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INITIAL COMMENTS

On 11/06/2024, with information obtained through
11/08/2024, the Bureau of Assisted Living,
Southern Regional Office, conducted a standard
licensing survey at Allied Care LLC Adrian House,
an adult family home (AFH) located in Fort
Atkinson, WI.

As a result of the survey, 2 deficiencies were
identified.

Census: 3

88.04(2)(g)1 HEALTH SCREENING FOR STAFF

The licensee shall obtain
documentation from a physician, a
registered nurse or a physician's
assistant indicating that the licensee
and any service provider has been
screened for illness detrimental to
residents, including for tuberculosis.
The documentation is to be completed
within 90 days before the start of
providing service. The documentation
shall be kept confidential except that
the licensing agency shall have access
to the documentation for verification.

This Rule is not met as evidenced by:

Based on record review and interview, the
provider did not ensure that 1 of 2 service
providers reviewed was screened for illness
detrimental to residents, including tuberculosis,
within 90 days before the start of providing
service.

Caregiver B was last screened for ilinesses,
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including tuberculosis, on 08/10/2020,
approximately 2.5 years prior to his/her hire with
the provider.

Findings include:

On 11/06/2024, Surveyor reviewed service
provider records to verify compliance with illness
screening requirements. Surveyor requested
screening records from Administrator A for
Caregiver B.

The records for Caregiver B, hired 04/16/2023,
showed a communicable disease screening,
which included a tuberculosis skin test, dated
08/10/2020.

On 11/08/2024, at approximately 8:42 a.m.,
Surveyor interviewed Administrator A.
Administrator A confirmed that that was the most
recent screen the provider had on hand for
Caregiver B. Administrator A confirmed that
Caregiver B didn't start with the provider until April
2023 but the screen record from 2020 was from
previous employment s/he had with a different
assisted living facility provider.

50.065(2)(d) MAINTAIN BACKGROUND
INFORMATION

Every entity shall maintain, or shall contract with
another person to maintain, the most recent
background information obtained on a caregiver
under par. (b). The information shall be made
available for inspection by authorized persons, as
defined by the department by rule.
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This Rule is not met as evidenced by:

Based on record review and interview, the
provider did not ensure that the most recent
background check for 1 of 2 service providers
reviewed, Caregiver C, was maintained.

Findings include:

On 11/06/2024, Surveyor reviewed background
check records to verify compliance with service
provider background check requirements.
Surveyor requested the complete background
check from Administrator A for Caregiver C.

The check for Caregiver C, hired 10/01/2018,
consisted of a background information disclosure
(BID) dated 10/25/2022, as well as a Department
of Justice (DOJ) check and caregiver background
check dated 03/10/2020 (approximately 4 years
and 8 months prior to the survey).

On 11/07/2024, at approximately 11:32 a.m.,
Surveyor interviewed Administrator A.
Administrator A reported that the provider ran a
DOJ and caregiver background check for
Caregiver C back in 2022 along with his/her BID,
but that the file did not save correctly and only
showed logos with computer codes.

On 11/08/2024, at approximately 8:42 a.m.,
Surveyor interviewed Administrator A again.
Administrator A confirmed s/he did not have
evidence of a report showing the results of
Caregiver C's DOJ and caregiver background
check from 2022 but that s/he planned to have an
additional background check completed for
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Caregiver C during the survey.
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