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Annual Licensure Survey

No deficiencies

For this survey, the establishment is in 

compliance with Part 295 Assisted Living and 

Shared Housing Establishment Administrative 

Code and 210 ILCS 9/1 Assisted Living and 

Shared Housing Act.

Investigation of Facility Reported Incidents 

12/8/25 - IL199352, 12/22/25 - IL199541, and 

12/29/25 - IL199789. No violations were written.

For this survey, the establishment is in 

compliance with Part 295 Assisted Living and 

Shared Housing Establishment Administrative 

Code and 210 ILCS 9/1 Assisted Living and 

Shared Housing Act.

Technical Infractions: 

Section 295.4010 Service Plan e), g)1-2)

Evaluation for use of assistive devices for 

ambulation did not transfer to the service plan. 

Service plan was not updated to reflect use of 

mechanical lift for transfers. Service plan update, 

after a fall due to wheels not locked on 

wheelchair, did not include the intervention to lock 

wheels.

Section 295.2050 Incident and Accident 

Reporting a)-c)

There was no fax confirmation to show date/time 

incident reported to the Department. The 

Department system showed receipt pas 24 hours 

after the occurrence.

The regulations were reviewed with the 

establishment who verbalized understanding. It 
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was determined a technical infraction would be 

given surrounding this event. While the surveyor 

was onsite, the establishment has taken steps to 

correct the situation, including prevention from 

reoccurrence, as listed in 295.1040 a)b). No 

violation imposed.
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