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M 000 INITIAL COMMENTS M 000

On 09/25/2025, Surveyor attempted to conduct
an abbreviated licensure survey at Hickory Home.
Once deficiency was identified.

M 206 88.03(8)(b) AGENCY MAY VISIT HOME M 206

A licensing agency and service
coordinator may, without notice, visit
a home at any time to evaluate the
status of resident health, safety or
welfare or to determine if the home
continues to comply with this chapter.
The licensee shall permit the
licensing agency and service
coordinator to enter the home.

This Rule is not met as evidenced by:

Based on observation, interview, and record
review, the provider did not permit the licensing
agency to enter the home to conduct a licensing
survey.

Findings include:

On 09/24/2025, Surveyor conducted an offsite
review of the home. The home's file included an
"Adult Family Home Biennial Report," dated
"04/09/2024," including Administrator A's
signature. The report included, "List the days and
hours when residents are not in the facility."
Administrator A's documentation included, "M-F
[Monday through Friday] 8 AM [to] 3:30 PM"

On 09/25/2025 at 7:10 AM, Surveyor arrived at
the home to conduct an onsite licensing survey.
Surveyor walked up to the home and was greeted
by Caregiver D. Surveyor identified self, stated
purpose of visit and handed Caregiver D his/her
business card. Caregiver D stated, "Just a
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minute" and shut the door. Caregiver D returned
at approximately 7:15 AM and requested
Surveyor's business card. Surveyor, still holding
the business card, handed the card to Caregiver
D who then proceeded to shut the door again. At
approximately 7:20 AM, Program Coordinator C
arrived at the home and informed Surveyor that
Program Director B was on his/her way, s/he was
coming from Burlington. Surveyor clarified
purpose of visit and asked to be allowed to
conduct the licensing survey. Program Director B
stated, "Hold on a minute" and walked away to
make a phone call. Surveyor emailed
Administrator A at 7:27 AM stating that s/he was
not being allowed to conduct the licensing survey.
As Surveyor was typing the email, Caregiver D
left with the residents in a van.

On 09/25/2025 at 7:35 AM, Surveyor left the
premises without being permitted to enter the
home to conduct the licensing survey.

On 09/25/2025 at 7:38 AM, Administrator A called
Surveyor on the phone. Administrator A stated
that Program Director B would meet the Surveyor
at the home to review the paperwork, as that had
always been the process during the survey
process. Surveyor explained that Surveyors are
required to observe the residents in their home
environment which was why the Surveyor arrived
at 7:10 AM, since the provider had reported the
residents were not in the home from 8:00 AM to
3:30 PM. Administrator A stated there was a
breakdown in communication. Surveyor asked
for clarification as to why Program Director B and
Program Coordinator C did not inform Caregiver
D that the Surveyor was to be allowed into the
home. Administrator A stated there was a
breakdown in communication. Administrator A
stated the provider had 13 homes and was aware
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of the survey process.
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