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On 09/19/2025, Surveyor completed a monitoring 
visit survey, at Have A Heart Adult Family Home 
LLC.

One deficiency was identified.

Census:  0

 

 M 204 88.03(8)(a) MONITORING OF HOME

The licensee shall comply with all  
department and licensing agency  
request for information about  
residents, services or operation of  
the home.

This Rule  is not met as evidenced by:

 M 204

Based on interview, the licensee did not comply 
with all department and licensing agency requests 
for information about residents, services or 
operation of the home.  

Requests for documentation needed to conduct a 
monitoring survey, were not responded to by 
licensee. 

Findings include: 

On 09/15/2025, Surveyor reviewed the 
departments file for Have A Heart Adult Family 
Home LLC. The following was observed:

-On 03/14/2024, Licensee A returned his/her 
Adult Family Home Biennial Report to the 
department. The document read, "List the days 
and hours when residents are not in the facility." 
Surveyor observed a '0' with a line though it.
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On 07/16/2025 at 8:30 a.m., Surveyor reviewed 
providers face sheet from departments file.

On 07/16/2025 from 12:00 p.m. to 12:30 p.m. 
Surveyor knocked on providers front door multiple 
times with no answer. Surveyor did not observe 
any activity in or around the facility. 

On 07/16/2025 at 12:22 p.m., Surveyor called the 
facility phone number, listed on the providers 
facesheet. Surveyor left voicemail and requested 
Licensee A call back. 

On 07/16/2025 at 12:29 p.m., Surveyor called 
Licensee A's phone number, listed on the 
providers facesheet. Surveyor was unable to 
leave a voicemail. The recorded message stated, 
"Mailbox is full and cannot accept new 
messages."  

On 07/16/2025 at 12:35 p.m., Surveyor 
interviewed Neighbor B, who stated Licensee A 
died on May 22, 2025. The family chose not to 
put an obituary in the paper, however, Neighbor B 
showed Surveyor a copy Licensee A's funeral 
brochure. Neighbor B stated s/he was unsure 
who owned the home now that Licensee A is 
passed away. 

On 09/09/2025 4:38 p.m., Surveyor emailed 
Licensee A's email on record with the 
department, and requested the resident roster for 
Have a Heart Adult Family Home LLC, including 
the full names of all the residents who live at the 
facility, when they moved in and who their payer 
source is (Self, Family Care, etc.). Surveyor 
requested to hear back from Licensee A before, 
or no later than 09/15/2025.
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As of 09/19/2025 at 4:15 p.m., Surveyor has had 
no response.
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