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 A 000 Initial Comment  A 000

Complaint Investigation IL00200253: 

unsubstantiated

Facility Reported Incident IL00200318: 

Substantiated. No deficiencies cited. 

For this survey, the establishment is in 

compliance with Part 295 AQssisted Living and 

Shared Hpusimng Establishment Administrative 

Code and 210 ILCS 9/1 Assisted Living and 

Shared Housing Act.

 

Illinois Department  of Public Health

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

If continuation sheet  1 of 16899STATE FORM 6KBG11


