
A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED: 07/28/2026 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Illinois Department of Public Health

ASL510538 07/09/2026

C

NAME OF PROVIDER OR SUPPLIER

PALOS HEIGHTS SENIOR LIVING

STREET ADDRESS, CITY, STATE, ZIP CODE

7100 WEST COLLEGE DRIVE

PALOS HEIGHTS, IL  60463

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETE

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 A 000 Initial Comment  A 000

Complaint # 2698326/IL202709

This complaint was investigated and it was 

observed that the ceiling leak and damage 

occurred  in the Independent Living section of the 

establishment.

CCR to be notified.
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