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FORM APPROVED
(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A. BUILDING: COMPLETED
B. WING 01/30/2025

NAME OF PROVIDER OR SUPPLIER

62 E AIRPORT ROAD
SAVOY, IL 61874

REFLECTIONS MEMORY CARE - SAVOY

STREET ADDRESS, CITY, STATE, ZIP CODE

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A 000| Initial Comment A 000
Complaint Investigation
Complaint 24610483/IL183203
Complaint cannot be substantiated. No violations
cited.
Complaint 2560422/1L184636
Complaint cannot be substantiated. No violations
cited.
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