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INITIAL COMMENTS

On 12/16/2025, with information gathered through
12/17/2025, Surveyor conducted a standard
survey and 1 complaint investigation at Denmark
Family Living House 2.

One (1) of 1 complaint was unsubstantiated.

As a result of the survey, 5 deficiencies will be
issued.

Census: 2

88.04(2)(g)1 HEALTH SCREENING FOR STAFF

The licensee shall obtain
documentation from a physician, a
registered nurse or a physician's
assistant indicating that the licensee
and any service provider has been
screened for illness detrimental to
residents, including for tuberculosis.
The documentation is to be completed
within 90 days before the start of
providing service. The documentation
shall be kept confidential except that
the licensing agency shall have access
to the documentation for verification.

This Rule is not met as evidenced by:

Based on record review and interview, the
provider did not ensure 2 of 2 (Caregivers B and
C) service providers reviewed had a
communicable disease screen, including
tuberculosis (TB) test, completed within 90 days
before the start of providing service.

Caregiver B was hired on 01/02/2023. Caregiver
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Continued From page 1

B's employee record did not contain a TB test or
communicable disease screen.

Caregiver C was hired on 06/15/2023. Caregiver
C's employee record did contain a TB test dated
06/12/2023 but did not contain a communicable
disease screen.

Findings include:

On 12/16/2025, Surveyor conducted an employee
record review as part of the standard survey
process. A sample of employees were selected,
including the employee records of Caregiver B
and C.

Caregiver B was hired on 01/02/2023. Caregiver
B's employee record did not contain a TB test or
communicable disease screen.

Caregiver C was hired on 06/15/2023. Caregiver
C's employee record did contain a TB test dated
06/12/2023 but did not contain a communicable
disease screen.

On 12/16/2025 at approximately 10:30 AM,
Surveyor interviewed Licensee A. Licensee A
stated s/he could not locate Caregiver B's TB test
results. Licensee A stated Caregiver B was on
vacation today but would try to contact Caregiver
B to see if s/he had a copy of the the TB test
results. Licensee A stated s/he was not aware
that both the TB test and the communicable
disease screen needed to be completed at the
time of hire. Licensee A verified Caregiver B and
C did not have a completed communicable
disease screen in their employee records.
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Continued From page 2

88.04(5)(a) TRAINING-15 HOURS WITHIN 6
MONTHS

The licensee and each service provider
shall complete 15 hours of training
approved by the licensing agency
related to health, safety and welfare

of residents, resident rights and
treatment appropriate to residents
served prior to or within 6 months

after starting to provide care. This
training shall include training in

fire safety and first aid.

This Rule is not met as evidenced by:

Based on record review and interview, the
licensee did not ensure each service provider
completed training related to first aid prior to or
within 6 months after starting to provide care.

Caregiver C was hired on 06/15/2023. Caregiver
C's employee record did not contain
documentation of receiving training in first aid
prior to or within 6 months after starting to provide
care.

Findings Include:

On 12/16/2025, Surveyor conducted an employee
record review for Caregiver C. Caregiver C was
hired on 06/15/2023. Caregiver C's employee
record did not contain documentation of receiving
training in first aid prior to or within 6 months after
starting to provide care.

On 12/16/2025 at approximately 11:00 AM,
Surveyor interviewed Licensee A. Licensee A
verified Caregiver C's record did not contain the
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documentation for first aid training.

88.04(5)(b) TRAINING-8 HOURS ANNUALLY

Except as provided in pars. (c) and
(d), the licensee and each service
provider shall complete 8 hours of
training approved by the licensing
agency related to the health, safety,
welfare, rights and treatment of
residents every year beginning with
the calendar year after the year in
which the initial training is

received.

This Rule is not met as evidenced by:

Based on record review and interview the
provider did not ensure 2 of 2 (Caregivers B and
C) employees reviewed for training had
completed 8 hours of training in the calendar year
after the year of hire and initial training.

Caregiver B and C had no evidence of any
training for 2024.

Findings include:

On 12/16/2025, Surveyor reviewed employee
records for training. Caregiver B's record showed
a date of hire on 01/02/2023. There was no
evidence of any training in 2024.

Caregiver C's record showed a date of hire on
06/15/2023. There was no evidence of any
training in 2024.

On 12/16/2025 at approximately 11:00 AM,
Surveyor interviewed Licensee A. Licensee A said
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they changed the portals used for training in 2023
and have not been able to access some of the
training that had been done. Licensee A stated
they are now printing certificates when staff
complete training so they have a paper copy of
the training instead of just relying on the
electronic records. Licensee A verified the facility
did not have documentation of 2024 trainings for
Caregiver B and C. Licensee A stated Caregiver
C is no longer working at the facility as of Fall
2025 due to going back to school and finding
another job.

The provider did not ensure 8 hours of continuing
education for Caregiver B and C had been
completed as required.

88.05(4)(d)2.b FIRE EVACUATION ANNUAL
EVALUATION

Each resident shall be evaluated
annually for evacuation time, using

the departments form. All service
providers who work on the premises
shall be made aware of each resident
having an evacuation time of more than
2 minutes.

This Rule is not met as evidenced by:

Based on record review and interview, the
provider did not ensure each resident was
evaluated annually for evacuation time, using the
department form.

Findings include:

On 12/16/2025 at approximately 10:00 AM,
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Continued From page 5

Surveyor reviewed Resident 1 and Resident 2's
records, provided by Licensee A.

Resident 1 was admitted on 08/16/2019.
Resident 1 had diagnoses to include
encephalopathy, alcohol abuse, depression and
anxiety. Resident 1's record contained one
Department form titled, "Resident Evacuation
Assessment" which was completed by previous
licensee on 08/16/2019.

Resident 2 was admitted on 07/09/2020.
Resident 2 had diagnoses to include cerebral
infarction due to embolism, hemiplegia,
hypertension and other speech disturbances.
Resident 2's record contained one Department
form titled, "Resident Evacuation Assessment"
which was completed by previous licensee on
07/15/2020.

On 12/16/2025 at 11:00 AM, Licensee A
confirmed Surveyor's review of the records.
Licensee A indicated they took over the license in
2022 and Resident 1 and 2 were already
residents of the home. Licensee A said s/he was
unaware of the requirement to complete the
evacuation assessment annually. Licensee A
made a note to complete the assessments
immediately.

88.06(2)(a) ADMISSION-HEALTH EXAM

Except as provided in subd. 2., the
licensee shall ensure that a new
resident of an adult family home
receives a health examination by a
physician to identify health problems
and is screened for communicable
disease, including tuberculosis.
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Continued From page 6

Screening for communicable disease may
be provided by a physician, a

registered nurse or a physician

assistant. The health examination and
screening shall take place within 90

days prior to admission to the home or
within 7 days after admission.

This Rule is not met as evidenced by:

Based on record review and interview, the
provider did not ensure 2 of 2 (Resident 1 and 2)
residents reviewed were screened for clinically
apparent communicable disease, including
tuberculosis (TB), within 90 days before or 7 days
after admission. The provider did not have record
of a TB test for Resident 1 or Resident 2.

Findings include:

On 12/16/2025 at approximately 10:15 AM,
Surveyors requested Resident 1 and Resident 2's
records from Licensee A.

Resident 1 was admitted to the facility on
08/16/2019. Resident 1's record did not contain a
communicable disease screen or TB test results
within 90 days of admission or 7 days after
admission.

Resident 2 was admitted to the facility on
07/09/2020. Resident 2's record did not contain a
communicable disease screen or TB test results
within 90 days of admission or 7 days after
admission.

On 12/16/2025 at approximately 10:30 AM,
Surveyor interviewed Licensee A. Licensee A
verified Resident 1 and 2's record did not contain
documentation of a communicable disease
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screen and TB test results. Licensee A indicated
Resident 1 and 2 were residents prior to Licensee
A taking over the license in 2022. Licensee A
stated Resident 2 was admitted when everything
was "shut down" during Covid. Licensee A
thought maybe the facility had submitted a waiver
during that time for the communicable disease
and TB testing.

On 12/16/2025, Surveyor reviewed the
department's facility folder and did not locate any
waivers for the communicable disease screen or
TB test at the time of Resident 1 or 2's
admission.

The provider did not ensure Resident 1 and
Resident 2 were tested for clinically apparent
communicable disease, including tuberculosis,
within 90 days prior to or 7 days after admission.
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