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INITIAL COMMENTS

On 08/07/2024, Surveyor conducted a desk
review for Bluff Point Adult Family Home.

One deficiency was identified.

88.03(4)(b) RENEWAL REQUIREMENTS

To renew a license, the licensee shall
submit to the licensing agency not
less than 30 days prior to the date of
expiration of the current license, a
completed application form, a new
program statement if there have been
any program changes, the licensure fee
required under s. 50.033(2), Stats.,
and any required fee for a criminal
records check. If the license is not
renewed, the licensing agency shall
give the licensee written notice

before expiration of the license. The
notice shall clearly and concisely
state the reasons for not renewing the
license and shall inform the licensee
of the opportunity for a hearing under
sub. (7).

This Rule is not met as evidenced by:

Based on record review and attempted interview,
the licensee did not ensure the biennial report
and fee were submitted to the department within
30 days prior to the license expiration date.

Findings include:
On 04/04/2024, the department sent a notice to

Licensee A informing them the license for Bluff
Point Adult Family Home, would expire on
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06/30/2024. The notice indicated the biennial
report and license fee were due to the
department by 05/31/2024.

On 05/31/2024, the department received a
confirmation of delivery for the above notice.

On 06/21/2024, the department sent a second
notice to Licensee A by email, indicating the
biennial report and license fee were past due.
The notice indicated the biennial report and
license fee were due immediately after receipt of
the emailed notice.

On 06/21/2024, the department received a
confirmation of delivery for the above notice.

On 07/30/2024, Assisted Living Regional Director
A (ALRD-B) emailed Licensee A inquiring about
the biennial report and fees and requested a call
in an attempt to interview Licensee A as to the
status of the biennial report and fees. No follow
up correspondence from Licensee A was
received including a call back or submission of
the biennial form or payment.

On 08/07/2024, ALRD-B reviewed department
records and found no evidence a biennial report

or license fees were received from the provider.

The license expired on 06/30/2024.
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