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 M 000 INITIAL COMMENTS  M 000

On 11/09/2023, Surveyor conducted an 

abbreviated survey at Lus Family Home 2, an 

AFH in Verona.

One deficiency was identified.

Census: 4

 

 M 298 88.05(3)(g) WINDOWS AND VENTILATION

The home shall have ventilation for  

health and comfort.  There shall be at  

least one window which is capable of  

being opened to the outside in each  

resident sleeping room and each common  

room used by residents.  Windows used  

for ventilation shall be screened  

during appropriate seasons of the  

year.

This Rule  is not met as evidenced by:

 M 298

Based on observation and interview, the provider 

did not ensure 1 of 4 occupied resident bedrooms 

had at least one window which was capable of 

being opened and ventilated to the outside. 

Resident 1's bedroom did not have a window with 

a screen to allow for ventilation to the outside.

Findings include:

On 11/09/2023 at approximately 1:00 p.m., 

Surveyor toured the provider's home with 

Caregiver B. Surveyor observed Resident 1's 

room had 2 windows, neither of which had a 

screen to allow for ventilation.

On 11/09/2023 at approximately 1:20 p.m., 

Surveyor interviewed Supervisor A. Surveyor 

shared observation that Resident 1 did not have a 
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 M 298Continued From page 1 M 298

screened window in his/her room to allow for 

ventilation to the outside. Supervisor A replied, 

"Oh, okay."

If continuation sheet  2 of 26899STATE FORM C45Y11


