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 A 000 Initial Comment  A 000

Facility Reported Incident IL202912

295.4010c)d)e)

 

 A4010 Section 295.4010 Service Plan

This Regulation  is not met as evidenced by:

 A4010

Type 1 Violation

 Repeat Violation

Section 295.4010  Service Plan

c)         The service plan shall be signed and 

dated by all individuals involved in its 

development.

 

d)         The service plan, which shall be reviewed 

annually, or more often as the resident's 

condition, preferences, or service needs change, 

shall serve as a basis for the service delivery 

contract between the provider and the resident 

(see Section 295.2030). (Section 15 of the Act)

e)         The service plan shall be reviewed and 

revised if necessary immediately after a 

significant change in the resident's physical, 

cognitive, or functional condition (see Section 

295.4000).

 

These requirements were not met, as evidenced 

by:

Based on interview and record review, the facility 

failed to ensure a service plan was updated after 

resident fall(s) and signed by the individuals 
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 A4010Continued From page 1 A4010

involved in its development for 2 of 3 residents 

(R1, R2) reviewed for service plans in the sample 

of 3. This failure creates a substantial probability 

of severe harm to a resident. 

The findings include:

R1's Observation notes show R1 fell nine times 

between 5/22/26 and 7/23/26. R1's service plan, 

not signed/dated by anyone, makes mention of 

two falls, one on 5/22/26 and one on 7/4/26, and 

begins to mention the date of another fall (on 

7/23/26), but the sentence is not complete. R1's 

service plan does not list R1's fall. According to 

R1's Observation notes, she fell on 5/27/26 and 

was sent to the Emergency Department (ED) and 

had additional falls on 5/29/26, 6/5/26, 6/16/26, 

and 6/23/26 without being sent to the ED. Then 

R1 fell again on 6/26/26 and was sent to the ED. 

R1's After Visit Summary dated 6/26/26 from the 

hospital visit shows R1 was diagnosed with a 

sacral and coccyx fracture and head laceration. 

R1's face sheet dated 8/3/26 shows her husband 

is her Power of Attorney. 

R2's Observation notes show R2 fell four times 

between 5/24/26 and 7/24/26 and was sent to the 

ED the last three of the four times. However, R2's 

Service plan, dated 5/3/26 to 8/3/26 shows R2's 

last fall occurred on 10/11/25. No falls after 

10/11/25 were addressed or interventions added. 

R2's Service plan was not signed by anyone. 

On 8/3/26 at 11:41 AM, E3, Memory Care 

Director, said service plans are done anytime 

there is an incident like a fall. E3 said the service 

plans are done by the Director of Nursing (DON), 

E2, and the Assistant Director of Nursing together 

with family members and she and the nurses add 

input. E3 said R1's service plan is not signed yet. 
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 A4010Continued From page 2 A4010

E3 said R1's husband lives next door in assisted 

living.  

On 8/3/26 at 1:36 PM, E2 said she is having to go 

through and catch up on the resident service 

plans as the former DON and Assistant DON both 

left abruptly. E2 said service plans are updated 

with any change of condition, like a fall. The 

purpose of the service plan is to direct the care 

staff on how to care for the residents and to 

provide a collaborative guideline to show families 

how they will care for their loved ones, and what 

the residents' care needs are.  E2 said the nurse, 

caregiver, and family provide input into service 

plan along with the DON, ADON, and Memory 

Care director. E2 said she and the family are 

required to sign the service plan. E2 said they 

identify the root cause after a resident fall, and it 

is put in the service plan with corresponding 

interventions. 

The establishment's Individual Service Plan (ISP) 

(last dated 4.2026) shows an ISP must be 

completed for each resident in the establishment 

when there is a change in condition to meet the 

needs of residents and provide prompt and 

adequate treatment.
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