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A. BUILDING:
C
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A000| 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.
lllinois Department of Public Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

STATE FORM

6899

QW1IN11

If continuation sheet 1 of 1




