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F 0679

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Provide activities to meet all resident's needs.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 38796

Based on interview and record review the facility failed to follow their activity calendar and implement and 
engage the residents in social activities of tabletop games on 2/25/25 for 4 of 6 (R6, R7, R8, R9) residents 
reviewed for social activities. 

Findings include:

On 2/25/25 at 11:25am upon entering the dining room on the second floor. V6 approached with surveyor. V6 
introduced herself as the Activity's Director. V6 entered with the surveyor. V6 said she was coming to the 
second floor to see what activities was taking place. V6 said there were no activities going on. V6 said she 
does the activities with the residents. 

On 2/25/2025 at 11:25am V7 (CNA) and V8 (CNA) was observed in dining room, V7 said she was talking to 
a resident. V8 (CNA) said she was doing one to one monitoring with a resident. 

Board games were observed stacked up sitting the table. There were no staff observed engaging the 
residents with activities.

R6 was observed in dining room with his head down on the table and not engaged by staff. R7 observed with 
his head down, not being engaged in social activities. R8 was observed sitting there and not engaged. R9 
was observed in chair and not engaged in social activities. 

Facility activity calendar posted on gray board outside of the dining room, denotes 10:00am - exercise, 
10:30am the [NAME] and 11:00am tabletop games. 

Lunch was served after 12:00pm.

On 2/25/25 at 3:00pm V2 (Administrator) said there is room for improvements in the activity department, she 
is working with the activity department with programs.

On 2/26/25 at 2:45pm V4 (Director of Nursing) said the perk is the daily chronicles that the activity aide reads 
to the resident. 

(continued on next page)

145942 2

04/30/2025



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      

145942 02/26/2025

Oak Lawn Respiratory & Rehab 9525 South Mayfield
Oak Lawn, IL 60453

F 0679

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Facility policy activity department program policy denotes in-part it is the philosophy of oak lawn respiratory 
and rehab ctr. to treat each resident as a unique individual with specific physical, psychological, and spiritual 
needs. It is the policy of oak lawn rehab ctr. To provide a competent variety of therapeutic recreation 
opportunities designed to meet, in accordance with the comprehensive assessment, the interest and 
physical, mental, and psycho-social, well being needs of each individual resident. The activity shall provide a 
structured, series of meaningful programming. 
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