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INITIAL COMMENTS

From 07/01/2024 to 07/02/2024, Surveyor
conducted a standard survey at REM Inc Dryden,
an AFH in Madison.

One deficiency of DHS Chapter 50 was identified.

Census: 4

50.065(6)(am) Four Year Caregiver Background
Requirement

Every 4 years an entity shall require its caregivers
and nonclient residents to complete a

background information form that is provided to
the entity by the Department.

This Rule is not met as evidenced by:

Based on record review and interview, the
provider did not ensure a complete background
check was completed every 4 years for 1 of 3
caregivers reviewed. The provider had not
completed a background check for Caregiver B
since 09/27/2019.

Findings include:
On 07/01/2024 at approximately 12:00 p.m.,
Surveyor requested 3 resident records from

Program Director A.

On 07/02/2024 at approximately 9:00 a.m.,
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Surveyor reviewed Caregiver B's record. The
record documented Caregiver B was hired on
08/31/2000 and his/her most recent background
check was completed on 09/27/2019, greater
than 4 years ago.
On 07/02/2024 at approximately 10:40 a.m.,
Surveyor shared concern with Program Director A
that Caregiver B's background check had not
been completed in greater than 4 years. Program
Director A noted that the background check was
overdue to be completed and stated s/he would
make sure a background check was requested.
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