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NAME OF PROVIDER OR SUPPLIER

GREEN OAKS SENIOR LIVING
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14595 WEST ROCKLAND ROAD
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SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 A 000 Initial Comment  A 000

Facility Reported Incident Investigation of:

7/14/25/IL196573 substantiated for accidents, no 

violations written

7/24/25/IL196854 substantiated for accidents, no 

violations written

8/14/25/IL197109 unsubstantiated

The Green Oaks Senior Living is in compliance 

with Part 295 Assisted Living and Shared 

Housing Establishment Administrative Code and 

210 ILCS 9/1 Assisted Living and Shared 

Housing Act.
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