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INITIAL COMMENTS

On 04/06/2026, Surveyor conducted one (1)
complaint and abbreviated survey at Excelcare
Adult Home Inc Excelcare 3. Additional
information gathered through 04/08/2026. As a
result of the survey, the complaint was
unsubstantiated, and the abbreviated survey
resulted in 1 deficiency.

Census: 4

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 and interview, the provider
did not ensure the residence was a homelike
environment for 4 of 4 residents, Resident 1,
Resident 2, Resident 3 and Resident 4.

Findings Include:

The provider is licensed for client groups
emotionally disturbed/mental iliness,
developmentally disabled, traumatic brain injury,
advanced age, physically disabled and/or
irreversible dementia/Alzheimer's.

On 04/06/2026, at 11:30 AM, Surveyor toured the
home with Caregiver B. Surveyor observed:
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Continued From page 1

* kitchen cabinet contained food items like pasta
and jiffy corn muffin mix open and not sealed

* potatoes and onions stored on floor in box and
onions were sprouting

* 2 hallway lights missing the light cover

* Resident 1's bedroom missing light fixture cover
* Basement ceiling tiles missing

* Bathroom holes in walls and walls scraped with
paint missing

* Resident 1's pillow on bed without pillow
protector and pillow case; multiple stains on the
pillow

* Thermostat in living room dirty with tape over
the buttons so temperature can not be adjusted

* Chair in living room with approximate 10"
diameter stain and fabric fraying on edge of chair
* Both entrance/exit doors had deadbolts
approximately 4" above the door handle

On 04/06/2026 at approximately 1:15 PM,
Surveyor interviewed Licensee A. Licensee A
acknowledged the potatoes/onions sprouting
should be tossed and stated s/he would work with
staff to put the potatoes and onions on a shelf,
not the floor. Licensee A observed the light
fixtures missing the light covers. Licensee A
stated s/he was unaware the ceiling tiles were
missing in the basement but would ensure they
are replaced. Licensee A acknowledged the chair
in the living room should be tossed. Licensee A
stated Resident 1 does not like a pillowcase on
pillow, s/he would replace the pillow and ensure
the pillow is clean and laundered as needed.
Licensee A stated s/he would have the exit doors
corrected to ensure the doors can be opened with
the door lever. Licensee A acknowledged 3 of 4
residents were wheelchair bound and that
residents needed assistance. Surveyor shared
concerns with the home like environment and
Licensee A stated s/he would work on the
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