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Initial Comment

Investigations 1L00197234, 1L00197235,
IL00197239, & 1L00197313 conducted on
9/3/2025.

Complaint IL00197313: Unsubstantiated

IL00197234, 1L00197235, & 1L00197239:
Violations:

295.2050 b)

295.4000 b)

295.4010 d)

Section 295.2050 Incident and Accident
Reporting

This Regulation is not met as evidenced by:
General Violation

Section 295.2050 Incident and Accident
Reporting

b) The report shall be made by contacting
the Department of Public Health Division of
Assisted Living via email at
DPH.LTCAL@illinois.gov or as requested by the
Department within 24 hours after the occurrence
of the incident or accident.

This requirement was not met, as evidenced by:

Based on record review and interview, the
establishment failed to sent incident reports to the
lllinois Department of Public Health (IDPH) within
24 hours after the occurrence of the incident or
accident. This failure involves 2 of 3 residents
reviewed for this requirement (R1 & R2).
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Findings include:
During record review on 9/3/2025 at 9:40 AM it
was noted that R1's 7/23/2025 incident was not
reported to the lllinois Department of Public
Health (IDPH) until 8/13/2025. This is outside of
the required 24 hour reporting window.
During record review on 9/3/2025 at 9:40 AM it
was found that R2's 7/31/2025 incident was not
sent to the lllinois Department of Public Health
(IDPH) until 8/7/2025. This is outside of the
required 24 hour reporting window.
During interview with E1 (Director, RN) on
9/3/2025 at 9:10 AM they stated, "It took forever
to get access to the reporting system. Some of
the reports are late because of that."
A4000, Section 295.4000 Physician/s Assessment A4000

This Regulation is not met as evidenced by:
General Violation

Section 295.4000 Physician's Assessment

b) At least annually, once a resident has
moved into the establishment, a comprehensive
assessment shall be completed by a physician.

This requirement was not met, as evidenced by:

Based on record review and interview, the
establishment failed to ensure that residents had
a physician assessment at least annually. This
failure involves 3 of 3 residents reviewed for this
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requirement (R1, R2, and R3).
Findings include:

During record review on 9/3/2025 at 9:55 AM it
was found that R1's physician assessment was
overdue with the last completion date being
7/26/2024.

During record review on 9/3/2025 at 10:00 AM it
was found that R2's physician assessment was
overdue with a completion date of 7/17/2023.

During record review on 9/3/2025 at 10:15 AM it
was found that R3, with an admission date of
7/11/2025, did not have a physician's assessment
in their chart. There was a fax that was sent to
their primary care physician requesting that a
physician's assessment be completed.

During interview with E1 on 9/3/2025 at 9:53 AM
they stated, "I know the physician certifications
and the service plans are overdue. | am working
on getting everyone's up to date."

It should be noted that the establishment had an

annual survey on 8/27/2025 and was written for a
violation of 295.4000- Physician Assessment.

A4010| Section 295.4010 Service Plan A4010

This Regulation is not met as evidenced by:
General Violation

Section 295.4010 Service Plan
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d) The service plan, which shall be reviewed
annually, or more often as the resident's
condition, preferences, or service needs change,
shall serve as a basis for the service delivery
contract between the provider and the resident
(see Section 295.2030). (Section 15 of the Act)

This requirement was not met, as evidenced by:

Based on record review and interview, the
establishment failed to review service plans
annually. This failure involves 2 of 3 residents
reviewed for this requirement (R1 & R2).

Findings include:

During record review on 9/3/2025 at 9:55 AM it
was found that R1's service plan was overdue
with the last completion date being 8/29/2024.

During record review on 9/3/2025 at 10:05 AM it
was found that R2's service plan was overdue
with a completion date of 11/16/2023.

During interview with E1 on 9/3/2025 at 9:53 AM
they stated, "I know the physician certifications
and the service plans are overdue. | am working
on getting everyone's up to date."
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