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Final Observations

Statement of Licensure Violations
ONE OF TWO

300.3210v)

Section 300.3210 General

V) All Cook County facilities with Colbert
Class Members shall provide educational
materials and information to all newly admitted
Colbert Class Members within one to three days
of admission, informing them of their rights and
services under the Colbert Consent Decree, as
prescribed by the Colbert Lead Defendant
Agency. All Cook County facilities shall provide
verification that the educational materials and
information were given to the Colbert Class
Members, as requested by a Colbert Defendant
Agency.

This requirement was NOT MET as evidenced
by:

Based on interview and record review, the facility
failed to provide verification that the educational
materials and information were given to the
Colbert Class Members within one to three days
of admission. This failure has the potential to
affect all 236 Medicaid-eligible residents residing
in the facility.

Findings Include:
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On 1/28/25 at 1:51 PM, V14 (Social Service
Director) stated that there is an outside company
that manages the Colbert Program for the facility
and that a representative from that company
comes to the facility to screen residents to see if
they want to enter the program. V14 stated that
[V14] does not know when this company comes
in the facility because they have their own
scheduling system. V14 stated the facility does
not provide any education materials or
information about the Colbert program to resident
when they get admitted to the facility because the
outside company does that when they meet with
the resident." V14 stated that if a resident
verbalizes the desire to be a member, the facility
will contact the outside company to see the
resident.

The facility provided a list of residents who are
Colbert Class Members and revealed there are
10 members currently residing in the facility. The
facility's daily census dated 1/28/25 shows 239
residents with 3 private pay residents.

(@)
Statement of Licensure Violations
TWO OF TWO
300.615¢)
Section 300.615 Determination of Need
Screening and Request for Resident Criminal
History Record Information
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
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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 was not met as evidenced by:

Based on interview, and record review the facility
failed to request the Criminal History Information
Response Process (CHIRP) within 24 hours of
admission for 5 (R388, R190, R220, R219, R224)
out of 10 residents reviewed for Identified
Offender Protocol.

Findings Include:

The residents' clinical records and background
checks were reviewed and revealed the following:

R388 was admitted on 1/22/2025 and Criminal
History Information Response Process (CHIRP)
was requested on 1/28/2025.

R190 was admitted on 10/29/2024 and CHIRP
was requested on 11/1/2024.

R220 was admitted on 8/15/2024 and CHIRP was
requested on 11/17/2024.

R219 was admitted on 8/4/2024 and CHIRP was
requested on 11/17/2024.

R224 was admitted on 10/18/2024 and CHIRP
was requested on 11/17/2024.
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On 1/29/25 at 10:10 AM, interviewed V15
(Admissions Director) stated [V15] requests the
CHIRP within the 24hours of resident's
admission. V15 stated [V15] is not in the facility
on weekends but will still request the CHIRP for
Friday and Saturday residents' admissions. V15
stated that if there is a "HIT" on the CHIRP, it is
forwarded to Social Services and fingerprinting
should be scheduled within 72 hours.
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