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Initial Comments

An abbreviated survey was conducted at Portage
House on 02/06/2024. As a result of this survey
one deficiency was identified.

Census: 12

83.46(1)(c) Heating system maintenance.

Heating. The CBRF shall maintain the heating
system in a safe and properly functioning
condition. The CBRF shall ensure that a heating
contractor or local utility company completes all of
the following maintenance and makes available
to the facility documentation of the maintenance
performed: 1. An oil furnace shall be serviced at
least once each year. 2. A gas furnace shall be
serviced at least once every 3 years. 3. The
CBREF shall have a chimney inspected at intervals
corresponding with the heating system service
under subd. 1. or 2.

This Rule is not met as evidenced by:

Based on record review and staff interview the
provider did not ensure the gas furnace was
serviced at least once every 3 years as required.
This facility is licensed as a class AA (ambulatory)
serving clients who are alcohol/drug dependent
correctional clients.

Findings include:

On 02/05/2024 Surveyor reviewed the provider's
records for heating system maintenance and did
not find a furnace inspection in the last 3 years.
In an interview with Surveyor at approximately
1:30 p.m. Supervisor A was unable to locate an
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inspection and said that the furnace was new in
2019 but not sure it had been serviced since.
Supervisor A said s/he would continue to look for
the inspection.

On 02/06/2024 Surveyor received an invoice and
email from Supervisor A showing the furnace was
installed in May 2019 and verifying it had not
been serviced since then.
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