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Statement of Licensure Findings:
300.661

Section 300.661 Health Care Worker Béckground
Cr_\eck

Afacility shall comply with the Health Care
Worker Background Check Act and the Health
Care Worker Background Check Code.

This Requirement is not met as evidenced by:
Afacility shall comply with the Health Care
Worker Background Check Act and the Health
Care Worker Background Check Code.

This Requirement s not met as evidenced by:

Based on interview and record review the facility
failed to provide proof of conducting a
background check within 10 days of hire and
follow their abuse policy (Pre Employment
Screening of Potential Employees} for cne
employee V20 (Certified Nursing Assistant-CNA)
who was hired on 5/04/2022 and provides direct
care to all residents residing in the facility. This
failure has the potential to affect all the residents
residing in the facility.

Findings include:
On 01/31/2023 at 1:20pm V15 (HR Director) said,

"I do not see the background report from IDPH Attachment A
(linois Department of Public Health) and she Statement of Licensure Violations
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(V15) just started in this position about two
months ago and have not been fully trained."

On 01/31/2023 at about 2:00pm V15 stated that
once a person completes an interview and
provides permission to do the background check
than | do a background check on everyone. V15
stated that everyone is required to have a
background check before they began working
and background checks are completed for
everyone before they are hired.

On 2/01/2023 at 1:18pm V1 provided
documentation on V20's background check but
could not provide proof to the surveyor of when
the background check was checked.

Policy titled Abuse Prevention and Reporting with
a revision date of 10/24/2022 states, in part, prior
to a new employee starting a work schedule, this
facility will check the lllinois Health Care Worker
Registry on any individual being hire for prior
reports of abuse, neglect, or misappropriation of
resident property, previous fingerprint check
results, and the sex offender Website links on the
Registry.
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