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NAME OF PROVIDER OR SUPPLIER

BROOKDALE ORLAND PARK

STREET ADDRESS, CITY, STATE, ZIP CODE

16051 S LAGRANGE RD

ORLAND PARK, IL  60467
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CROSS-REFERENCED TO THE APPROPRIATE 
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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: 178527--Unsubstantiated

Complaint: 184641--Unsubstantiated

Complaint: 181869--Unsubstantiated

Complaint: 184366--Unsubstantiated

FRIs: 

182488 for date: 12/13/24--Unsubstantiated

178942 for date: 9/27/24--Unsubstantiated

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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