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Initial Comments 

Facility Reported Incident of January 16, 2025 IL 191793 

Facility Reported Incident of May 4, 2025 IL 191802 

Final Observations 

Statement of Licensure Violations: 

300.610 a) 

300.1210 b) 

300.3210 t) 

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 

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
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injury on a resident that occurs other than by 

accidental means and that requires medical attention. 

Physical abuse includes hitting, slapping, pinching, 

kicking, and controlling behavior through corporal 

punishment." 

(B)

5448 NORTH BROADWAY STREET , CHICAGO, Illinois, 60640 

ID 
PREFIX 

TAG 

S9999 

Event ID:YCOJ11 

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

CROSS-REFERENCED TO THE 
APPROPRI ATE DEFICIENCY) 

(XS) 
COMPLETION 

DATE 

Facility ID: IL6000087 If continuation sheet Page 6 of 6 


	NOV
	violations All American 5-23-25



