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 N 000 Initial Comments  N 000

On 11/02/2023, the Bureau of Assisted Living, 

Southern Regional Office conducted 2 complaint 

investigations at Anchor Communities, a CBRF 

located in Fox Lake, WI.

As a result of the investigation, 1 violation of 

Chapter DHS 83 were issued.

Both complaints were substantiated.

 

 N 186 83.13(2)(c) Employee records retained for 3 

years

Employee records shall be retained for 3 years 

following an employee ' s separation from 

employment at the CBRF.

This Rule  is not met as evidenced by:

 N 186

Based on record review and interview, the 

provider did not retain employee records for 3 

years.  Caregiver C was employed by the facility 

prior to 09/2023 and was terminated.  Caregiver 

C's employee record was not retained.

Findings include:

On 10/25/2023, the Department received a 

complaint stating that Caregiver C was accused 

of neglect, was terminated and rehired in 

10/2023.

On 11/03/2023 at 9:00 AM, Surveyor reviewed 

Caregiver C's file.  The documentation in 

Caregiver C's file was dated 10/20/2023, 

Caregiver C's date of rehire.  

On 11/03/2023 at 9:15 AM, Surveyor interviewed 

Administrator A.  Administrator A acknowledged 

that Caregiver C had been employed at the 
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 N 186Continued From page 1 N 186

facility prior to 10/2023.  Administrator A stated 

that "Caregiver C was not employed here when I 

was hired in 07/2023 and I have no knowledge of 

the circumstances that led to his/her termination."  

Surveyor asked Administrator A if Caregiver C 

had a file that covered dates of his/her previous 

employment.  Administrator A looked for 

Caregiver C's employee file but was unable to 

find any further documentation.  Administrator A 

acknowledged that employee files must be 

maintained for 3 years after an employee's 

employment is terminated.  Administrator A 

acknowledged that there was no documentation 

for Caregiver C other than when Caregiver C was 

rehired 10/20/2023.
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