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SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 A 000 Initial Comment  A 000

COMPLAINT # 2656876 / IL202183 No violation 

cited.

COMPLAINT # 2656811 / IL202188 No violation 

cited.

COMPLAINT # 2656890 / IL202189 No violation 

cited.

COMPLAINT # 2656851 / IL202190 No violation 

cited.

COMPLAINT # 2657202 / IL202310 No violation 

cited.

For this survey, the establishment is in 

compliance with Part 295 Assisted Living and 

Shared Housing Establishment Administrative 

Code and 210 ILCS 9/1 Assisted Living and 

Shared Housing Act.
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