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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).

f) The facility shall check for the individual's name
on the lllinois Sex Offender Registration website
at www.isp.state.il.us and the lllinois Department
of Corrections sex registrant search page at
www.idoc.state.il.us to determine if the individual
is listed as a registered sex offender.

This REQUIREMENT was not met as evidenced
by:

Based on record review and interview, the facility
failed to submit background checks, check the
lllinois Department of Corrections (IDOC)
website, and check the lllinois State Police (ISP)
website within 24 hours of admission.
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This applies to 4 of 10 residents
(R8,R42,R45,R96) that were reviewed for
criminal backgrounds in the

sample of 10.

The findings include:

R8's electronic face sheet printed on 10/2/24
showed R8 was admitted to the facility from her
home on 8/23/24. The background check form
was submitted on 8/20/24, and the IDOC website
and the ISP website were checked on 8/20/24, 3
days prior to admission to the facility.

R42's electronic face sheet printed on 10/2/24
showed R42 was admitted to the facility from her
home on 8/26/24. The background check form
was submitted on 8/16/24, and the IDOC website
and the ISP website were checked on 8/16/24, 10
days prior to admission to the facility.

R96's electronic face sheet printed on 10/2/24
showed R96 was admitted to the facility from her
home on 9/20/24. The background check form
was submitted on 9/18/24, and the IDOC website
and the ISP website were checked on 9/18/24, 2
days prior to admission to the facility.

R45's electronic face sheet printed on 10/2/24
showed R453 was admitted to the facility from a
local hospital on 8/28/24. The background check
form was submitted on 9/3/24, and the IDOC
website and the ISP website were checked on
9/3/24, 6 days after R45's admission to the
facility.

On 10/1/24 at 2:32PM, V1 (Administrator) stated,
"l thought as long as we did the background
checks before they were admitted we were okay.
I'm not sure why (R45's) was done late, that is
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our fault and we should have caught that earlier.
We don't have an sort of policy showing when we
have to have the background checks done, we
just make sure they are done before admission to
the facility."
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