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300.615e)

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 of the 63 residents living 

in the facility.  

Facility policy states "Bethesda is committed to 

the prohibition of all forms of abuse, neglect, and 

misappropriation of resident property. The 

dynamic process for pursuing that goal is having 

in place procedures that address the screening of 

potential hires, training staff and families in the 

identification and reporting of suspected/actual 

abuse, investigative activities related to abuse, 

protective interventions for the resident/tenant 

and preventative measures that continue to 

optimize the process."
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 R55's Facesheet documents an admission date 

of 10/9/2024 and background check performed 

on 10/22/2024. 

R68's Facesheet documents an admission date 

of 11/15/2024 and background check performed 

on 11/18/2024.

R126's Facesheet documents an admission date 

of 8/2/2024 and background check performed on 

8/5/2024.

R21's Facesheet documents an admission date 

of 11/1/2024 and background check performed 

on 11/5/2024.

On 12/5/2024 at 2:35PM V17, Human Resources 

Director, stated "I ask for a new admission list 

every morning. As soon as a resident is admitted 

I run the CHIRP. If a resident is admitted on a 

Friday, I run the CHIRP on the following Monday."
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