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NAME OF PROVIDER OR SUPPLIER

SAN GABRIEL MEMORY CARE

STREET ADDRESS, CITY, STATE, ZIP CODE

2509 FRANK WATSON PARKWAY

HIGHLAND, IL  62249

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)
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SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 A 000 Initial Comment  A 000

Facility Reported Incident 1/24/26 IL200509

Facility Reported Incident 2/11/26 IL200508

Facility Reported Incident 2/21/26 IL200510

For this survey, the San Gabriel Memory Care 

Highland  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.
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