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{M 000} INITIAL COMMENTS {M 000}

On 08/20/2025 with information gathered through 
08/21/2025, Surveyor conducted a complaint 
investigation and verification visit.  
Two deficiencies were identified.
Complaint was unsubstantiated.

Under statutory provisions of Wis. Stat. Ch. 50, a 
$200 revisit fee is being assessed. 

Census: 4

 

 M 420 88.06(3)(d)5 SIGNED STATEMENT OF 
AGREEMENT

A statement of agreement with the  
plan, dated and signed by all persons  
involved in developing the plan.

This Rule  is not met as evidenced by:

 M 420

Based on record review and interview, the 
provider did not ensure a statement of agreement 
with the individual service plan (ISP), dated, and 
signed by all persons involved in developing the 
plan for 1 of 2 residents reviewed. Resident 3's 
ISP did not contain signatures from the residents' 
legal guardians and managed care organization 
(MCO) team.

Findings include:

On 08/20/2025, Surveyor reviewed resident 
records and identified the following:
Resident 3 was admitted on 06/11/2019. Resident 
3 had a legal guardian and an MCO team 
consisting of a social worker and a registered 
nurse. Resident 3's ISP, dated 6/05/2025, did not 
contain signatures from Resident 3, Resident 3's 
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 M 420Continued From page 1 M 420

legal guardian, and MCO team.  

On 08/20/2025 at approximately 1:00 PM, 
Surveyor interviewed House Manager D. House 
Manager D confirmed Resident 3's ISP did not 
contain signatures of agreement. House Manager 
D stated they were attempting to obtain the 
required signatures.

 Z 023 50.065(4m) (b) intro CAREGIVER HIRING AND 
CONTRACTING PROCESS

Notwithstanding s.111.335, and except as 
provided in sub. (5), an entity may not hire or 
contract with a caregiver or permit to reside at the 
entity a nonclient resident if the entity knows or 
should have known any of the following:

1. That the person was convicted of a serious 
crime.

3. That a unit of government or a state agency, 
as defined in s. 16.61 (2) (d), has made a finding 
that the person has abused or neglected any 
client or misappropriated the property of any 
client.

4. That a determination has been made under s. 
48.981 (3) (c) 4. that the person has abused or 
neglected a child.

5. That, in the case of a position for which the 
person must be credentialed by the Department 
of Safety and Professional Services, the person's 
credential is not current, or is limited so as to 
restrict the person from providing adequate care 
to the client.

 Z 023
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 Z 023Continued From page 2 Z 023

This Rule  is not met as evidenced by:
Based on record review and interview, the 
provider hired 1 of 1 caregiver (Caregiver K) 
when they knew or should have known s/he was 
convicted of a serious crime. Licensee A had 
knowledge of Caregiver K's background check 
and the charge of 940.19(4) Aggravated Battery - 
Intend Bodily Harm. Caregiver K was convicted of 
940.19(2) Aggravated Battery - Intend Bodily 
Harm.

Wis. Stat. § 50.065(1)(e) states, "'Serious crime' 
means a violation of . . . s. 940.19(4). . . or a 
violation of the law of any other state or United 
States jurisdiction that would be a violation of . . . 
s. 940.19(4) . . . if committed in this state."

Findings include:

On 08/20/2025, Surveyor reviewed staff records, 
the following were identified:

Facility ran a background check on Caregiver K 
on 7/19/2025. 
The Department of Justice (DOJ) report identified 
Caregiver K was arrested and charged with a 
felony - Party to Aggravated Battery 940.19(4).

Surveyor reviewed Caregiver K's Wisconsin 
Circuit Court Access (CCAP) record, and the 
following was identified:
Caregiver K was arrested on 06/04/1998 for 
"Statute 940.19(5) Aggravated battery- intend 
Sub. Bod. Harm (Substantial Bodily Harm)." On 
12/08/1998 Caregiver K plead no contest and on 
01/22/1999 was convicted of 940.19(4) 
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 Z 023Continued From page 3 Z 023

Aggravated Battery - Intend Bodily Harm. 

There was no documented rehabilitation review in 
Caregiver K's record.

On 08/21/2025, at approximately 4:00 PM 
Surveyor interviewed Licensee A. Licensee A 
stated they were not aware that Caregiver K 
should not have been hired due to having a 
barred offense.
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