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8:37-2.1(i) Initial Comments

When determining whether an applicant is
capable of operating a dementia care home, the
Department shall consider any evidence of
licensure violations representing serious risk of
harm to residents, any evidence of an applicant's
violation of any State licensing or Federal
standards in connection with an inappropriate
discharge or denial of admission of a resident or
patient, and an applicant's record of criminal
convictions involving fraud, patient or resident
abuse or neglect, a crime of violence, a crime of
moral turpitude, or any other crime that presents
a risk of harm to the safety or welfare of
residents.
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Sample Size: 9

THE FACILITY IS IN COMPLIANCE WITH THE
STANDARDS FOR LICENSURE OF

RESIDENTIAL HEALTH CARE FACILITIES
CHAPTER N.J.A.C. 8:43.
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