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INITIAL COMMENTS

On 10/29/2025, Surveyor completed 1 complaint
investigation, and a verification visit at Emanuels
Adult Family. As a result, 4 of the previous 4
deficiencies were corrected.

Two new deficiencies were identified. One
complaint was unsubstantiated.

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

Census: 2

88.04(2)(g)1 HEALTH SCREENING FOR STAFF

The licensee shall obtain
documentation from a physician, a
registered nurse or a physician's
assistant indicating that the licensee
and any service provider has been
screened for illness detrimental to
residents, including for tuberculosis.
The documentation is to be completed
within 90 days before the start of
providing service. The documentation
shall be kept confidential except that
the licensing agency shall have access
to the documentation for verification.

This Rule is not met as evidenced by:

Based on record review and interview, the
provider did not ensure 3 of 4 service providers'
records contained documentation for a completed
communicable disease screening. Caregiver D's,
Caregiver E's and Caregiver F's records did not
have communicable disease screenings in the
records.
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Findings include:

On 10/28/2025, at approximately 10:30 AM,
Surveyor reviewed service provider records and
identified the following:

- Caregiver D was hired on hired 12/08/2021.
Caregiver D's record contained a completed
tuberculosis test (TB) dated 04/29/2023.
Caregiver D's record did not include completed
documentation of the communicable disease
screening.

- Caregiver E was hired on 08/29/2025. Caregiver
E's record contained a completed TB test dated
10/13/2025. Caregiver E's record did not include
completed documentation of the communicable
disease screening.

- Caregiver F was hired on 08/18/2025. Caregiver
F's record contained a TB skin test, dated
08/22/2025. There was no evidence the TB skin
test was read. Caregiver F's record did not
include completed documentation of the
communicable disease screening.

On 10/28/2025, at approximately 11:00 AM,
Surveyor interviewed Licensee A. Licensee A
reported s/he was aware of the Department's
requirement to have documentation of the
communicable disease screening. Licensee A
reported Caregiver D, Caregiver E, and Caregiver
F completed TB test, but it did not include the
completion of the communicable disease
screening. Licensee A reported s/he would
complete the communicable disease screenings
on all current staff.
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INFORMATION DISCLOSURE

If the background information form completed by
a person under sub. (6) (am) indicates that the
person is not ineligible to be employed or
contracted with for a reason specified under par.
(b) 1. to 5., an entity may employ or contract with
the person for not more than 60 days pending the
receipt of the information sought under sub. (2)
(b). If the background information form
completed by a person under sub. (6) (am)
indicates that the person is not ineligible to be
permitted to reside at an entity for a reason
specified in par. (b) 1. to 5. and if an entity
otherwise has no reason to believe that the
person is ineligible to be permitted to reside at an
entity for any of these reasons, the entity may
permit the person to reside at the entity for not
more than 60 days pending receipt of information
sought under sub. (2) (am). An entity shall
provide supervision for a person who is employed
or contracted with or permitted to reside as
permitted under this paragraph.

This Rule is not met as evidenced by:

Based on record review and interview, the
provider did not ensure 4 of 4 service providers
had complete background checks. Caregiver B's,
Caregiver D's, Caregiver E's, and Caregiver F's
records did not have complete background
checks.
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A complete background check consists of the
following:

- A completed Background Information Disclosure
(BID) form.

- Areport of findings from the Department of
Justice (DOJ).

- Governmental Findings Report (previously "IBIS
letter") from the Department of Health Services
(DHS).

Findings include:

On 10/28/2025, at approximately 9:50 AM,
Surveyor reviewed Caregiver B's, Caregiver D's,
Caregiver E's, and Caregiver F's records. The
following was identified:

Caregiver B was hired 02/22/2019. Caregiver B's
file contained a DOJ form, dated 01/20/2021, and
a governmental findings report, dated
01/20/2021. Caregiver B 's file contained no
evidence of the BID form.

Caregiver D was hired 04/18/2023. Caregiver D's
file contained a DOJ form, dated 04/18/2023, and
a governmental findings report, dated
04/18/2023. Caregiver D 's file contained no
evidence of the BID form.

Caregiver E was hired 08/29/2025. Caregiver E's
file contained a DOJ form, dated 09/11/2025, and
a governmental findings report, dated 09/11/2025.
Caregiver E's file contained no evidence of the
BID form.

Caregiver F was hired 08/18/2025. Caregiver F's
file contained a DOJ form, dated 09/01/2025, and
a governmental findings report, dated
09/01/2025. Caregiver F's file contained no
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evidence of the BID form.

On 10/28/2025, at approximately 11:00 AM,
Licensee A stated s/he did not know why the
Caregiver B, Caregiver D, Caregiver E, and
Caregiver F records did not contain a BID form.
Licensee A reported his/her shift lead was
responsible for ensuring all new employees
completed a background check which included a
BID form. Licensee A reported Caregiver B was
his/her shift lead. Caregiver B reported s/he was
not familiar with the Department's process for
conducting a complete background check and
s/he was not familiar with completing the BID
form. Caregiver B and Licensee A confirmed BID
forms were not completed for Caregiver D,
Caregiver E, and Caregiver F. Caregiver B
completed his/her BID form at the time of the
survey.

Z 024

STATE FORM

6899

8LUE12

If continuation sheet 5 of 5




