
Illinois State Department of Health 

PRINTED: 07/31/2025 

FORM APPROVED 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTIONS 

(X1) PROVIDER/SUPPLIER/CUA 
IDENTIFICATION NUMBER: 

0057364 

(X2) MULTIPLE CONSTRUCTION 

A. BUILDING

(X3) DATE SURVEY COMPLETED 

07/03/2025 

NAME OF PROVIDER OR SUPPLIER 

IMBODEN CREEK SENIOR LIVING 

(X4) ID 
PREFIX 

TAG 

S0000 

S9999 

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

Initial Comments 

Complaint Investigation 2565797/IL 195327 

Final Observations 

Statement of Licensure Violations: 

300.610 a) 

300.690 a) 

300.1010 h) 

300.1210 b) 

300.1210 d)3) 

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. 

300.690. Incidents and Accidents 

a) The facility shall maintain a file of all written

reports of each incident and accident affecting a 

resident that is not the expected outcome of a 
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document falls that occur while the resident is in the 

facility. For example, details such as when and where 

they happen as well as any observations of the events 

will be recorded. A possible cause will be identified, 

and an appropriate intervention will be put into place 

and the care plan updated. The resident's response to 

new interventions will be monitored and documented.
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