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 A 000 Initial Comment  A 000

Annual Licensure Survey conducted 

Violations:

295.8000a)1) - Food Service (Repeat Violation)

 

 A8000 Section 295.8000 Food Service

This Regulation  is not met as evidenced by:

 A8000

Type 3 Repeat Violation

Section 295.8000 Food Service

a)         If food service is provided by the 

establishment or by contract with a food service 

provider, the following requirements shall be met:

1)         Food services shall meet the Food 

Service Sanitation Code (77 Ill. Adm. Code 750) 

and any applicable local requirements.

These requirements are not met as evidenced by:

Based on observation, and interview the facility 

failed to label food after opening. This has to 

potential to impact all the residents residing in the 

facility.

The findings include:

On 10/27/2025 at 1:24PM, observations of the 

establishment's kitchen were made. The reach in 

refrigerator had a bag of cooked bacon and a bag 

of sliced turkey inside individual sealable bags 

without opened dates or expiration dates. 
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 A8000Continued From page 1 A8000

On 10/27/2025 at 1:24PM, E3 (Food Service 

Director - FSD) said they normally label open 

items. E3 said it is important to label opened food 

so they don't use outdated items.
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