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 A 000 Initial Comment  A 000

Facility Reported Incident #177135

Annual Licensure Survey - Section 295.3030 
e)1)2) cited

 

 A3030 Section 295.3030 Initial Health Eval for Dir Care 
and FS empl

This Regulation  is not met as evidenced by:

 A3030

Section 295.3030 Initial Health Evaluation for 
Direct Care and Food Service Employees 
 
e) Each employee shall have a tuberculin skin 
test in accordance with the Control of 
Tuberculosis Code (77 Ill. Adm. Code 696). The 
test must meet one of the following time frames: 
1) The test must be completed no more than 90 
days prior to the date of initial employment in the 
establishment; or 
2) The test must be commenced no more than 
ten days after the date of initial employment in the 
establishment.

Violation

Based on interview and record review, the facility 
failed to initiate TB (Tuberculosis) testing within 
ten days of initial  employment for two of five 
employees (E5 and E6).

Findings include:

E5's personnel file documents her date of hire at 
the facility is 6-26-24.  E5's TB testing is 
documented as initiated on 8-9-24.

E6's personnel file documents her date of hire at 
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 A3030Continued From page 1 A3030

the facility is 3-19-24.  No TB testing could be 
found for E6.

On 8-30-24 at 9:35 am, E7 (Regional Director of 
Operations) stated they did initiate E5's TB 
testing late and have not initiated E6's TB 
testing..
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