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TYPE OF SURVEY:  Initial inspection of an 

addition of 10 licensed beds.  This would increase 

the licensed bed count from 131 to 141. 

SURVEY DATE: 10/25/22

THE FACILITY WAS IN COMPLIANCE WITH 

THE STANDARDS IN THE NEW JERSEY 

ADMINISTRATIVE CODE, CHAPTER 8:39, 

STANDARDS FOR LICENSURE OF LONG 

TERM CARE FACILITIES.

No deficiencies were noted during the inspection 

of the ten (10) additional beds residing within 

these Resident Rooms: 316, 317, 318, 325, 326, 

327, 328, 329, and 421

The above noted areas may not be occupied until 

formal notification by the Certificate of Need and 

Licensing Division has been received.
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 TYPE OF SURVEY:  Initial inspection of an 

addition of 10 licensed beds.  This would increase 

the licensed bed count from 131 to 141. 

SURVEY DATE: 10/25/22

The facility was found to be in substantial 

compliance with the requirements of 42 CFR Part 

483, Subpart B, for Long Term Care Facilities. 

No deficiencies were noted during the inspection 

of the ten (10) additional beds residing within 

these Resident Rooms: 316, 317, 318, 325, 326, 

327, 328, 329, and 421

The above noted areas may not be occupied until 

formal notification by the Certificate of Need and 

Licensing Division has been received. 

Further, if certifying the beds for 

Medicare/Medicaid, reimbursement will not occur 

until formal notification from CMS for the approval 

to occupy the beds.
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