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 M 000 INITIAL COMMENTS  M 000

On 08/02/2023, Surveyor conducted a desk 
review for The Charming House II regarding the 
entity background check requirement. One 
deficiency was identified.

 

 M 216 88.04(2)(a) RESPONSIBILITIES

The licensee shall ensure that the  
home and its operation comply with  
this chapter and with all other laws  
governing the home and its operation.

This Rule  is not met as evidenced by:

 M 216

Based on record review, the licensee did not 
comply with laws governing the requirements for 
entity background checks. The Charming House 
II did not submit required background disclosure 
information to the Division of Quality Assurance 
(DQA) pursuant to Wis. Stat. § 50.065(6)(am) 
and Wis. Admin. Code § DHS 12.05. 

Findings include: 

On or about 01/07/2022, all providers not yet in 
compliance with the entity background check 
requirements received a final Notice of 
Noncompliance from DQA directing entity owners, 
board members and non-client residents to 
submit background disclosure information by 
01/17/2022 to avoid further action by the 
department. 

On 08/02/2023, Surveyor conducted a desk 
review to verify compliance with entity 
background check requirements. As of this date, 
the department has not received the required 
background disclosure information for The 
Charming House II.
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