial compliance with the 

requirements of 42 CFR Part 483, Subpart B, for 

Long Term Care Facilities.

A COVID-19 Focused Infection Control Survey 

was conducted in conjunction with the 

recertification survey. The facility was found to be 

in compliance with 42 CFR §483.80 infection 

control regulations as it relates to the CMS and 

Centers for Disease Control and Prevention 

(CDC) recommended practices for COVID-19.
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A COVID-19 Focused Infection Control Survey 

was conducted by the New Jersey Department of 

Health. The facility was found to be in compliance 

with 42 CFR §483.80 infection control regulations 

and has implemented the CMS and Centers for 

Disease Control and Prevention (CDC) 

recommended practices for COVID-19.
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