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 A 000 Initial Comment  A 000

Annual Licensure Survey 

295.4000 b)

 

 A4000 Section 295.4000 Physician/s Assessment

This Regulation  is not met as evidenced by:

 A4000

Type 2 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.

 

Based on interview and record review, the 

establishment failed to ensure a Physician's 

Assessment was completed annually for one of 

three residents (R1) reviewed for Physician's 

Assessments in the sample of three. This failure 

creates a substantial probability of harm to a 

resident or residents.

Findings include:

The establishment's current Resident Roster 

documents R1 was admitted to the establishment 

on 01/20/13.

R1's current medical record was reviewed and 

did not contain documentation of a Physician's 

Assessment completed on R1 within the past 

year. The most current Physician's Assessment in 

R1's medical record was dated 10/24/24. 

On 02/09/26 at 11:45 AM, E1 (Executive Director) 
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 A4000Continued From page 1 A4000

stated a Physician's Assessment for R1 has not 

been completed within the past year. E1 stated, 

"It's overdue. It was last completed 10/24/24."

Illinois Department  of Public Health

If continuation sheet  2 of 26899STATE FORM 0CIN11


