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 M 000 INITIAL COMMENTS  M 000

On 10/17/2023, Surveyor conducted an 

abbreviated survey at Breeze Cove, an Adult 

Family Home (AFH) in Grafton, WI.

One deficiency identified.

Census:  3

 

 M 346 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:

 M 346

Based on record review and interview, the 

provider did not evaluate annually for evacuation 

time for 3 of 3 residents.

Findings include:

On 10/17/2023, as part of the survey process, 

Surveyor requested to review resident evacuation 

assessments for Resident 1, Resident 2 and 

Resident 3.

On 10/17/2023 at approximately 10:45 a.m., 

Director of Adult Family Homes A showed 

Surveyor each assessment for Resident 1, 

Resident 2 and Resident 3.  All evacuation 

assessments were completed on 04/27/2021.  

Surveyor asked Director of Adult Family Homes A 

if there was anything more recent.  Director of 
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 M 346Continued From page 1 M 346

Adult Family Homes A called Previous House 

Coordinator B and put him/her on speaker phone.  

Previous House Coordinator B stated what was in 

the binders was current but there may have been 

something on the shared drive that was 

completed in 2023.  Surveyor told Previous 

House Coordinator B to send the information by 

the end of the day if there was something more 

recent than 04/27/2021.  Surveyor did not receive 

any additional information.
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