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The facility is not in substantial compliance with 
all of the standards in the New Jersey 
Administrative Code 8:36, Standards for 
Licensure of Assisted Living Residences, 
Comprehensive Personal Care Homes and 
Assisted Living Programs, based on this 
Complaint Survey.

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 provisions of New 
Jersey Administrative Code Title 8, Chapter 43E, 
Enforcement of Licensure Regulations.

 

 A 607 8:36-5.15(a)(1) General Requirements

(a) The resident's family, guardian, and/or 
designated responsible person or community 
agency shall be notified, when known, and with 
the resident's consent, immediately after the 
occurrence, in the event of the following:

1. The resident acquires an  illness 
requiring medical care;

 A 607
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 A 607Continued From page 1 A 607

This REQUIREMENT  is not met as evidenced 
by:
C#NJ147923
Based on interview and record review, it was 
determined the facility failed to immediately 
notified the resident's power of attorney (POA) 
when a  was 

for one of three residents reviewed for 
, Resident 

Findings included: 

Surveyor's review of Resident  medical 
record revealed that the resident was  

and  from the facility 
on . The resident had diagnoses 
which included  

 
 A review of the medical 

record's face sheet indicated that the resident's 
family member was the POA and the emergency 
contact person. 

Further review of Resident  record revealed 
that the resident had  

 with no injuries sustained due 
to the . However, review of a progress note 
dated  indicated that Resident  had
a . An report performed and 
dated  confirmed that the 
resident had a . The resident's 
medical record did not include any documentation 
as to what caused the .

On 03/17/2021 at 3:45 PM, the surveyor 
interviewed the Assistant Health Services Director 
(AHSD) and asked as to what happened to the 
Resident  that caused the 
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 A 607Continued From page 2 A 607

. The AHSD stated that the facility felt it 
was an  when the resident 

. The AHSD then stated 
that the Health Services Director (HSD) would be 
able to say for sure what happened. 
 
On 03/17/2022 at 4:45 PM, the surveyor 
interviewed the HSD and asked as to what 
happened to Resident . The 
HSD stated the resident had a  

 and  reported it to the 
facility. The HSD stated that an  had been 
ordered and the family was notified when the 

 

On 03/17/2022 at 5:40 PM, the HSD confirmed 
that the resident had an  and 

found the resident in a . The 
HSD stated  reported the  
around 10:00 AM. They got the  and then 
notified the family. The HSD was asked what the 
policy was for notifying family of , 
pain, and/or  being ordered. The HSD 
indicated that the POA should have been notified 
immediately. The HSD was asked if the facility 
had notified the POA based on their policy, the 
HSD stated they did not. The HSD stated that 
resident's  should have been 
reported once they knew about it. The HSD then 
stated that the notification to the POA did not 
happen timely and did not occur until later in the 
afternoon. 

On 03/17/2022 at 6:15 PM, the POA was asked 
about the incident that occurred on . 
The POA stated they did not know about an  
until the resident was being sent out to the 
hospital with a . The POA then stated that 
was when they found out the  was from a 
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A facility policy regarding notification was 
requested, however, it was not provided by the 
facility.
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