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INITIAL COMMENTS

On 07/08/2025, Surveyor conducted an
abbreviated survey at Dar Mar LLC Country
Corner AFH. Data collection continued through
07/14/2025.

Two deficiencies were identified.

Census: 3

88.05(3)(b) FREE OF HAZARDS

The home shall be free from hazards
and kept uncluttered and free of
dangerous substances, insects and
rodents.

This Rule is not met as evidenced by:

Based on observation and interview, the provider
did not ensure the home was free from hazards
when Resident 1 tripped on a loose piece of vinyl
flooring.

Findings include:

On 07/08/2025 at approximately 1:30 PM,
Surveyor toured the home with Licensee A.
Licensee A stated s/he was in the process of
remodeling and adding a new addition to the
home. Resident 1 was following Surveyor and
Licensee A around the upper level of the home
when Resident 1 slipped on a piece of loose vinyl
flooring in what was described as the new dining
area. Resident 1 lost his/her balance but did not
fall. Licensee A provided physical assistance for
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Resident 1 to prevent him/her from falling.
Licensee A asked Resident 1 if s/he "pulled
anything." Resident 1 did not appear to be in any
distress. Licensee A picked up the loose piece of
flooring and propped it along the wall of the dining
area. Licensee A stated his/her family member
was helping with the remodel. Surveyor observed
the family member sitting on a chair on the deck
area connected to the new addition.

Surveyor was on site from approximately 1:15 PM
to 2:30 PM and observed the following:

-A vacant room identified as the new dining room,
connected the kitchen to the new addition of the
home. The room was accessible to all residents
in the home. The room had a vacuum cleaner
lying on its side with a long cord stretched out
approximately 3 feet from the base of the
vacuum.

-There was an open floor vent where the metal
register cover was missing, leaving an exposed
hole in the floor between the dining area and new
addition. The hole was approximately 1 foot long
and 3 inches wide.

-The new addition, accessible to all residents,

had unsecured pieces of vinyl flooring. The
pieces were loose and not connected. There
were approximately 1-inch gaps between some of
the pieces. Surveyor cautiously walked over them
to access the deck area.

-The deck area had a table with multiple power
tools sitting on it, along with a screwdriver and
hammer. There was a table saw on the deck that
appeared to be plugged into a power source.
Surveyor did not observe Licensee A's family
member on the deck. The items were not being

M 278

STATE FORM

6899

FWYU11

If continuation sheet 2 of 4




Wisconsin Department of Health Services

PRINTED: 07/16/2025

FORM APPROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

0018421

B. WING

(X2) MULTIPLE CONSTRUCTION
A. BUILDING:

(X3) DATE SURVEY

COMPLETED

07/14/2025

NAME OF PROVIDER OR SUPPLIER

DAR MAR LLC COUNTRY CORNER

STREET ADDRESS, CITY, STATE, ZIP CODE

W2289 STAI COULEE ROAD
DURAND, WI 54736

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION

(X5)

(EACH CORRECTIVE ACTION SHOULD BE COMPLETE

DEFICIENCY)

CROSS-REFERENCED TO THE APPROPRIATE DATE

M 278

M 458

Continued From page 2

monitored at all times when residents were
present.

At approximately 2:10 PM, Surveyor interviewed
Licensee A. When asked about the emergency
exits in the home, Licensee A stated the deck
area was the 2nd emergency exit. To access that
exit, residents would be exposed to potential
tripping hazards. Licensee A stated s/he hoped
the main floor remodel would be finished by
November.

On 07/14/2025 at 10:30 AM, Surveyor
interviewed Licensee A via phone. Surveyor
shared concerns observed in the environment.
Licensee A stated that area of the home was now
finished and would not pose a further risk.

88.07(3)(a) PRESCRIPTION MEDICATIONS

Every prescription medication shall be
securely stored, shall remain in its
original container as received from
the pharmacy and be stored as
specified by the pharmacist.

This Rule is not met as evidenced by:

Based on observation and interview, the provider
did not ensure prescriptions remained in the
original container for 3 of 3 residents (Resident 1,
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Resident 2 and Resident 3). The provider filled
weekly medication planners for all residents.

Findings include:

On 07/08/2025 at approximately 1:50 PM,
Surveyor reviewed the provider's medication
systems with Licensee A. Licensee A stated s/he
was a registered nurse. Licensee A opened a
locked closet and identified a basket of pill
bottles. Licensee A stated the full pill bottles were
kept in the storage closet. Licensee A went to the
kitchen and unlocked a cabinet where other
medications were kept. Surveyor observed 3
weekly medication planners which contained
medications. Resident 1's planner was green.
Resident 2's planner was red and Resident 3's
planner was blue. Surveyor did not observe any
labels indicating what medications were in the pill
boxes. When asked about the medication
planners, Licensee A stated s/he filled them
weeKly.

On 07/14/2025 at 10:30 AM, Surveyor
interviewed Licensee A via phone. Surveyor
shared concerns related to the provider's
medication set-up practices. Licensee A stated
s/he was willing to make any necessary changes
to be in compliance. Licensee A stated the
medication planners worked well for his/her
residents and they were practical to use when the
residents would leave on weekend outings.

The provider did not ensure prescriptions
remained in original containers when Licensee A
transferred resident medications into weekly
medication planners.
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