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Initial Comments

Initial Comments:
TYPE OF SURVEY: Complaint survey

COMPLAINT #: NJ 00125061
CENSUS: 101
SAMPLE SIZE: 4

The facility is not in substantial compliance with
all of the standards in the New Jersey
Administrative Code 8:36, Standards for
Licensure of Assisted Living Residences,
Comprehensive Personal Care Homes and
Assisted Living Programs. The facility must
submit a plan of correction, including a
completion date for each deficiency and ensure
that the plan is implemented. Failure to correct
deficiencies may result in enforcement action in
accordance with provisions of New Jersey
Administrative Code Title 8, Chapter 43E,
Enforcement of Licensure Regulations.

8:43E-13.4(c) UNIVERSAL TRANSFER
FORM:MANDATORY USE OF FORM

A licensed healthcare facility or program shall
send a completed, paper copy of the Universal
Transfer Form with a patient when a patient is
transferred.

This REQUIREMENT is not met as evidenced

by:
Complaint #: NJ 00125061

Based on interview and record review it was
determined that the facility failed to send a
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Continued From page 1

completed Universal Transfer Form (UTF) when
Resident #3 was transferred to the hospital for
evaluation. This deficient practice was evidenced
by the following:

On 6/21/19 at 12:05 p.m. the surveyor reviewed
Resident #3's medical record and observed that
the resident was sent to the hospital on [ for
. The surveyor did not
observe a UTF in the medical record for the
transfer. During surveyor interview with a
Registered Nurse (RN) on 6/21/19 at 12:50 p.m.,
the surveyor requested to review the UTF that
accompanied the resident upon transfer to the
hospital on for evaluation related to

. The RN confirmed that she
was not able to provide the surveyor with a copy
of the UTF as the form had not been completed.

The Director of Nursing was informed of above
concern and agreed that a UTF form should have
been completed and sent with the resident upon
transfer to the hospital.

Refer to 8:37-7.5(c)
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