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A. BUILDING:
C
6020028 B. WING 08/26/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
5520 LINCOLN AVE
MONTCLAIR SENIOR LIVING & MEMORY CARE, LLC
MORTON GROVE, IL 60053
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A 000 Initial Comment A 000
Complaint Investigation 1L202696
Allegation not investigated due to resident never
residing in the facility.
lllinois Department of Public Health
(X6) DATE
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