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TYPE OF SURVEY:  New Construction and 

Renovation Project: expansion to their existing 

Southgate Unit and renovations for their A, B, and 

C wings on the Southgate Behavioral Unit which 

includes new resident's rooms, a new elevator, 

combined toilet and shower room, new resident's 

lounge, a new sunroom, offices on the first floor, 

basement storage, and support spaces. 

CENSUS: 264

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.

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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