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 Complaint #1540301/IL74401: No Deficiency
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F 493

SS=C

483.75(d)(1)-(2) GOVERNING BODY-FACILITY 
POLICIES/APPOINT ADMN

The facility must have a governing body, or 
designated persons functioning as a governing 
body, that is legally responsible for establishing 
and implementing policies regarding the 
management and operation of the facility; and the 
governing body appoints the administrator who is 
licensed by the State where licensing is required; 
and responsible for the management of the 
facility

This REQUIREMENT  is not met as evidenced 
by:

F 493

 Based on observation and interview, the Facility 
failed to provide a Licensed Administrator to 
oversee the operation and management of the 
Facility. This has the potential to affect all 89 
residents in the Facility. 

Findings Include:

1. On 02/03/15 at 3:30 PM, E2, Director of 
Nursing (DON)  stated; "I am the DON and the 
Administrator. Our Administrator left on 
December 6, 2014, and we are actively seeking 
an Administrator. I am not licensed, and I don't 
want to seek an administrator license."

Through out the survey on 02/03/15 and 02/04/15 
there was no Administrator available.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 
other safeguards provide sufficient protection to the patients. (See instructions.)  Except for nursing homes, the findings stated above are disclosable 90 days 
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2. The Facility's Facility Data Sheet dated 
02/03/15 documented the Facility had a census of 
89 residents.
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