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Licensure Post Visit to Survey date 11/04/11.

FINDINGS
LICENSURE VIOLATIONS
300.615¢)

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

e) In addition to the screening required by Section
2-201.5(a) of the Act and this Section, identified
offenders who seek admission to a licensed
facility shall not be admitted unless the licensed
facility complies with the requirements of this
section and Section 300.25 of this Part. (Section
2-201.5(b) of the Act.

This requirement is not met as evidenced by the
following:

Hilltop Skilled Nursing & Rehabilitation Center
failed to follow their plan of correction for the
survey of 11-4-11.

Based on interview and record review the facility
failed to initiate the required screening for
resident back ground checks for Criminal History
Record Information within 24 hours of admission
for 3 of 3 residents (R4, R5, R6) reviewed for
Criminal History Record checks. R4, R5, and R6
are three supplemental residents.

This has the potential to affect all 49 residents in
the facility.

Findings include:
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On 07/26/12 at 11:30am, E3, Business Office
Manager, provided the following information and
documentation:

R4 admitted 06/22/12,  Criminal background
check completed 07/26/12

R5 admitted 06/22/12,  Criminal background
check completed 07/26/12

R6 admitted 07/13/12, Criminal background
check not done

On 07/26/12 at 1:40pm, E3 stated that the back
ground checks had not been done for R4 and R5
prior to 07/26/12.

The facility Admission/Discharge form documents
that R4 and R5 were admitted on 06/22/12 and
R6 was admitted on 07/13/12.

On 07/26/12 at 3:05pm, E1, Administrator,
confirmed that the back ground checks had not
been done for R4, R5, and R6 within 24 hours of
admission.

The Facility Data Sheet provided by the facility
documents that 49 residents were residing in the
facility on 07/26/12.
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