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Section 300.615 Determination of Need
Screening and Request for Resident Criminal
History Record Information

e) In addition to the screening required by
Section 2-201.5(a) of the Act and this Section, a
facility shall, within 24 hours after admission of a
resident, request a criminal history background
check pursuant to the Uniform Conviction
Information Act for all persons 18 or older
seeking admission to the facility, unless a
background check was initiated by a hospital
pursuant to the Hospital Licensing Act,
Background checks shall be based on the
resident's name, date of birth, and other
identifiers as required by the Department of State
Police. (Section 2-201.5(b) of the Act)

The requirement was not met as evidenced by.

Based on interview and record review the facllity |
failed to complete a background check for a f
resident within 24 hours of admission. This '
applies to 1 of & residents (R142) reviewed for | |
background checks in the sampie of 19. i

The findings include: f I

R142's Electronic Medical Record (EMR) shows '
that he was admitted to the facility on 0/13/23. | |
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On 10/17/23 the facility provided Background
Checks for their iast 10 admissions. R142's
Background Check showed the wrong birthday
for R142 and it was not dated.

On 10/18/23 at 9:43 AM, Surveyor asked V10
(Admissions Director) to provide a date that
R142's Background Check was completed. V10
stated, "I get the referral and then i give it to (V9-
Guest Relations). {V8) is currently on vacation. |
don't know why these were done late. | usually
want it done on the same day that | give the i
referral because the patient could come in at any .
time.” At 10:37 AM, V10 stated, *I called (V9) - |

was able to pull the correct Background Check

out of (R142's) EMR. (V9) said he is not sure

where the undated one came from. The |
Background Check was requested on 10/4/23 '
and we received it on 10/5/23. I'm not sure why
this one was done so late. | think (V9) missed it
and then went back and did it. We emalil
Corporate and they run the check. (V9) usually
CC's me but in the email but he didn't with this
one so | assume he was just trying to get it done. |
(R142) actually has a "HIT". *

R142's name based State Police Background
Check dated 10/5/23 (22 days after admission)
shows that he had a "HIT". The offense is !
described as a Misdemeanor for Disorderly . '
Conduct in 2010. !

The facility policy entitied Abuse Prevention and |
Reporting dated 4/20/22 states, "This facility shall '
check the criminal history background on any ‘
resident seeking admission to the facility in order |

to identify previous criminal convictions. This

facility will: Request a Criminal History ' ;
Background Check within 24 hours after |
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admission of a new resident.”
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