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Initial Comments:

Complaint #: NJ0O0148336

Census: 151
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THE FACILITY IS IN COMPLIANCE WITH THE

STANDARDS FOR LICENSURE OF ASSISTED

LIVING RESIDENCES, COMPREHENSIVE

PERSONAL CARE HOMES AND ASSISTED

LIVING PROGRAMS CHAPTER N.J.A.C. 8:36.

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

STATE FORM 6899 VENJ11 If continuation sheet 1 of 1



