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 N 000 Initial Comments  N 000

On 11/05/2025, Surveyors conducted a standard 
survey and 2 complaint investigations at Sylvan 
View in Hortonville.

Two (2) of 2 complaints were unsubstantiated.

As a result of the survey, 1 deficiency was issued.

Census: 7

 

 N 666 83.59(7)(a) Emergency egress lighting provided

All exit passageways and stairways shall be 
provided with emergency egress lighting with a 
stand-by power source.

This Rule  is not met as evidenced by:

 N 666

Based on observation, record review and 
interview, the provider did not ensure all exit 
passageways and stairways were clearly 
identified with emergency egress lighting with a 
stand-by power source.

Three (3) of 3 exits identified on the fire 
evacuation map were not clearly identified at the 
door with emergency egress lighting with a 
stand-by power source.

Findings Include:

On 11/05/2025 at approximately 11:00 AM, 
Surveyor conducted a tour of the home with 
Program Manager A. During the tour, Surveyor 
observed the fire evacuation map on the wall.  
Surveyor identified 3 exit passageways (exit door 
in foyer on 1st floor, exit doorway to garage exit 
on 1st floor, and exit door in foyer in basement) 
on the map. Throughout the tour, Surveyor 
observed the 3 exit passageways did not have 
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 N 666Continued From page 1 N 666

emergency egress lighting above or near the door 
indicating they were exit doors. Surveyor did not 
observe any other exit passageways throughout 
the home. 

At approximately 12:15 PM, Surveyor interviewed 
Program Manager A and House Manager B 
regarding the exit passageway signage and 
egress lighting. Program Manager A and House 
Manager B stated the maintenance person had 
just ordered lighted exit signs and was in the 
process of putting them up in the house.
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