
Illinois State Department of Health 

PRINTED: 12/22/2025 

FORM APPROVED 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTIONS 

(X1) PROVIDER/SUPPLIER/CUA 
IDENTIFICATION NUMBER: 

0055475 

(X2) MULTIPLE CONSTRUCTION 

A. BUILDING 

(X3) DATE SURVEY COMPLETED 

11/19/2025 

NAME OF PROVIDER OR SUPPLIER 

ELEVATE CARE WAUKEGAN 

(X4) ID 
PREFIX 

TAG 

S0000 

S9999 
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Initial Comments 

Complaint Investigation 25111213 / 2669888 

Final Observations 

Statement of Licensure Violations: 

300.610 a) 

300.2210 b)2) 

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 300.2210 Maintenance 

b) Each facility shall:

2) Maintain all electrical, signaling, mechanical,

water supply, heating, fire protection, and sewage 

disposal systems in safe, clean and functioning 

condition. This shall include regular inspections of 

these systems.

These requirements are not met as evidenced by: 

Based on observation, interview, and record review, the 

facility failed to ensure a light fixture was in safe 

operating order. This failure resulted in the light 

fixture falling from the ceiling, landing on the 

resident while in bed, and R1 sustaining a second 
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