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 M 000 INITIAL COMMENTS  M 000

On 12/04/2025, Surveyor began an abbreviated 
licensure survey at Shady Oaks. Data was 
collected through 12/08/2025.

Two violations were identified.

Census: 3.

 

 M 235 88.04(2)(h) COMPLY WITH OSHA

The licensee and all service providers  
involved in the operation of the adult  
family home shall comply with the  
universal precautions contained in the  
U.S. Occupational Safety and Health  
Administration Standard 29 CFR  
1910.1030 for the control of  
blood-borne pathogens.

This Rule  is not met as evidenced by:

 M 235

Based on record review and interview, the 
licensee did not ensure that 1 of 2 service 
providers involved in the operation of the adult 
family home complied with the universal 
precautions contained in the U.S. Occupational 
Safety and Health Administration Standard 
(OSHA) regulations.

Findings include:

On 12/04/2025, Surveyor reviewed training 
records for Caregiver B and Caregiver C. 
Caregiver C's continuing education for 2023 and 
2024 did not include documentation of standard 
precaution training.

At approximately 12:06 PM, Surveyor interviewed 
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 M 235Continued From page 1 M 235

Licensee A, who stated that any training 
completed would be documented in Caregiver C's 
training record. 

The provider did not ensure all service providers 
completed training in standard precautions 
annually as required by OSHA.

 M 334 88.05(4)(b)1 FIRE SAFETY-SMOKE 
DETECTORS

Every adult family home shall be  
equipped with one or more single  
station battery operated, electrically  
interconnected or radio signal  
emitting smoke detectors on each floor  
level.  Required smoke detectors shall  
be located in each habitable room  
except the kitchen and bathroom and  
specifically in the following  
locations:  at the head of each open  
stairway, at the door leading to every  
enclosed stairway, on the ceiling of  
the living room or family room, on the  
ceiling of each sleeping room and in  
the basement.

This Rule  is not met as evidenced by:

 M 334

Based on observation and interview, the provider 
did not ensure smoke detectors were located in 
each required location.

Findings include:

On 12/04/2025, at approximately 12:00 PM, 
Surveyor observed 3 of 3 resident bedrooms did 
not have smoke detectors in them. 
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 M 334Continued From page 2 M 334

At approximately 12:50 AM, Surveyor interviewed 
Licensee A, who stated the resident rooms had 
been painted during the summer. Licensee A 
indicated this may be when smoke detectors in 
the resident bedrooms had been taken down and 
had not been replaced.

The provider did not ensure the adult family home 
had smoke detectors in each habitable room.
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