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300.661 

Section 300.661 Health Care Worker Background Check 

A facility shall comply with the Health Care Worker 

Background Check Act and the Health Care Worker 

Background Check Code. 
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(225 ILCS 46/) Health Care Worker Background Check Act. 

(225 ILCS 46/15) 

Sec. 15. Definitions. In this Act: 

"Initiate" means obtaining from a student, applicant, 

or employee his or her social security number, 

demographics, a disclosure statement, and an 

authorization for the Department of Public Health or 

its designee to request a fingerprint-based criminal 

history records check; transmitting this information 

electronically to the Department of Public Health; 

conducting Internet searches on certain web sites, 

including without limitation the Illinois Sex Offender 

Registry, the Department of Corrections' Sex Offender 

Search Engine, the Department of Corrections' Inmate 

Search Engine, the Department of Corrections Wanted 

Office of Primary Care and Health Systems Management 
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and should have been. V24 stated she completed the 

required background website checks for V25 and V26 on 

6/29/25, after she realized she could not locate them 

to provide to this surveyor. V24 stated, "I am not sure 

why (V25) and (V26) website background checks weren't 

completed. They should have been done prior to their 

hire dates." 

The facility's CMS (Centers for Medicare and Medicaid 

Services) Long Term Care Facility Application for 

Medicare and Medicaid Form 671, dated 6/30/25 and 

signed by V1/Administrator, documents 84 residents 

currently reside within the facility. 

(C)

2 of 2 

300.610 a) 

300.1210 b) 

300.1210 c) 

300.1210 d)6) 

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.

300.1210. General Requirements for Nursing and Personal 

Care 

b) The facility shall provide the necessary care and 

services to attain or maintain the highest practicable 
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push R20's wheelchair with the left foot pedal on and 

without the right foot pedal on. 

The Accidents and Supervision policy, dated 2/10/25, 

documents, "The resident's environment will remain as 

free of accident hazards as is possible. Each resident 

will receive adequate supervision and assistive devices 

to prevent accidents. This includes: 1. Identifying 

hazard(s) and risk(s). 2. Evaluating and analyzing 

hazard(s) and risk(s). 3. Implementing interventions to 

reduce hazard(s) and risk(s). 4. Monitoring for 

effectiveness and modifying interventions when 

necessary. Definitions: "Accident" Refers to any 

unexpected or unintentional incident, which results an 

injury or illness to a resident. "Fall" refers to 

unintentional coming to rest on the ground, floor, or 

other lower level, but not as a result of an 

overwhelming external force (e.g. (example), resident 

pushes another resident). An episode where a resident 

lost his/her balance and would have fallen if not for 

another person or if he/she had caught him/herself, is 

considered a fall. A fall without injury is still a 

fall. Unless there is evidence suggesting otherwise, 

when a resident is found on the floor, a fall is 

considered to have occurred. "Risk" refers to any 

external factor, facility characteristic (e.g., 

staffing, or physical environment) or characteristic of 

an individual resident that influences the likelihood 

of an accident. Policy Explanation and compliance 

Guidelines: 3. Implementation of Interventions- using 

specific interventions to try to reduce a resident's 

risk from hazards in the environment. The process 

includes a. Communicating the interventions to all 

relevant staff. b. Assigning responsibility c. 

Providing training as needed d. Documenting 

interventions (e.g., plans of action developed through 

the QM (Quality Assurance) Committee of care plans for 

the individual resident) e. Ensuring that the 

interventions are put into action h. Facility-based 

interventions may include but are not limited to: i. 

Educating staff ii. Repairing the device/equipment iii. 

Developing or revising policies and procedures. 

Resident-directed approaches may include i. 

Implementing specific interventions as part of the plan 

of care ii. Supervising staff and residents, etc. 

(etcetera) iii facility records document the implementation 

of these interventions." 

(A)
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