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Initial Comments

On 09/30/2025, Surveyors completed a
verification visit at Washington Heights IV. As a
result, 6 previous deficiencies were corrected,
and 1 deficiency was recited.

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

Census: 7

83.32(3)(b) Rights of Residents: Confidentiality

In addition to the rights under s. 50.09, Stats.,
each resident shall have all of the following rights:
Confidentiality. Confidentiality of health and
personal information and records, and the right to
approve or refuse release of that information to
any individual outside the CBRF, except when the
resident is transferred to another facility or as
required by law or third-party payment contracts
and except as provided in s.146.82(2) and (3),
Stats. The CBRF shall make the record available
to the resident or the resident ' s legal
representative for review. Copies of the record
shall be made available within 30 days, if
requested in writing, at a cost no greater than the
cost of reproduction.

This Rule is not met as evidenced by:

Based on observation and interview the provider
did not ensure the confidentiality of residents'
personal information for 1 of 1 resident (Resident
9). Resident 9's dietary restrictions/needs, and
bowel movement instructions were posted on a
wall in the common dining room and visible to
other residents and visitors.
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This is a repeat deficiency. See Statement of
Deficiency (SOD) 9NOK13, dated 11/05/2024.

Findings include:

On 09/30/2025, at approximately 9:15 AM,
Surveyors toured the facility and observed a
piece of paper taped to the dining room wall. The
paper stated the following:

"...[Resident 9] Not to Have

Coffee - Do Not Give

Creamer - Do Not Give

Chocolate - Do Not Give

Ice Cream - Do Not Give

Lactose Intolerance

Food - Cut bite size pieces when needed choking
risk and vomited

[Individualized Service Plan] (ISP) - Plan
Assist [Resident 9] after having a [bowel
movement] (BM), making sure the bathroom is
cleaned afterwards..."

This information was visible to other residents
and visitors of the facility.

On 09/30/2025, at 10:30 AM, Surveyor
interviewed Licensee J and Operations Manager
B. Licensee J reported s/he was unaware
Resident 9's ISP information was posted on the
wall. Administrator B reported s/he posted the
information on the wall to update new staff on
Resident 9's needs. Operations Manager B
reported the information was posted for
approximately one week after new staff would
start and then would be removed. Licensee J
confirmed resident personal information should
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not have been taped to the wall.
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