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INITIAL COMMENTS

On 08/01/2025, Surveyor attempted to complete
a licensing visit at Dominion Home, an AFH in
Milwaukee.

One deficiency was 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 the department's request for
information about residents, service or operation
of the home.

Findings include:

On 08/01/2025 at 12:25 p.m., Surveyor arrived at
the provider's home to conduct a licensing
survey. Individual A answered the door and stated
s/he was the only individual residing at the home.
Individual A denied being an employee of an adult
family home and denied being a resident of an
adult family home. Individual A continuously
stated to Surveyor, "You caught me at a real bad
time." Surveyor attempted to reach Licensee B at
2 of 2 phone numbers provided to the
department. One phone number was out of
service. Surveyor left a voicemail at the second
phone number, which did not have an identifying
voicemail, requesting that Licensee B
immediately return Surveyor's call.
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On 08/02/2025 at approximately 6:00 a.m.,
Surveyor sent Licensee B an email to inquire
about the status of the adult family home.
As of 08/04/2025 at 2:30 p.m., neither Surveyor's
voicemail, nor Surveyor's email had been
responded to by Licensee B.
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