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300.661 

Section 300.661 Health Care Worker Background Check 

A facility shall comply with the Health Care Worker 
Background Check Act and the Health Care worker 
Background Check Code. 

This Requirement is NOT MET as evidence by: 

Based on interview and record review, the facility 
failed to conduct pre-employment screening and obtain 
results of fingerprint checks to determine if employees 
had a prior criminal history which would disqualify 
them for employment. This had the potential to affect 
all the 67 residents living in the facility. 

Findings include: 

The Facility's Abuse policy dated 9/29/2022 states “The 
facility will not knowingly employ any individual 
convicted of resident abuse, neglect, or 
misappropriation of property. The facility will not 
knowingly employ any direct care staff convicted of any 
of the crimes listed in the Illinois Healthcare Worker 
Background Check Act or with findings of abuse listed 
on the Illinois Health Care Worker Registry. The 
facility will not knowingly employ any licensed staff 
that have a disciplinary action in effect against his 
or her professional license by a state licensure body 
as a result of a finding of abuse, neglect, 

Office of Primary Care and Health Systems Management

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

STATE FORM Event ID: 1D2F16-H1 Facility ID: IL6009369 If continuation sheet Page 1 of 4



PRINTED: 09/17/2025

Illinois State Department of Health

FORM APPROVED

STATEMENT OF DEFICIENCIES
 AND PLAN OF CORRECTIONS

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:
0056325

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY COMPLETED

08/15/2025

NAME OF PROVIDER OR SUPPLIER

TAYLORVILLE CARE CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE

600 SOUTH HOUSTON , TAYLORVILLE, Illinois, 62568

(X4) ID 
PREFIX 

TAG

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID 
PREFIX 

TAG

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE

 CROSS-REFERENCED TO THE
 APPROPRIATE DEFICIENCY)

(X5) 
COMPLETION

 DATE

S9999 S9999Continued from page 1
exploitation, mistreatment of residents or 
misappropriation of resident property. Prior to a new 
employee starting a working schedule this facility 
will: Check the Illinois Health care Worker Registry on
an individual being hired for prior to reports of abuse 
previous fingerprint check results and the sex offender 
website links on the registry." 

On 8/13/2025 ten employee files were reviewed for 
pre-employment screening. The following was documented:

V6, Dishwasher, began employment on 8/7/2025. The 
facility initiated a fingerprint based criminal 
background check on 8/7/2025. The facility failed to 
ensure a criminal background check was completed prior 
to employee providing care to residents. 

V7, Cook, began employment on 7/31/2025. The facility 
initiated a fingerprint based criminal background check
on 8/6/2025. The facility failed to ensure a criminal 
background check was completed prior to employee 
providing care to residents. 

V14, Certified Nursing Assistant, CNA, began employment 
on 8/2/2025. The facility initiated a fingerprint based 
criminal background check on 8/6/2025. The facility 
failed to ensure a criminal background check was 
completed prior to employee providing care to 
residents. 

On 8/14/2025 at 3:00PM V24, Business Office Manager, 
stated I try to get the background checks done as soon 
as they are hired. I haven’t been at this job very 
long. 

The Resident Census and Conditions of Residents, CMS 
671, dated 8/12/2025 documents that the facility has 67 
residents living in the facility.    (C) 

TWO OF TWO 

300.615e) 

Section 300.615 Determination of Need Screening and 
Request for Resident Criminal History Record 
Information 
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e) In addition to the screening required by Section
2-201.5(a) of the Act and this Section, a facility
shall, within 24 hours after admission of a resident,
request a criminal history background check pursuant to
the Uniform Conviction Information Act for all persons
18 or older seeking admission to the facility, unless a
background check was initiated by a hospital pursuant
to the Hospital Licensing Act. Background checks shall
be based on the resident's name, date of birth, and
other identifiers as required by the Department of
State Police. (Section 2-201.5(b) of the Act)

This Requirement is NOT MET as evidenced by: 

Based on interview and record review, the facility 
failed to obtain/conduct criminal background check 
screenings within 24 hours to determine if a resident 
had a prior criminal history. This had the potential to
affect all the 67 residents living in the facility. 

Facility policy dated 9/29/2022 states “The facility 
shall check the criminal history background on any 
resident seeking admission to the facility in order to
identify previous criminal convictions. Prior to a new
resident being admitted the facility will: Check 
residents’ name on the Illinois Sex offender 
Registration web site, check for the resident’s name on
the IDOC sex registry search page, conduct a criminal 
history background check according to facility 
identified offender policy ad procedure. While the 
background or fingerprint checks and or identified 
offender report and recommend are pending the facility
shall take all steps necessary to ensure the safety of
residents.” 

R17's Face sheet documents an admission date of 
7/18/2025 and background check performed on 7/25/2025.

R7's Face sheet documents an admission date of 
7/10/2025 and background check performed on 7/14/2025.

R18's Face sheet documents an admission date of 
7/9/2025 and background check performed on 7/14/2025. 

R13's Face sheet documents an admission date of 
1/26/2025 and background check performed on 5/18/2025.
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On 8/14/2025 at 2:35PM V24, Business Office Manager, 
stated "I have not been at this job very long. 
Sometimes we don’t know a resident is coming until the 
day they come. I try to get the background checks done 
as soon as possible.” 
(C) 
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