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Form # IL 482-0669
I.  GENERAL FACILITY INFORMATION
Facility Name (30 Characters Max)
Complete Street Address 
City
ZIP Code
Important Notice: The state agency is requesting disclosure of information that is necessary to accomplish the statutory purpose as outlined under Public Act 83-1530 or Public Act 82-567.  Disclosure of this information is mandatory.
II. APPROVED SPECIAL CARE UNIT
Does the facility currently offer to provide care for persons with Alzheimer's disease through an Alzheimer's special care unit or center?
*If Yes, attach the following information:
1.  The written philosophy of the facility concerning the care or treatment of persons with Alzheimer's Disease.
2.  The written form of care or treatment that distinguishes the facility as suitable for persons with Alzheimer's Disease.
3.  A copy of the facility's pre-admission, admission and discharge procedures.
4.  A copy of the facility's assessment, care planning and implementation guidelines in the care and treatment of persons with Alzheimer's Disease.
5.  A copy of the minimum and maximum staffing ratios, specifying the general licensed health care provider to client ratio and the trainee health care provider to client ratio.
6.  A copy of the activities available to clients at the facility.
7.  A copy of written information regarding the role of family members in the care of clients at the facility.
8.  A copy of information regarding the costs of care and treatment under the program or at the center.
9.  A copy of information concerning the physical environment including identification on the floor plan and resident room listing identifying the area designated for the special care unit.
10.  If you unit does NOT use ability-centered care, also called activity-focused programming, attach complete information about your alternative methodology to allow the Department to determine if this alternative meets the care goals of ability-centered care.
I declare that I have examined this application, including attachments, accompanying documents and statements and, to the best of my knowledge and belief, the information is true, correct and complete.  I understand any omissions or misstatements of material facts may jeopardize the facility qualifying for a long-term license.
III. DECLARATIONS/SIGNATURES
Signature
Date
1
217-785-4264
10/15/07
IL Dept Public Health
Jody Gudgel
Temporary occupancy policy
10/07
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