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 A 000 Initial Comment  A 000

Annual Licensure Survey

Initial Comment

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. 

0000: Technical Infraction: 295.4000 a)

During this survey, it was identified that the 

establishment did not have a physician complete 

the physician assessment for two of three 

residents reviewed.  The regulation was reviewed 

with the establishment who verbalized 

understanding  It 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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