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{N 000} Initial Comments {N 000}
On 04/03/2025, Surveyor conducted a verification
visit and one (1) complaint investigation at
Waterford At Plymouth Ill. Additional information
was gathered through 04/09/2025. As a result of
the survey one (1) deficiency was identified. One
(1) of 1 deficiency was a repeat violation and the
complaint was unsubstantiated.
Under statutory provisions of Wis. Stat. Ch. 50, a
$200 revisit fee is being assessed.
Census: 39
{Y3235} 50.09(1)(f) Privacy {Y3235}
(1) RESIDENTS' RIGHTS. Every resident
in a nursing home or community based
residential facility shall, except as
provided in sub. (5), have the right
to:
(f) Physical and emotional privacy in
treatment, living arrangements and in
caring for personal needs, including,
but not limited to:
This Rule is not met as evidenced by:
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Based on observation and interview, the provider
did not ensure the privacy of each resident.

This is a repeat violation. See Statement of
Deficiency (SOD) Q10E11, dated 09/24/2024.

Findings include:

On 04/03/2025 at approximately 12:30 PM,
Surveyor interviewed Executive Director (ED) B.
ED B confirmed the locks/keys for resident rooms
had not been corrected yet. ED B stated s/he is
working with a vendor, but they do not have a
timeline for the locks/keys to be corrected. ED B
emailed Surveyor a copy of the email from the
company they were working with. The email
stated, "We are working on this and once | have a
firm date | will let you know." ED B
acknowledged s/he did not request an extension
to allow additional time to correct this tag.

The provider did not ensure the privacy of each
resident by providing residents with keys
specifically keyed to each individual room.
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