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 A 000 Initial Comments

Initial Comments:

 A 000

Type of Survey:  Standard with Complaint

Complaint #:  NJ 00188410

Census:  22

Sample Size:  6

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.

 

 A1073 8:36-15.6(b) Resident Records

(b) All assessments and treatments by health 
care and service providers shall be entered
according to the standards of professional 
practice. Documentation and/or notes from all 
health
care and service providers shall be entered 
according to the standards of professional 
practice.

 A1073
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This REQUIREMENT  is not met as evidenced 
by:
Based on interview and record review, it was 
determined that the facility failed to ensure a 
Registered Nurse (RN) documented a follow up 
assessment of  in the medical record 
(MR) for 1 of 6 residents reviewed.  
This deficient practice was evidenced by the 
following:

On 8/5/25 at 12:55 p.m., the surveyor reviewed 
Resident #5's MR which revealed that the 
resident moved into the facility in  

.

In addition, the surveyor reviewed the resident 
"Progress Notes (PN)" dated  at 9:32 
p.m., written by a Licensed Practical Nurse 
(LPN). The LPN documented that this writer was 
called by a Care Partner (CP) at 4:45 p.m., to 
report  on Resident #5's 

. The LPN also 
documented that the CP was unaware of how the 
resident obtained the .

Further surveyor review of the MR, revealed that 
there was no documentation indicating that an 
RN assessment was completed following the 

, .

On 8/6/25 at 10:32 a.m., the surveyor interviewed 
the Director of Nursing (DON) regarding the 
resident's . The DON stated that the  

 was an unwitnessed incident 
and was investigated. In addition, the DON stated 
that she completed an assessment, of the  

 in the resident MR. The surveyor then 
pointed out to the DON that the assessment was 

 

If continuation sheet  2 of 36899STATE FORM FL4111

NJ Ex Order 26. 4B1

NJ Ex Order 26. 4B1

NJ Ex Order 26. 4B1

NJ Ex Order 26. 4B1

NJ Ex Order 26. 4B1

NJ Ex Order 26. 4B1

NJ Ex Order 26. 4B1

NJ Ex Order 26. 4B1 NJ Ex Order 26. 4B1

NJ Ex Order 26. 4B1

NJ Exec Order 26.4b1

NJ Exec Order 26.4b1



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 10/22/2025 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

New Jersey Department of Health

07019 08/06/2025
C

NAME OF PROVIDER OR SUPPLIER

CARE ONE AT LIVINGSTON ASSISTED LIVING II

STREET ADDRESS, CITY, STATE, ZIP CODE

68 PASSAIC AVE.
LIVINGSTON, NJ  07039

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETE

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 A1073Continued From page 2 A1073

completed on 8/6/25 at 4:03 a.m., on survey date.

The surveyor reviewed the facility policy titled, 
"Accident/Incident Reporting" which revealed 
"...The Registered Professional Nurse must be 
informed of all accidents or incidents so that 
medical attention can be provided. ...The 
Registered Professional Nurse shall: ...Examine 
all accidents/incident victims; ...The Registered 
Professional nurse must document the incident 
..."
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{A 000} Initial Comments

Initial Comments:

{A 000}

Type of Survey:  Standard with Complaint

Complaint #:  NJ 00188410

Census:  22

Sample Size:  6

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.
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