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 N 000 Initial Comments  N 000

On 04/04/2024, Surveyor conducted a standard 

licensing survey at Marion House, a CBRF 

located in Waukesha, WI.

As a result of the survey, 1 violation of Chapter 

DHS 83 was issued.

Provider is operating with a probationary license 

expiring 06/30/2024.

Census: 9

 

 N 481 83.43(1) Environment safe, clean, and 

comfortable

Environment. The CBRF shall provide a living 

environment that is safe, clean, comfortable, and 

homelike.  All common dining and living areas 

shall contain furnishings appropriate to the 

intended use of the room.

This Rule  is not met as evidenced by:

 N 481

Based on observation and interview, the provider 

did not ensure a safe, clean, comfortable and 

homelike environment appropriate for residents.  

There was a broken bathroom vent fan, damaged 

flooring and dusty heating vents.

Findings include:

On 04/04/2024 at 9:00 AM, Surveyor toured the 

physical environment and observed the following:

There was a broken vent fan in a common 

bathroom used by residents.

There was a dusty heating register in the living 
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 N 481Continued From page 1 N 481

room where residents sit.

There was a hole in the baseboard in the living 

room that had been kicked in by a resident.

There was damaged flooring (3 inches by 3 

inches) in the hallway leading to resident 

bedrooms.

There were 2 holes in a mechanical recliner chair 

in the living room that is used by residents.

A chair at the dining room table had the 

upholstery ripped off.

A chair at the dining room table was very wobbly 

and appeared that it would break if anyone sat in 

it.

On 04/04/2024 at 11:00 AM, Surveyor interviewed 

Manager A and discussed the environmental 

concerns.  Manager A acknowledged that, "there 

are things in the environment that need to be 

fixed."
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