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 M 000 INITIAL COMMENTS  M 000

On 05/01/2025, Surveyor conducted a monitoring 

visit at Midwest Adult Family Home LLC, an AFH 

located in Madison, WI.

Facility was previously licensed for 3 ambulatory 

residents.

Facility will now be able to accept up to 4 

residents (3 non-ambulatory) to the home.  There 

is 1 bedroom in the basement that will be able to 

accomodate an ambulatory resident.

This change will be effective as of 05/02/2025.
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