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INITIAL COMMENTS

On 06/19/2026, Surveyor conducted an
abbreviated survey at Bennett Options for
Community Growth.

One deficiency was identified.

Census: 3

88.05(3)(a) Homelike Environment

An adult family home shall be safe,
clean and well-maintained and shall
provide a homelike environment.

This Rule is not met as evidenced by:

Based on observation, record review and
interview, the provider did not ensure the home
was well-maintained, and a homelike
environment. The residents' bathroom required
repairs. Resident 1's and Resident 2's bedrooms
required cleaning.

Findings include:

On 06/19/2026, Surveyor toured the home and
observed the following:

Bathroom:
-The toilet paper holder was broken. Surveyor

observed the toilet paper placed on the sink.
-The caulk trim around the bathtub was peeling
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and stained black.
Resident 1's Bedroom:

- The ceiling fan blades contained a thick
accumulation of dust.

- Resident 1's clothing was all over floor with bare
hangers available in closet.

- The dresser contained a thick accumulation of
dust.

- The floor in the room contained dust and debris.

Resident 2's Bedroom:

-The dressers contained an accumulation of dust.
-The carpeting contained large chunks of dust
and debris.

-Surveyor observed a brown, unpeeled banana
on the floor, next to Resident 2's bed.

On 06/19/2026 at 10:45 a.m., Surveyor reviewed
Resident 2's face sheet, which identified the
following:

"Functional abilities ... like to keep my room
clean and only need some assistance to vacuum
my room and assistance taking my laundry in the
basement."

On 06/19/2026 at 9:50 a.m., Surveyor toured
Resident 1's bedroom with Caregiver B. Surveyor
asked Caregiver B who cleaned Resident 1's
bedroom. Caregiver B stated s/he only worked at
the facility on occasion. However, s/he was used
to cleaning schedules at the facilities. Caregiver B
confirmed Resident 1's room was dusty, the floor
in the closet had a thick accumulation of dust and
dirt, Resident 1 had clothing on the floor and
Caregiver B confirmed 4 pairs of socks on the
floor.
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On 06/19/2026 at 9:53 a.m., Surveyor requested
to see the cleaning schedule for Resident 1's
bedroom. Administrator A stated s/he did not
have a cleaning schedule for the facility. S/He
stated since s/he was a live-in administrator, s/he
would just watch the cleaning, to be sure it was
done. Administrator A stated, "It's my fault. I'll
accept a citation for that."

On 06/19/2026 at 9:57 a.m., Surveyor toured the
bathroom with Caregiver B and observed peeling
caulk with, what appeared to be, a dark, mold-like
substance, in the corners of the shower/bathtub.
Surveyor asked Caregiver B to describe what
s/he observed around the shower/bathtub.
Caregiver B stated, "It looks like the caulk is
peeling up."

On 06/19/2026 at 10:00 a.m., Surveyor
interviewed Administrator A about the loose calk
around the bathroom shower/bathtub.
Administrator A stated, "That caulk should be
repaired. That looks like some kind of mold.
That's on me. | will contact our maintenance
[wo/man] right away."

On 06/19/2026 at 10:05 a.m., Surveyor toured
Resident 2's bedroom with Caregiver B. Surveyor
observed Resident 2's carpeting contained large
chunks of dust and debris.

On 06/19/2026 at 10:45 a.m., Surveyor
interviewed Resident 2, who stated, "Sometimes
the staff clean. They have not done it for about a
month now. They also have not vacuumed in over
a month."
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