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INITIAL COMMENTS

On 05/13/2025 with information gathered through
05/14/2025, Surveyor conducted a standard
survey, at MNM Adult Family Group Home, an
Adult Family Home (AFH) in Milwaukee, WI.

One deficiency identified.

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:

Based on observation and interview, the provider
did not comply with all department and licensing
agency requests for information about residents,
services or operation of the home. Licensee A did
not allow Surveyor access to home.

Findings include:

On 05/13/2025, at approximately 12:00 PM,
Surveyor attempted to conduct a standard survey
at the facility. No one answered the door when
Surveyor knocked and rang doorbell.

On 05/13/2025, at approximately 12:02 PM,
Surveyor called Licensee A via phone. Licensee A
stated that s/he was out of town and would be
unable to come to the home and allow Surveyor
access to the home. Surveyor asked Licensee A if
there was someone that has access to the home
that could let Surveyor in and conduct survey,
Licensee A stated, "I am out of town and unable
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to come." Licensee A reported that there were no
residents currently living in the home. Surveyor
informed Licensee A still subject to survey of the
physical home to retain the license. Licensee A
stated that s/he was not aware that Surveyor was
coming out. Licensee A stated that Surveyor did
not make an appointment. Surveyor informed
Licensee A that the Department did not schedule
visits, visits are unannounced. Surveyor asked
Licensee A when s/he would be back in town,
Licensee A did not provide an answer to this
question. Licensee A reported s/he wanted to
retain the adult family home license.
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