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 A 000 Initial Comment  A 000

Investigation of Complaint 2676683 / IL202101

Piggy Back FRI Investigation IL201943, Entrance 

5/26/26, Exit 6/2/26

Deficiencies Previously Cited:

295.3000 Personnel Requirements, 

Qualifications, and Training - b) e) 1) 2) A) B) C) 

3) f) 1-4) g)

295.6000 Resident Rights - a) 5)  (Included R1, 

referred to as R4)
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