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 M 000 INITIAL COMMENTS  M 000

On 08/15/2023, Surveyor conducted an 
abbreviated survey at New Care Family Services 
LLC Mequon II, an Adult Family Home (AFH) in 
Mequon, WI.

One deficiency identified.

Census:  4

 

 Z 019 50.065(6)(am) Four Year Caregiver Background 
Requirement

Every 4 years an entity shall require its caregivers 
and nonclient residents to complete a 
background information form that is provided to 
the entity by the Department.

This Rule  is not met as evidenced by:

 Z 019

Based on record review and interview, the 
provider did not ensure a background check was 
completed every 4 years for Caregiver B, who 
worked and resided in the facility.

Findings include:

On 08/15/2023 at approximately 9:00 a.m., 
Surveyor interviewed Caregiver B. Caregiver B 
stated s/he had worked for the employer since 
2018 and currently resides in the provider's 
home.
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On 08/15/2023 at approximately 9:15 a.m., 
Surveyor reviewed Caregiver B's record.  
Caregiver B was hired on 04/15/2018. Caregiver 
B's record included the following background 
checks:

- Background Information Disclosure, no date.
- Department of Justice Background Check, 
dated 04/15/2018.
- Department of Health Services Response to 
Caregiver Background Check, dated 04/15/2018.

On 08/15/2023 at approximately 9:30 a.m., 
Surveyor asked Licensee A if s/he had conducted 
a new background check for Caregiver B, since 
2018 was greater than 4 years ago. Licensee A 
stated s/he believed s/he had but would need to 
check other records. Licensee A was unable to 
provide an updated background check for 
Caregiver B.
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