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 M 000 INITIAL COMMENTS  M 000

On 02/19/2024, Surveyor conducted an initial 

licensure at Joylynne Home in Madison WI.

As of 02/19/2024, Joylynne Home will be known 

to the Department as license # 19899, a 3 bed 

ambulatory adult family home that can accept 

clients from the following client groups: 

developmentally disabled, alocohol/drug 

dependent, advanced aged, emotionally 

disturbed/mental illness, traumatic brain injury, 

irreversible dementia/Alzheimer's, and can accept 

public funding.

The adult family home is HCBS compliant. 
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