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Initial Comment

Original Complaint # IL 188923.
Violations cited:

295.2050 violation
295.6000 violation

Section 295.2050 Incident and Accident
Reporting

This Regulation is not met as evidenced by:
Violation

Section 295.2050 Incident and Accident
Reporting

a) An establishment shall report to the
Department any serious

incident or accident. For the purposes of this
Section, "serious" means any incident or accident
that causes physical or emotional harm or injury
to a resident. A change in an individual's
(resident's) condition that is due to health or
medical decline is not a

reportable incident or accident.

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.

These requirements were not met as evidenced
by:

Based on interview and record review the facility
failed to report R1's injury to the department.
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Findings include:
Record Review: R1 was noted to have a fall on
3/10/25 and sustained an injury that required
hospitalization.
Interview: E1 stated that the establishment failed
to report the incident to the department.
A6000| Section 295.6000 Resident Rights AB6000

This Regulation is not met as evidenced by:
Violation

Section 295.6000 Resident Rights

a) No resident shall be deprived of any rights,
benefits, or privileges guaranteed by law, the
Constitution of the State of lllinois, or the
Constitution of the United States solely on
account of his or her status as a resident of an
establishment, nor shall a resident forfeit any of
the following rights:

5) The right to receive the services specified in
the service plan, to review and renegotiate the
service plan at any time; and to be informed of
the cost of the changes;

These requirements were not met as evidenced
by:

Based on interview and record review the facility
failed to provide services specified in the service

plan.

Findings include:
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Record Review: According to the MAR and the
Service Plan for R1, R1 is to receive medication
as prescribed. R1 has several PRN medications
prescribed by a physician.

Interview: E1 stated that PRN medications are
usually removed from the residents MAR. The
facility does not provide licensed services past 7
PM and the family is responsible for any PRN
medications. E1 stated that the establishment
failed to have the physician change the orders to
match the working schedule of licensed care staff
of the establishment.
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