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 M 000 INITIAL COMMENTS  M 000

On 09/08/2025, Surveyor completed an 
abbreviated survey at Juniper Home. As a result, 
1 deficiency was identified.

Census:  4

 

 Z 012 50.065(2)(bm) OUT OF STATE BACKGROUND 
CHECKS

If the person who is the subject of the search 
under par. (am) or (b) is not a resident of this 
state or if at any time within the 3 years preceding 
the date of the search that person has not been a 
resident of this state, or if the department or entity 
determines that the person's employment, 
licensing, or state court records provide a 
reasonable basis for further investigation, the 
department or the entity shall make a good faith 
effort to obtain from any state or other United 
States jurisdiction in which the person is a 
resident or was a resident within the 3 years 
preceding  the date of the search information that 
is equivalent to the information specified in par. 
(am) 1. or (b) 1.

The department or entity may require the person 
to be fingerprinted on 2 fingerprint cards, each 
bearing a  complete set of the person's 
fingerprints.  The department of justice may 
provide for the submission of the fingerprint cards 
to the federal bureau of investigation for the 
purposes of verifying the identity of the person 
fingerprinted and obtaining the records of his or 
her criminal arrests and convictions.
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 Z 012Continued From page 1 Z 012

This Rule  is not met as evidenced by:
Based on interview and record review, the 
provider did not ensure 1 of 2 staff (Caregiver B) 
had an out of state background check (for staff 
living out of state within the last three years) was 
completed. 

Findings Include: 

On 09/08/2025, at 8:35 AM, Surveyors reviewed 
Caregiver B's record. Caregiver B was hired on 
07/30/2024. Caregiver B's background 
information disclosure form (BID) indicated 
Caregiver B lived in Illinois. No evidence of an out 
of state background check was identified in 
her/his file. 

On 09/08/2025 at 8:40 AM, Surveyors interviewed 
Licensee A. Licensee A reported s/he thought the 
Illinois address was a mailing address. Licensee 
A confirmed all Caregiver B's paperwork indicated 
s/he lived in Illinois. Licensee A reported s/he 
would ensure out of state background checks 
were completed as required.
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