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ILLINOIS DEPARTMENT OF HEALTHCARE AND FAMILY SERVICES 
BUREAU OF LONG.TERM CARE 

GUIDE FOR INDIVIDUAL RESIDENT INTERVIEW 

ResidentName: ______ ... 1w�· ....... id.,.e..,n..,._t...,B'r--------- -
NOTES FOR COMPLETION: 

• If an answer is "N/ A", there is no need to write a comment stating it is not applicable.
• If a resident has a negative response to a question, or raises a concern/problem, or the

reviewer identifies an area of concern, this should be discussed with the SLP manager or
designee. Document the communication and outcome in the comments section.

• If a resident has cognition problems and experiences difficulty completing the interview,
complete as many questions as possible. Make a note in the comment section regarding
the resident's cognitive status, including any relevant diagnoses included in the record
ap.d the scoring of the cognitive sections of the comprehensive assessment.

• Staff should make several attempts to try and interview residents who are unavailable due
to illness, medical appointments, social activities, etc. If an interview cannot be
completed, make a note in the comment section, including dates and times attempts
were made. A minimum of two attempts should be made on separate days/times.

• If a resident refuses an interview, questions 20 and 21 must still be completed by staff
based on observation of the resident.

146 200, 210. µs. _230,, Z◄S. 250,, and 260 Yes �o NIA Comments

1. Are maintenance problems in your apartment taken
care of in a timely manner? l 46.230(h)(l) and (2)

2. If requested, do.es staff provide laundry services to you
at least weekly? 146.230(f)(l)

3. If requested, does staff clean your room and change
your bed linens at least weekly? 146 .230(g)(l)

4. Are three meals/day and snacks available? 146.230( e)( l )

5. Can you have food in your apartment? 146.250(e)(l8)

6. Can you choose to dine alone or in a private area?

7. If you require a special diet as ordered by your doctor,
does staff provide you with choices at meal times
and with snacks that allow you to be compliant with the
diet? 146.230(e)(l)

8. Ifrequested, will staff bring your meals to your
apartment whet). you are ill? 146.230(e)(l 1)
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ILLINOIS l)EPARTMENT OF HEALTHCARE AND FAMILY SERVICES 
SUPPORTIVE LIVING PROGRAM 

RES?ONSE TO ON-SITE REVIEW FINDINGS Page l of 6 
SLP N�: Asbury Gardea 
CHECK ONE: · · · ·· -· · 

( ) INTERIM CERTIFICATION REVIEW FINDINGS: YES CJ NO □ 

. HN'lRANCBDATB: BXITDATB: 

( ) ,FINAL CERTIFICATION 

ENrRANCE DATE: 

REVIEW FINDINGS: YBS □ NO □

EXlTDATI!: 

( X) ANNUAL CERTJPICATION REVIEW FINDINGS: YES X□ NO □

BNTRANCBDATB: S-6-19 BXITDAT.E: 5-1S-19

( ) CHANGE o..- OWNERSHIP REVIIW FINDINGS: YES C NO 0

ENTRANCB DATE: BXlT DATE:

( ) GENERAL FINDINGS (Ute for fladlnst ootcd durlDc Informal \'idts to SLP) 
Fiodin11 ahould be wrltt.cn under this section for noo.-c,ompliance of rulei that impact the health and 
Hfety of residents and/or •�ff. 

BEGIN DATE: ________ EXIT DATE: ______ _ 

( ) COMPLAIN1' REVIEW DATE OF CO�LAJNT: ____ _ 

REFERRAL DATE: ______ MVlEW FINDINGS: YBS □ NO 0 

BEGIN DATE: END DATE: 

( ) FIRST FOLLOW.UP REVIEW . ( ) SECOND FOLLOW-UP REVIEW 

(11
') BBOINDATB: ______ _ 

FINDINGS COJUtBCTED: YES □ NO □

BNDDATB: -----�-

(%..,BBGlNDATB: ________ END DATE: ______ _ 

FlNDINOS CORRECTED: YES a NO a
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