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M 000 INITIAL COMMENTS M 000
On 10/01/2025, Surveyor concluded a complaint
investigation at Walk By Faith AFH.
Two deficiencies were identified.
Complaint was unsubstantiated.
Census: 3
M 482 88.09(1)(a) RESIDENT RECORDS M 482
The licensee shall maintain a record
for each resident. Resident records
shall be maintained in a secure
location within the home to prevent
unauthorized access.
This Rule is not met as evidenced by:
Based on observation and interview, the provider
did not maintain the records for 3 of 3 residents
(Resident 1, Resident 2, and Resident 3)
reviewed, in a secure location within the home.
Resident 1, Resident 2, and Resident 3's medical
records were not accessible to Surveyor.
Findings include:
On 09/19/2025, Surveyor requested to review
Resident 1, Resident 2, and Resident 3 's record.
The following was identified:
-Resident 1 was admitted to the provider's home
on 06/01/2023.
-Resident 2 was admitted to the provider's home
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on 05/01/2024.
-Resident 3 was admitted to the provider's home
on 04/17/2023.

On 09/19/2025, at approximately 9:37 a.m.,
Surveyor requested Resident 1, Resident 2, and
Resident 3 's complete medical records from
Manager B, who stated all three medical records
were not onsite or in the home and were in
his/her car parked across town (a different
location). Manager B stated, "The resident files
are in my car because | need them for
appointments, and | did not bring that car."
Manager B stated s/he would have to go get
Resident 1, Resident 2, and Resident 3 's
medical records from his/her car.

On 09/19/2025, at approximately 11:24 a.m.,
Surveyor interviewed Licensee A and Manager B.
Licensee A confirmed resident records were to be
kept secure within the home. Licensee A reported
not all records had been kept within the home
due to medical appointments. S/He reported the
facility was working on finding a secure location
on site to store files.

88.09(2)(c) Location and Retention Period

Location and retention period.

Service provider and licensee records
shall be available at the adult family
home for review by the licensing
agency. A service provider's record
shall be available while the service
provider is employed by the home and
for at least 3 years after ending
employment.
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This Rule is not met as evidenced by:

Based on interview and record review, the
provider did not ensure 2 of 2 service provider's
records were available at the adult family home
for review by the licensing agency (Manager B
and Caregiver D).

Findings include:

On 09/19/2025, at approximately 9:40 a.m.,
Surveyor requested employee records for
Manager B and Caregiver D.

On 09/19/2025, at approximately 9:45 a.m.,
Surveyor interviewed Licensee A, who stated,
"We were concerned [Caregiver C] was trying to
steal files. [Manager B] walked in on him/her
paging through both resident and employee files.
We had the medications and employee files all
locked up together." Licensee A explained that
s/he audited files weekly and must have taken the
employee files to his/her home office. Licensee A
confirmed staff files were not at the facility.

On 09/19/2025, at approximately 11:24 a.m.,
Surveyor interviewed Licensee A and Manager B.
Licensee A confirmed staff records were to be
kept secure within the home. S/He reported the
facility was working on finding a secure location
on site to store files. Licensee A reported s/he
had made a mistake when s/he audited the files
and took them home to his/her office.
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