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{M 000} INITIAL COMMENTS {M 000}

On 09/29/2025, Surveyor conducted a standard
licensing survey and verification visit at New
Beginnings LLC 1, an AFH located in Milwaukee,
WI.

As a result of the survey, 2 violations of Chapter
DHS 88 were issued.

One of 2 deficiencies was a repeat deficiency.
See Statement of Deficiency (SOD) SHJT11,
dated 11/05/2018, SOD SHJT12, dated
06/03/2019, SOD SHJT13, dated 11/17/2020,
SOD SHJT14, dated 09/03/2021 and SOD
SHJT15 dated 11/02/2022.

Under statutory provisions of Wis. Stat. Ch. 50, a
$200 revisit fee will be assessed.

Census: 3

{M 276} 88.05(3)(a) Homelike Environment {M 276}

An adult family home shall be safe,
clean and well-maintained and shall
provide a homelike environment.

This Rule is not met as evidenced by:

Based on observation and interview, the provider
did not ensure a safe, clean and well-maintained
environment appropriate for residents. There
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{M 276} Continued From page 1 {M 276}

was a hole in the bathroom door. There were
damaged window coverings in Resident 2's and
Resident 3's bedroom.

This requirement is being cited for the fourth time.
Statement of Deficiency (SOD) SHJT14, dated
09/03/2021, and SOD SHJT15, dated

11/02/2022.

Findings include:

On 09/29/2025 at 10:30 AM, Surveyor toured the
physical environment.

OBSERVATIONS:

There was a hole in the bathroom door that
residents used. The hole measured 4 inches by
4 inches.

The miniature blinds in Resident 2's bedroom
were damaged. Licensee A stated that Resident
2 does not like blinds on his/her windows, but
does not like the sunlight coming in the window
either.

The miniature blinds in Resident 3's bedroom
were damaged. Licensee A stated that Resident
3 does not like blinds on his/her windows, but
does not like the sunlight coming in the window
either.

The heating vent in the office was very dirty and
dusty. Licensee A stated s/he knew that the vent
was dirty but didn't have time to clean it.

On 09/29/2025 at 12:00 PM, Surveyor
interviewed Licensee A. Licensee A stated that
Resident 2 had just damaged the bathroom door
about a week ago. Licensee A stated that s/he
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{M 276}

M 298

Continued From page 2

was still thinking about how to replace the window
coverings but would replace window coverings as
soon as possible. Licensee A stated that s/he
knew the vent was dirty and needed to be
cleaned.

88.05(3)(g) WINDOWS AND VENTILATION

The home shall have ventilation for

health and comfort. There shall be at
least one window which is capable of
being opened to the outside in each
resident sleeping room and each common
room used by residents. Windows used
for ventilation shall be screened

during appropriate seasons of the

year.

This Rule is not met as evidenced by:

Based on observation and interview, the provider
did not ensure 2 of 3 resident rooms had screens
for windows used for ventilation. Resident 2's
and Resident 3's bedroom windows did not have
screens.

Findings include:

On 09/29/2025 at 11:30 AM, Surveyor toured the
physical environment.

OBSERVATIONS:

Resident 2's bedroom windows were opened, for
ventilation, but windows did not have a screen.

Resident 3's bedroom windows were opened, for
ventilation, but windows did not have a screen.

On 09/29/2025 at 11:45 AM, Surveyor interviewed

{M 276}

M 298
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M 298 | Continued From page 3 M 298
Licensee A. Licensee A stated s/he did not know
that the screens were missing, but would replace
them as soon as possible.
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