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M 000 INITIAL COMMENTS M 000

On 04/23/2025 with information gathered through
05/15/2025, Surveyor conducted a standard
survey at Rooms R Us Adult Family Home IV
LLC, an Adult Family Home (AFH) in Milwaukee,
WI.

One deficiency identified.

Census: 0

M 336 88.05(4)(b)2 SMOKE DETECTORS-TESTING M 336
AND MAINTENANCE

The licensee shall maintain each
required smoke detector in working
condition and test each smoke detector
monthly to make sure that it is
operating. If a unit is found to be

not operating, the licensee shall
immediately replace the battery or

have the unit repaired or replaced.

This Rule is not met as evidenced by:

Based on record review and interview, the
provider did not ensure each required smoke
detector was tested monthly to make sure that
the smoke detector was operating for 2 of 2
calendar year reviewed (2023 and 2024).

Findings include:

On 05/14/2025 at approximately 10:30 AM,
Surveyor requested documentation of the home's
smoke detector tests from Health Services
Manager A for calendar year 2023 and 2024.
Health Services Manager A stated it would be in
the binder if they were completed. Health
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Services Manager A could only locate smoke
detector checks from calendar year 2021.
On 05/14/2025 at approximately 10:45 AM,
Surveyor interviewed Health Services Manager A.
Health Services Manager A stated s/he had only
started about a month ago and there had been no
residents in the home since August of 2023.
Health Services Manager A stated s/he
acknowledged smoke detector checks needed to
be completed monthly and would make sure
moving forward they were completed.
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