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Initial Comments 

Complaint Investigation 2611385/2732702 

Final Observations 

Statement of Licensure Violations: 

300.610a) 

300.1210a) 

300.1210b) 

300.1210d)3) 

300.2040e) 

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 

a) Comprehensive Resident Care Plan. A facility, with 
the participation of the resident and the resident's 
guardian or representative, as applicable, must develop 
and implement a comprehensive care plan for each 
resident that includes measurable objectives and 
timetables to meet the resident's medical, nursing, and 
mental and psychosocial needs that are identified in 
the resident's comprehensive assessment, which allow 
the resident to attain or maintain the highest
practicable level of independent functioning, and 
provide for discharge planning to the least restrictive
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setting based on the resident's care needs. The 
assessment shall be developed with the active 
participation of the resident and the resident's 
guardian or representative, as applicable. (Section 
3-202.2a of the Act)

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. 

d) Pursuant to subsection (a), general nursing care
shall include, at a minimum, the following and shall be
practiced on a 24-hour, seven-day-a-week basis: 

3) Objective observations of changes in a resident's
condition, including mental and emotional changes, as a
means for analyzing and determining care required and
the need for further medical evaluation and treatment
shall be made by nursing staff and recorded in the
resident's medical record. 

Section 300.2040 Diet Orders 

e) The resident shall be observed to determine
acceptance of the diet, and these observations shall be
recorded in the medical record. 

These requirements were not met as evidenced by: 

Based on interview and record review the facility 
failed to identify, document, and update dietary 
interventions for a resident with a history of weight 
loss and a recent change in food intake for 1 of 3 
residents (R1) reviewed for weight loss in the sample 
of 5. These failures resulted in a severe weight loss 
of 29% for R1 from 1/6/26 until 1/16/26. 

The findings include: 

R1’s Face sheet dated 2/5/26 showed diagnoses to 
include, but not limited to diabetes, atherosclerosis 
(hardening and narrowing) of the aorta, asthma, 
hypothyroidism, gastro-esophageal reflux disease 
(GERD), cataracts, dysphagia (difficulty swallowing), 
lack of coordination, and abnormalities of 
gait/mobility. 

R1’s facility assessment dated 10/17/25 showed she had
moderate cognitive impairment and required supervision
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to eat. 

R1’s Care Plan initiated 7/9/25 showed R1 was at risk 
for weight gain/loss related to diabetes and 
hypothyroidism. The interventions included monitor and
document % (percentage of food) consumed at all three 
meals and make referral to doctor/dietician if there is
a 5 % weight loss over 30 days or 10% loss over 180 
days. 

R1’s Weight Summary showed on 7/8/25 her weight was 128
pounds. This document showed the last weight documented
by the facility on 1/6/26 was 113.6 pounds. 

R1’s Hospitalist Initial Admission Note dated 1/16/26 
showed R1 was admitted to the hospital for acute 
cystitis, hyponatremia and metabolic acidosis. This 
note showed R1 had severe protein-calorie malnutrition
and her weight was 80 pounds (demonstrates a severe 
weight loss of 29% since the facility’s most recent 
weight on 1/6/26). The hospital record showed R1 
appeared frail and cachectic. 

R1’s Nutrition Support dated 1/17/26 showed she was 
referred for unintentional weight loss. This document 
showed on 1/17/26 R1 weighed 87 pounds. This document 
showed she had severe protein-malnutrition in the 
context of chronic disease. This document showed R1 
appears thin and frail. R1’s son at bedside and 
provided most of the information. R1’s son stated her 
intake has steadily declined over the past 6 months and
she’s somewhat of a picky eater. 

R1’s Facility Amount Eaten showed 1/6/26 R1 consumed 
0-25% for breakfast and lunch, but there was no entry
for the evening meal. There was no amount eaten
documented for R1 1/7-1/10/26. This document showed R1
refused to eat 1/11, 1/13, and 1/15. This document
showed R1 ate 0-25% on 1/12 at the breakfast and lunch
meals, but there was no entry for the evening meal. 

R1’s Psychiatry Note dated 1/15/26 showed, “Per staff,
patient has not been eating.” This note showed that 
staff reported the resident was spending approximately
$600/week on [a food delivery app], and after her 
family placed a spending limit on her card, she had 
reportedly not been eating. 

R1’s Dietary Progress Note dated 1/15/26 showed R1’s 
intakes had been poor, and she does require 1:1 
supervision with meals. This note showed R1 continued 
on an appetite stimulating medication and had multiple
interventions in place to aid weight maintenance, 
including super cereal at breakfast, ice cream twice a

STATE FORM Event ID: 1E2F40-H1 Facility ID: IL6001135 If continuation sheet Page 3 of 7



PRINTED: 03/21/2026

Illinois State Department of Health

FORM APPROVED

STATEMENT OF DEFICIENCIES
 AND PLAN OF CORRECTIONS

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:
0052803

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY COMPLETED

02/06/2026

NAME OF PROVIDER OR SUPPLIER

FOREST CITY REHAB & NRSG CTR

STREET ADDRESS, CITY, STATE, ZIP CODE

321 ARNOLD AVENUE , ROCKFORD, Illinois, 61108

(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 3
day and health shakes three times a day. This note 
showed R1 used to order food (on a food delivery app) a
lot but has been unable to order as much as she used to
and may have contributed to some weight loss. This note
included R1’s weight from 1/6/26. The facility did not
obtain a new weight for R1 related to her changes in 
appetite. (During interview with V5 (Dietician) she 
said this note was based on a chart review and she did
not see R1 in person). 

R1’s progress notes do not show that the nursing staff
notified R1’s Provider or the Dietician of her change 
in intake from 1/6/26 to 1/15/26. These notes did not 
show that weight frequency was increased, or 
nutritional interventions were updated between 1/6/26 
and 1/15/26. 

On 2/4/26 at 1:34 PM, V6 (Certified Nursing Assistant –
CNA) said she was regularly assigned to R1. V6 said R1
didn’t like the food at the facility. V6 said she would
offer a substitute and usually she’d refuse it. V6 said
R1 liked the health shakes, milk and occasionally she 
could get her to eat grilled cheese. V6 said R1’s POA 
provided her with a card to order from a food delivery
app. V6 said R1 ordered a lot of food, but when the 
amount she could spend on the food delivery app was 
decreased R1 stopped eating. V6 said she told the nurse
that R1 wasn’t eating. V6 said she wouldn’t know about
R1’s weight and said to ask the nurse. V6 said the CNAs
should document amount eaten after each meal. 

On 2/4/26 at 1:49 PM, V7 (CNA) said R1 was a little 
one. V7 said R1 ordered food out because she didn’t 
like the facility’s food. V7 said she ordered a lot of
food, but then the family stopped the ordering, and she
stopped eating. V7 said it looked like she was losing 
weight after she stopped getting the food delivered. V7
said we reported it to the nurse. 

On 2/4/26 at 1:54 PM V8 (Licensed Practical Nurse – 
LPN) said if a resident stops eating, then the facility
should obtain a weight to see where they are at. V8 
said she remembered R1 had a lot of food delivered. V8
stated, “Food was coming in every day, all day. She was
eating well when she ordered the food.” V8 said if 
there is a concern with weight loss and lack of intake
then the nurse should notify the provider and the 
dietician. 

On 2/4/26 at 2:05 PM, V9 (Registered Nurse – RN) said 
she was familiar with R1 and assigned to R1’s hall. V9
said R1 stopped eating when R1’s family cut off her 
card for ordering food deliveries. V9 said R1 didn’t 
completely stop ordering, but it was very decreased. V9
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said R1 would eat the delivery food, but not the 
facility’s food. V9 said R1 would take health shakes 
and eat anything brought from outside. V9 said when R1
stopped eating, she did notice that R1 had lost some 
weight, but R1 was always pretty tiny. V9 said when R1
stopped eating regularly, the facility probably should
have obtained a weight to establish a baseline and/or 
compare to her previous weights. V9 said she did not 
see a facility weight entered after 1/6/26. The 
surveyor asked if R1 weighed 80 pounds at the hospital
would that be concerning? V9 replied, “Yes, that would
be a very significant weight loss.” V9 said the CNAs 
should be documenting meal intakes at every meal. This
surveyor reviewed R1’s intakes for the last 30 days 
with V9. V9 said R1 had no documented intakes from the
evening of 1/7/26 to 1/11/26. V9 said the purpose of 
documenting intakes is to ensure the residents are 
eating enough. V9 said R1 was definitely at risk for 
weight loss. 

On 2/4/26 at 2:25 PM, V4 (Dietary Manager) said she the
facility has a “Nutritional at Risk” meeting weekly. V4
said they discuss residents that triggered for weight 
loss and any new concerns that she becomes aware of. V4
said R1 hadn’t been discussed in the meetings held 
between 1/6/26 and 1/16/26. V4 said she had met with R1
but she was refusing the facility meals and ordering a
lot of food delivery. V4 said R1 was non-compliant with
her modified diet and was provided education but 
continued to refuse. V4 said towards the end of R1’s 
stay at the facility she wasn’t able to purchase as 
much from the food delivery app. V4 said the CNAs are 
usually pretty good about reporting any food issues. V4
said they did tell me that she wasn’t getting the food
delivery as much and was eating 26-50%. The surveyor 
asked V4 to review R1’s meal intakes. V4 replied there
isn’t much charted. V4 said there should be a 
documented food intake for each meal and R1’s records 
did not reflect that. V4 said based on no meal intake 
documented 1/6/26 evening meal to 1/11/26 she should 
have requested a weight and notified the dietician. V4
said she would have expected the staff to report that 
R1 wasn’t eating or was minimally eating for several 
days. 

On 2/4/26 at 2:45 PM, V5 (Dietician) said she had seen
R1, and she had history of weight loss during her stay
at the facility. V5 said R1 had gained 1.6 pounds 
between 12/4/25 and 1/6/26 weights. V5 said she 
performed a chart review on 1/15/26 but did not 
physically see R1. V5 said she knew R1 was ordering a 
lot from a food delivery app, but her family had 
decreased the amount she could spend. V5 said she was 
not aware that R1’s meal intakes were not documented or
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were 0-25%. V5 said she was not notified that the 
resident was refusing to eat or had low intakes. V5 
said if she had known, then she would have had the 
facility to obtain a weight. V5 said if the weight 
showed weight loss, then she would have talked to the 
Dietary Manager to discuss food preferences with the 
resident and review additional interventions to prevent
further weight loss. V5 said she believed some of the 
weight loss was attributed to eating less fast food. V5
said if the resident weighed 80 pounds at the hospital,
that would be a significant change. 

On 2/4/26 at 3:22 PM, V2 (Director of Nursing) reviewed
R1’s amount eaten for the last 30 days. V2 said this 
charting was “completely unacceptable.” V2 said the 
CNAs know that are supposed to document every meal. V2
said it’s a standard of care to document meal intakes.
V2 said this documentation is important to monitor if a
resident is eating enough and getting their nutritional
needs met. V2 said if a resident was not eating or had
decreased intakes, then I would expect the staff to 
obtain a weight and call the Provider or Dietician. V2
said the weight frequency should be increased until the
weight stabilized. V2 said that R1’s last weight 
obtained by the facility was 1/6/26. 

On 2/6/26 at 9:39 PM, V15 (Nurse Practitioner - NP) 
said she was familiar with R1. V15 said R1 had been 
admitted to the facility for failure to thrive and had
a slow decline in her health throughout her stay. V15 
said she saw R1 in November 2025 and again on 1/5/26. 
V15 said R1 did appear thinner to her on the 1/5/26 
visit, but R1 had experienced a weight loss since 
November. V15 said R1 was on a medication to stimulate
her appetite and had nutritional supplements in place.
V15 said R1 had a poor appetite and didn’t like the 
facility food. V15 said R1 was ordering out a lot but 
thought that had decreased. V15 said she didn’t know R1
was refusing to eat or that her intakes were less than
25%. V15 said she would expect the facility to notify 
her of that. V15 said if she was aware of refusal to 
eat and/or low intake then she would order a weight to
see where she was and increase the frequency of the 
weights. V15 said if R1 continued to lose weight then 
she would talk to R1’s family about other alternatives
and possible placement of a feeding tube or hospice 
referral. V15 said she didn’t think R1 was neglected, 
but the facility could have done weekly weights for 
better tracking. V15 said she doesn’t see how R1 could
have gone from 113.6 on 1/6/26 to 80 on 1/16/26. V15 
stated, “That doesn’t seem right.” V15 said R1 likely 
did lose weight, but that seemed drastic. V15 said R1 
had been slowly losing weight and her co-morbidities 
likely contributed to the slow decline in weight and 
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overall health. 

The facility’s Weight Policy dated 9/2018 showed the 
facility will have a systematic interdisciplinary 
effort to identify, track, intervene, and monitor 
residents that are at high risk for weight loss, 
dehydration and pressure ulcers. Residents reviewed are 
based on criteria including significant change in appetite 
and decreased oral intake in the last 7 days.

(B)
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