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On 02/17/2026, Surveyor conducted a standard 
survey and verification visit at Urban Living II

One deficiency was identified.

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

Census: 3

 

 M 334 88.05(4)(b)1 FIRE SAFETY-SMOKE 
DETECTORS

Every adult family home shall be  
equipped with one or more single  
station battery operated, electrically  
interconnected or radio signal  
emitting smoke detectors on each floor  
level.  Required smoke detectors shall  
be located in each habitable room  
except the kitchen and bathroom and  
specifically in the following  
locations:  at the head of each open  
stairway, at the door leading to every  
enclosed stairway, on the ceiling of  
the living room or family room, on the  
ceiling of each sleeping room and in  
the basement.

This Rule  is not met as evidenced by:

 M 334

Based on observation and interview, 
Administrator B did not ensure smoke detection 
was present in all required locations. There was 
no smoke detector located upstairs in the living 
room.

Findings include:

 

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

If continuation sheet  1 of 26899STATE FORM 92V412



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 03/13/2026 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Wisconsin Department of Health Services

0015331 02/17/2026
R

NAME OF PROVIDER OR SUPPLIER

URBAN LIVING II

STREET ADDRESS, CITY, STATE, ZIP CODE

1919 N 19TH STREET
MILWAUKEE, WI  53205

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETE

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 M 334Continued From page 1 M 334

On 02/17/2026 at 9:00 AM, Surveyor toured the 
facility. Surveyor observed that the upstairs living 
room did not have a smoke detector installed.

On 02/17/2026 at 10:15 AM, Surveyor 
interviewed Administrator B regarding the missing 
smoke detector. Administrator B stated they did 
not know a smoke detector was required in the 
living room as there was one located in the 
hallway at the top of the stairs. Surveyor shared 
DHS 88 requirements with Administrator B. 
Administrator B stated that a smoke detector 
would be installed as soon as possible.
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