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On 10/23/2023, Surveyor conducted a desk 
review for Harborchase of Shorewood.

One deficiency was identified.

 

 U 301 89.53(4)(b) Certification Renewal

Certification shall be renewed if the owner or 
operator continues to comply with the provisions 
of this chapter, submits an application for renewal 
at least 30 days before the certification expires 
and pays the required certification fee. If an 
application for renewal is denied, the owner or 
operator shall be given written notice of the denial 
which shall include the reasons for denial and 
notice of opportunity to appeal the decision under 
s. DHS 89.59.

This Rule  is not met as evidenced by:

 U 301

Based on record review, the operator did not 
ensure the annual report and certification fee 
were submitted to the department within 30 days 
prior to the certification expiration date. 

Findings include: 

On 09/25/2022, the department sent a notice to 
Administrator A informing them the certification 
for Harborchase of Shorewood, would expire on 
11/30/2022. The notice indicated the annual 
report and certification fee were due to the 
department by 10/31/2022. 
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On 11/04/2022, the department sent a second 
notice to Administrator A by certified letter, 
indicating the annual report and certification fee 
were past due. The notice indicated if the annual 
report and certification fee were not received by 
12/30/2022, the Division of Quality Assurance will 
proceed with enforcement action, which may 
include certification revocation. 

On 11/14/2022, the department received 
confirmation of certified mail delivery.

On 11/04/2022, the department sent a second 
notice to Administrator A by email, indicating the 
annual report and certification fee were past due. 
The notice indicated if the annual report and 
certification fee were not received by 12/30/2022, 
the Division of Quality Assurance will proceed 
with enforcement action, which may include 
certification revocation. 

On 11/04/2022, the department received a 
confirmation of email delivery.

On 09/11/2023, the department sent a third notice 
to Administrator B by email, indicating the annual 
report and certification fee were past due. The 
notice indicated if the annual report and 
certification fee were not received by 12/30/2022, 
the Division of Quality Assurance will proceed 
with enforcement action, which may include 
certification revocation. 

On 09/11/2023, the department received a 
confirmation of delivery.

On 10/23/2023, Surveyor reviewed department 
records and found no evidence an annual report 
and certification fees were received from the 
provider.
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