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Manor Court of Rochelle 2203 Flagg Road
Rochelle, IL 61068

F 0580

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Immediately tell the resident, the resident's doctor, and a family member of situations (injury/decline/room, 
etc.)  that affect the resident.

45540

Based on interview and record reviewed the facility failed to notify a resident's Power of Attorney (POA) after 
the resident left the facility. This applies to 1 of 3 (R1) residents reviewed for notification. 

The findings include:

On 9/16/2024 at 9:18AM, V3 Registered Nurse (RN) said on 9/10/2024 at 6:30PM [R1] wanted to leave the 
facility to go back home. V3 said [R1] left the facility AMA (Against Medical Advice) and was advised by staff 
to remain in the facility. V3 said [R1] left the facility with V4 (R1's Significant Other) in V4's car, who also 
brought [R1] to the facility from the hospital. V3 said she did not contact V5 (R1's Power of Attorney - POA) 
after R1 left the facility. V3 said she would normally contact the POA if a resident leaves the facility but did 
not in this case. 

On 9/16/2024 at 9:56AM, V2 DON (Director of Nursing) said facility staff notify the Power of Attorney (POA) 
when a resident leaves the facility. 

On 9/16/2024 at 9:03AM, V6 RN said when a resident discharges the physician, DON, and POA are notified 
of a resident's discharge. 

On 9/16/2024 at 10:38AM, V7 Hospital Unit Manager stated on 9/5/2024 at 12:37PM [R1's] surgical consent 
was completed via telephone by [R1's] POA. V7 said [R1] did not sign her own consent. 

V5 is listed as R1's Power of Attorney for Health Care since of 4/2/2018.
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