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Initial Comments 

Complaint Investigation 2588616/ 2613513 

Final Observations 

Statement of Licensure Violations: 

300.610 a) 

300.1210 b) 

300.1210 c) 

300.3210 t) 

Section 300.610 Resident Care Policies 

a) The facility shall have written policies and 

procedures governing all services provided by the 

facility. The written policies and procedures shall be 

formulated by a Resident Care Policy Committee 

consisting of at least the administrator, the advisory 

physician or the medical advisory committee, and 

representatives of nursing and other services in the 

facility. The policies shall comply with the Act and 

this Part. The written policies shall be followed in

operating the facility and shall be reviewed at least 

annually by this committee, documented by written,

signed and dated minutes of the meeting.

Section 300.1210 General Requirements for Nursing and 

Personal Care 

b) The facility shall provide the necessary care and 

services to attain or maintain the highest practicable 

physical, mental, and psychological well-being of the 

resident, in accordance with each resident's

comprehensive resident care plan. Adequate and properly

supervised nursing care and personal care shall be 

provided to each resident to meet the total nursing and 

personal care needs of the resident.

c) Each direct care-giving staff shall review and be 

knowledgeable about his or her residents' respective 

resident care plan. 
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physically, verbally, mentally or sexually. 

Facility provided policy titled Abuse Prevention and 

Reporting - Illinois reviewed 04/13/22 which documents 

the resident has the right to be free from abuse, 

neglect, misappropriation of resident property and 

exploitation. 
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