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 A 000 Initial Comments

Initial Comments:

 A 000

TYPE OF SURVEY: Inital 

CENSUS:  00

CAPACITY: 68

The facility was in substantial compliance with 

New Jersey Administrative Code, Chapter 8:36, 

Standards for Licensure of Assisted Living 

Residences, Comprehensive Personal Care 

Homes, and Assisted Living Programs, based on 

this survey.

 

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

If continuation sheet  1 of 16899STATE FORM TOSM11


