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 N 000 Initial Comments  N 000

On 02/13/2025, Surveyor conducted a standard 

survey and 1 complaint investigation at Harbor 

View Assisted Living in Manitowoc.

One (1) of 1 complaint was unsubstantiated.

As a result of the survey, 1 deficiency will be 

issued.

Census: 40

 

 N 219 83.17(1) Licensee conduct caregiver background 

check

Caregiver background check.  At the time of hire, 

employment or contract and every 4 years after, 

the licensee shall conduct and document a 

caregiver background check following the 

procedures in s. 50.065, Stats., and ch. DHS 12.  

A licensee shall not employ, contract with or 

permit a person to reside at the CBRF if the 

person has been convicted of the crimes or 

offenses, or has a governmental finding of 

misconduct, found in s. 50.065, Stats., and ch. 

DHS 12, Appendix A, unless the person has been 

approved under the department ' s rehabilitation 

process as defined in ch. DHS 12.

This Rule  is not met as evidenced by:

 N 219

Based on record review and interview, the 

licensee did not ensure a caregiver background 

check was completed at the time of hire, 

employement or contract and every 4 years 

thereafter for 1 of 2 (Caregiver B) employees 

reviewed.
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 N 219Continued From page 1 N 219

Caregiver B was hired on 06/15/2020. Caregiver 

B's most recent background check was 

completed on 05/29/2020 and 06/10/2020. 

Caregiver B's employee record did not contain a 

background check that was completed every 4 

years.

Findings Include:

On 02/13/2025, Surveyor conducted a review of 

employee records. A sample of employee records 

was selected including the employee record of 

Caregiver B. 

Caregiver B was hired on 06/15/2020. Caregiver 

B's most recent Background Information 

Disclosure form was completed on 05/29/2020 

and Caregiver B's most recent Department of 

Justice and Integrated Background Information 

System forms were completed on 06/10/2020. 

Caregiver B's employee record did not contain 

background checks that were completed every 4 

years.

On 02/13/2025 at 1:00 PM, Surveyor interviewed 

Wellness Director A. Wellness Director A stated 

s/he spoke with the Business Office Manager and 

they were unable to find a more recent 

background check for Caregiver B.
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