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 A 000 Initial Comment  A 000

Annual Liensure Survey

295.4000 b)

Facility Reported Incident IL201192 and IL200783

No Violations

Complaint Investigation IL200773:

No violations

 

 A4000 Section 295.4000 Physician/s Assessment

This Regulation  is not met as evidenced by:

 A4000

Type 2 Violation

Section 295.4000 Physician's Assessment 

b) At least annually, once a resident has moved 

into the establishment, a comprehensive 

assessment shall be completed by a physician. 

Based on interview and record review the 

establishment failed to obtain a physician's 

assessment by a physician for 3 assessments. 

The facility failed to have R3's physician's 

assessment completed annually. This creates a 

substantial probability of harm to a resident or 

residents.

Findings include:

Record Review: R1, R2, and R3's physician 

assessments were all completed by a nurse 

practitioner. R1's assessment was completed and 

signed by an advanced practice nurse on 1/7/25. 

R2's assessment was completed and signed by 

an advanced practice nurse on 8/15/25. R3's 
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 A4000Continued From page 1 A4000

assessment was completed and signed by an 

advanced practice nurse on 1/9/24. R3's 

physician assessment was not completed 

annually. R3's last physician assessment was 

completed on 1/9/24. 

Interview: E4, Executive Director, confirmed the 

finding and noted that a nurse practitioner has 

completed the physician assessments.
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