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 M 000 INITIAL COMMENTS  M 000

On 07/02/2025 with information gathered through 
07/03/2025, Surveyor conducted a standard 
survey at Mariahs Family Home II.

One deficiency identified.

Census : 3

 

 M 276 88.05(3)(a) Homelike Environment

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:

 M 276

Based on observation and interview, the facility 
was not clean and well maintained for 3 of 3 
residents in the home. There was a black 
substance that was consistent with mold in the 
bathroom the residents used. Areas on both the 
front and back doors needed to be painted. 

Findings include:

On 07/02/2025 at 10:15 AM, Surveyor toured the 
facility and observed the following:

Bathroom:
There was an area approximately 18 inches by 24 
inches above the shower, that was black and was 
consistent with mold. 
The paint behind the toilet had peeled off the wall.
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 M 276Continued From page 1 M 276

Doors:
The front door had areas of paint missing through 
out the door. Paint appeared to have flaked off 
over time.
The leading to the second exit had areas of 
discoloration, concentrated mainly between the 
door knob and the side of the door.

On 07/02/2025 at approximately 11:00 AM, 
Surveyor interviewed Licensee A. Licensee A 
stated that s/he would work on getting the doors 
painted and the bathroom taken care of.
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