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{M 000} INITIAL COMMENTS {M 000}

On 01/27/2026 with information gathered through
01/30/2026, Surveyor conducted a standard
survey and verification visit for SOD Y2J411,
dated 05/14/2025, at MNM Adult Family Group
Home, an Adult Family Home (AFH) in
Milwaukee, WI.

One deficiency identified. One of 1 deficiency was
a repeat deficiency from Statement of Deficiency
Y2J411, dated 05/14/2025.

Under statutory provisions of Wis. Stat. ch. 50, a
$200 revisit fee is being assessed.

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

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 respond to requests to allow Surveyor access
to home.

This is a repeat deficiency from Statement of
Deficiency Y2J411, dated 05/14/2025.

Findings include:

On 01/27/2026, Surveyor completed a review of
the Department facility folder and identified the
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{M 204} Continued From page 1 {M 204}

following: Licensee A has not responded to prior
Statement of Deficiency Y2J411, issued on
06/30/2025, that included special orders directing
Licensee A to contact Southeastern Regional
Director within 2 business days of receipt of the
notice and provide the following information:

-Telephone number where licensee may be
reached in a timely manner; and

-Measures the licensee will take to ensure the
licensing agency representative may, without
notice, conduct a licensing survey in accordance
with Wis. Admin. Code §§ DHS 88.03(8)(a) and
(8)(b), and respond timely to requests for
information; OR notification of the intent to close
and make arrangements to return the AFH
license to the Southeastern Regional Office.

As of 01/30/2026, Licensee A has not contacted
the Southeastern Regional Director and has not
complied with the department order.

On 01/27/2026, at approximately 8:29 AM,
Surveyor attempted to conduct a standard survey
and verification visit at this home. No one
answered the door when Surveyor knocked and
rang doorbell.

On 01/27/2026, at approximately 8:34 AM,
Surveyor called Licensee A via phone. Licensee A
did not answer the phone. Surveyor left voicemail
requesting an immediate response. Licensee A
did not respond to the request to contact the
Surveyor.

On 01/27/2026, at approximately 1:35 PM,
Surveyor sent an email to Licensee A informing
him/her of the attempt to conduct an onsite
standard survey and verification visit for this
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Continued From page 2

home. Surveyor requested Licensee A to
immediately respond by calling Surveyor phone.
Licensee A did not respond to the request to
contact the Surveyor.

On 01/28/2026, at approximately 11:52 AM,
Surveyor made a second attempt to conduct a
standard survey and verification visit at this
home. No one answered the door when Surveyor
knocked and rang doorbell.

On 01/28/2026, at approximately 11:55 AM,
Surveyor called Licensee A via phone. Licensee A
did not answer the phone. Surveyor left voicemail
requesting an immediate response. Licensee A
did not respond to the request to contact the
Surveyor.

On 01/28/2026, at approximately 2:34 PM,
Surveyor sent an email to Licensee A informing
him/her of the second attempt to conduct an
onsite standard survey and verification visit for
this home. Surveyor requested Licensee A to
immediately respond by calling Surveyor phone.
Licensee A did not respond to the request to
contact the Surveyor.

As of 01/30/2026, Licensee A did not respond to
the request to contact the Surveyor.
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