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{M 000} INITIAL COMMENTS {M 000}

On 10/22/2024, Surveyors conducted a 

verification visit at Black Rock Adult Living LLC, 

an AFH located in Elkhorn, WI.

As a result of the survey, 1 violation of Chapter 

DHS 88 was issued.

One violation is a repeat violation from previous 

Statement of Deficiency (SOD) YTIC11 dated 

05/22/2024.

Four violations from previous SOD YTIC11  were 

corrected.

Under statutory provisions of Wis. Stat. Ch. 50, a 

$200 revisit fee is being assessed. 

Census: 4

 

{M 474} 88.07(4)(c) FOOD PREPARED AND STORED 

SANITARY WAY

Food shall be prepared and stored in a  

sanitary manner.

This Rule  is not met as evidenced by:

{M 474}

Based on observation and interview, the provider 

did not store food in a safe and sanitary manner.  

There were unsealed food items in the facility 

freezer.

This is a repeat violation from previous Statement 

of Deficiency (SOD) YTIC11 dated 05/22/2024.

Findings include:
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{M 474}Continued From page 1{M 474}

On 10/22/2024 at 9:00 AM, Surveyor observed 

the facility refrigerator and freezer.

OBSERVATIONS

There was an opened, unsealed bag of corn in 

the freezer.

There was an opened, unsealed bag of green 

beans in the freezer.

There was an opened, unsealed bag of fish 

(tilapia) in the freezer.

There was an opened, unsealed bag of dinner 

rolls in the freezer.

There was an opened, unsealed bag of french 

fries in the freezer.

There was an opened, unsealed bag of fish (cod) 

in the freezer.

There was an opened, unsealed bag of beef 

patties in the freezer.

There was an opened, unsealed bag of chicken 

patties in the freezer.

There was an opened, unsealed bag of 

vegetables (variety) in the freezer.

There was an opened, unsealed bag of potatoes 

in the freezer.

On 10/23/2024 at 11:00 AM, Surveyors discussed 

the above concern with Administrator A.  

Administrator A acknowledged that when a bag of 

food is put back in the freezer, it should be sealed 

to avoid spoiling/contaminating of the food item.  
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{M 474}Continued From page 2{M 474}

Administrator A acknowledged that there were 

several food items in the freezer that were 

opened and unsealed in the facility freezer.
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