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A. BUILDING:
C
ASL510138 B. WING 12/19/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
7130 CRIMSON RIDGE DR
CHARTER SENIOR LIVING OF ROCKFORD
ROCKFORD, IL 61107
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
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A000| Initial Comment A 000
Complaint investigation IL00198623 conducted
on 12/19/2025.
Piggybacked tolL198965.
295.400a)b)c) written on 12.2.25
No deficiencies written.
For this survey, the establishment is in
compliance with Paryt 295 Assisted Living and
Shared Housing Establishment Administrative
Code and 210 ILCS 9/1 Assisted Living and
Shared Housing Act.
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