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Initial Comments

On 12/11/2024, the bureau of assisted living
Southern regional office conducted a desk-review
of Prairie Ridge Assisted Living a CBRF located
in Waupun, WI.

As a result of this survey, 1 violation of DHS
chapter 83 was issued

83.09 Biennial report and fees.

Biennial report and fees. Every 24 months, on a
date determined by the department, the licensee
shall submit a biennial report on the form
provided by department, and shall submit
payment of the license continuation fees.

This Rule is not met as evidenced by:

Based on record review, the Licensee A did not
ensure the biennial report, annual report and
license fee were submitted to the department
within 30 days prior to the license expiration date.

Findings include:

On 07/29/2024, the department sent a notice to
Licensee A informing them the license for Prairie
Ridge Assisted Living, would expire on
10/31/2024. The notice indicated the biennial
report, annual report and license fee were due to
the department by 10/01/2024.

On 10/03/2024, the department sent a second
notice to Licensee A and Administrator B by
e-mail, indicating the biennial report, annual
report and license fee were past due. The notice
indicated if the biennial report, annual report and
license fee were not received by 10/31/2024, the
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Division of Quality Assurance will proceed with

enforcement action, which may include license

revocation.

On 10/03/2024, the department received a

confirmation of delivery of the email issued

10/03/2024.

On 12/11/2024, Surveyor reviewed department

records and found no evidence of a biennial

report or license fees received from the provider.
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