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A. BUILDING:
SHF520204 B. WING 07/17/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
207 W APPLETREE LANE
HOME SWEET HOME OF ARLINGTON HEIGHTS
ARLINGTON HEIGHTS, IL 60004
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A 000 Initial Comment A 000
Annual Licensure Survey Scheduled
Establishment appears to not be operational as
evidenced by:
No residents and/or staff present
Mail stuffed in mailbox and placed at bottom of
front door
Door Bell/knock of door unanswered
Phone call unanswered
current license expired date 6/1/25
Recommend termination of license
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