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 M 000 INITIAL COMMENTS  M 000

On 02/11/2026 with information collection through 
02/12/2026, Surveyor completed a standard 
survey and complaint investigation at Visions of 
Life LLC. Three deficiencies were identified. One 
complaint was substantiated.

Census: 3

 

 M 572 88.10(3)(m) Freedom from Abuse

Freedom from abuse.  To be free from  
physical, sexual or mental abuse,  
neglect, and financial exploitation or  
misappropriation of property.

This Rule  is not met as evidenced by:

 M 572

Based on interview and record review, the 
provider did not ensure 1 of 3 residents (Resident 
1) was free from financial exploitation. A former 
caregiver (Caregiver B) took  Resident 1's 
checkbook  and issued checks to him/herself 
without Resident 1's consent.

Findings include:

On 11/10/2025, the department received a 
complaint which alleged a former staff member 
had misappropriated a resident's funds.

On 02/11/2026, at approximately 9:34 AM, 
Surveyor interviewed Resident 1. Resident 1 
reported Caregiver B stole Resident 1's check 
book and wrote 2 checks in the amount of 
$400.00 each  to him/her self.  Resident 1 
reported s/he did not give Caregiver B permission 
to write the checks. Resident 1 reported s/he 
received a bank statement, and the statement 
reported 2 checks written to  Caregiver B from 
Resident 1 in the amount of $400 each. Resident 
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 M 572Continued From page 1 M 572

1 reported s/he informed Licensee A of the issue. 
Resident 1 reported the Mount Pleasant police 
department was called and s/he did not press 
charges against Caregiver B. Resident 1 
requested to have his/her overdraft fees covered 
by Licensee A. Resident 1 reported Caregiver B 
no longer worked at the facility. Resident 1 
reported s/he could not recall exactly  when the 
checks were stolen and indicated Licensee A 
gave him/her a check in the amount of $1000.00 
to replace the money taken. Resident 1 reported 
Licensee A took him/her to the bank to have a 
new account opened. 

On 02/11/2026, at approximately 10:23 AM, 
Surveyor interviewed Licensee A. Licensee A 
reported s/he was informed of the  
misappropriation of funds from Resident 1. 
Licensee A reported s/he conducted an internal 
investigation which included the immediate 
termination  of Caregiver B. Licensee A reported 
s/he contacted Mount Pleasant police department 
and Resident 1 declined to press charges against 
Caregiver B.  Licensee A reported s/he 
reimbursed Resident 1 for his/her loss of funds in 
the amount of $1000.00. Licensee A reported 
s/he covered overdraft fees for Caregiver B. 
Licensee A reported s/he withheld Caregiver B's 
last paycheck due to the misappropriation of 
Resident 1's funds. 

On 02/12/2026, at approximately 4:30 PM, 
Surveyor reviewed Resident 1's record. Resident 
1 was admitted to the facility on 10/06/2024. 
Resident 1 was her/his own person. Resident 1's 
individual service plan (ISP), dated 10/06/2025, 
reported Resident 1 managed his/her own 
finances.

On 02/12/2026, at approximately 4:30 PM, 
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 M 572Continued From page 2 M 572

Surveyor reviewed faxed documents from 
Licensee A. Surveyor reviewed Resident 1's 
computer generated bank statement from 
Huntington Bank. The bank's statement had 
dates from 08/06/2025 through 09/15/2025.  
Surveyor reviewed a check written on 08/19/2025 
in the amount of $400.00 and another check 
written on 09/03/2025 in the amount of $400.00. 
The statement reflected approximately 9 
overdraft fees in the amount of $15.00 each 
totaling $135.00.

On 02/12/2026, at approximately 4:30 PM, 
Surveyor reviewed faxed documents from 
Licensee A. Surveyor reviewed the Employee 
Incident Report dated 09/26/2025. The report 
indicated Licensee A terminated Caregiver B 
upon viewing Resident 1's bank statement with 
copies of the checks written to Caregiver B by 
Caregiver B.  The report indicated Licensee A to 
reimburse Resident 1 in the amount of $1000.00 
and indicated Resident 1 declined to press 
charges against Caregiver B.

 M 610 88.11(1) REPORTING OF ABUSE AND 
NEGLECT

A licensee or service provider who  
knows or has reasonable cause to  
suspect that a resident has been  
abused or neglected as defined in s.  
46.90 or 940.285, Stats., shall  
immediately contact the licensing  
agency.  Providing notice under this  
subsection does not relieve the  
licensee or other person of the  
obligation to report an incident to  
law enforcement authorities.  If the  
licensee has reason to believe a crime  

 M 610
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 M 610Continued From page 3 M 610

has been committed, the incident shall  
immediately be reported to law  
enforcement authorities.

This Rule  is not met as evidenced by:
Based on interview and record review, the 
provider did not ensure the licensing agency was 
immediately notified when there was an allegation 
of caregiver misconduct affecting 1 of 3 residents 
(Resident 1) in the adult family home (AFH). A 
staff member misappropriated funds from a 
resident.

Findings include:

On 11/10/2025, the department received a 
complaint alleging misappropriation of funds.

On 02/11/2026, at approximately 9:34 AM, 
Surveyor interviewed Resident 1. Resident 1 
reported Caregiver B stole Resident 1's check 
book and wrote 2 checks in the amount of 
$400.00 each  to him/her self.  Resident 1 
reported s/he did not give Caregiver B permission 
to write the checks. Resident 1 reported s/he 
received a bank statement, and the statement 
reported 2 checks written to  Caregiver B from 
Resident 1 in the amount of $400 each. Resident 
1 reported s/he informed Licensee A of the issue. 
Resident 1 reported the Mount Pleasant police 
department was called and s/he did not press 
charges against Caregiver B. Resident 1 
requested to have his/her overdraft fees covered 
by Licensee A. Resident 1 reported Caregiver B 
no longer worked at the facility. Resident 1 
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 M 610Continued From page 4 M 610

reported s/he could not recall exactly  when the 
checks were stolen and indicated Licensee A 
gave him/her a check in the amount of $1000.00 
to replace the money taken. Resident 1 reported 
Licensee A took him/her to the bank to have a 
new account opened. 
 
On 02/11/2026, at approximately 10:23 AM, 
Surveyor interviewed Licensee A. Licensee A 
reported s/he was not aware of the code 
requirement to report misappropriation of funds to 
the department. Licensee A reported s/he called 
the Mount Pleasant police department and 
reported the incident, and s/he completed an 
internal investigation which resulted in the 
termination of Caregiver B. Licensee A reported  
Caregiver B did not have any prior charges of 
misappropriation of client's property on his/her 
background check.

On 02/12/2026, at approximately 4:30 PM, 
Surveyor reviewed Resident 1's record. Resident 
1 was admitted to the facility on 10/06/2024. 
Resident 1 was her/his own person. Resident 1's 
individual service plan (ISP), dated 10/06/2025, 
reported Resident 1 managed his/her own 
finances.

On 02/12/2026, at approximately 4:30 PM, 
Surveyor reviewed Caregiver B's record. 
Caregiver B was hired on 03/20/2025. Caregiver 
B's Department of Health Services  governmental 
findings report dated 03/18/2025, indicated 
Caregiver B had been found to have 
misappropriated client's property on 07/08/2024. 

On 02/12/2026, at approximately 4:30PM, 
Surveyor checked the Wisconsin Misconduct 
Registry. The registry indicated Caregiver B had a 
prior misconduct history. Caregiver B had a 
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 M 610Continued From page 5 M 610

substantiated finding of misappropriation of 
clients property with a verified date of 07/08/2024. 
Caregiver B was ineligible to work at a licensed 
facility due to substantiated findings of caregiver 
misconduct, including misappropriation of client 
property. 

On 02/12/2026, Surveyor reviewed the 
Department's facility record and identified no 
misconduct incident reports were submitted to the 
Department.

 Z 023 50.065(4m) (b) intro CAREGIVER HIRING AND 
CONTRACTING PROCESS

Notwithstanding s.111.335, and except as 
provided in sub. (5), an entity may not hire or 
contract with a caregiver or permit to reside at the 
entity a nonclient resident if the entity knows or 
should have known any of the following:

1. That the person was convicted of a serious 
crime.

3. That a unit of government or a state agency, 
as defined in s. 16.61 (2) (d), has made a finding 
that the person has abused or neglected any 
client or misappropriated the property of any 
client.

4. That a determination has been made under s. 
48.981 (3) (c) 4. that the person has abused or 
neglected a child.

5. That, in the case of a position for which the 
person must be credentialed by the Department 
of Safety and Professional Services, the person's 
credential is not current, or is limited so as to 

 Z 023
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 Z 023Continued From page 6 Z 023

restrict the person from providing adequate care 
to the client.

This Rule  is not met as evidenced by:
Based on record review and interview, the facility 
permitted Caregiver B to work in the home when 
Caregiver B had a substantiated finding of 
misappropriation and was placed on the 
Wisconsin Caregiver Misconduct Registry; 
Caregiver B was not eligible to work as a 
caregiver in a Department of Health Services 
(DHS) regulated facility in Wisconsin.

Findings include:

On 02/12/2026, at approximately 4:30 PM, 
Surveyor reviewed Caregiver B's record. 
Caregiver B was hired on 03/20/2025. Caregiver 
B's Department of Health Services  governmental 
findings report dated 03/18/2025, indicated 
Caregiver B had been found to have 
misappropriated client's property on 07/08/2024. 
Surveyor verified the findings as noted on the 
Caregiver Misconduct Registry. The finding 
documented Caregiver B was not eligible to work 
as a caregiver in a DHS regulated facility in 
Wisconsin.

On 02/11/2026, at approximately 10:23 AM, 
Surveyor interviewed Licensee A. Licensee A 
reported s/he hired Caregiver B on 03/20/2025 
and Caregiver B worked at the facility 
approximately 3 weeks.  Licensee A reported s/he 
was  responsible for conducting and reviewing 
background checks for staff. Licensee A reported  
Caregiver B did not have any prior charges of 
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 Z 023Continued From page 7 Z 023

misappropriation of client's property on his/her 
background check. Licensee A reported s/he 
made a mistake and did not see the 
misappropriation of client property findings on the 
background check report and Caregiver B was 
terminated immediately upon the discovery of 
Resident 1's misappropriation of funds.
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