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 M 000 INITIAL COMMENTS  M 000

On 02/02/2024, Surveyor conducted a complaint 
investigation and a standard licensure survey at 
Rascals Resort LLC. 

Data for this survey was received and reviewed 
through 02/06/2024. 

The complaint was not substantiated. 

One deficiency identified. 

Census: 2

 

 M 570 88.10(3)(l) Safe Physical Environment

Individuals, except for correctional residents, 
have basic rights which they do not lose when 
they enter an adult family home. A resident shall 
have a safe environment in which to live. The 
adult family home shall safeguard residents who 
cannot fully guard themselves from 
environmental hazards to which they are likely to 
be exposed, including conditions which would be 
hazardous to anyone and conditions which would 
be or are hazardous to a particular resident 
because of the resident's condition or disability.

This Rule  is not met as evidenced by:

 M 570

Based on observation and interview, the provider 
did not ensure a safe physical environment for 2 
of 2 residents. The facility's clothes dryer had a 
flexible vent pipe, causing a possible fire hazard. 

Findings include:

This facility provides care and supervision for up 
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 M 570Continued From page 1 M 570

to 4 residents within the following client groups: 
developmentally disabled and emotionally 
disturbed/mental illness.

On 02/02/2024 at approximately 9:10 AM, 
Surveyor toured the facility. Surveyor noticed the 
dryer venting was not  rigid material. 

On 02/02/2024 at approximately 11:00 AM, 
Surveyor re-toured the facility with Caregiver A 
and asked Caregiver A if the dryer was new. 
Caregiver A was not sure. Surveyor showed 
Caregiver A the non-rigid dryer venting. Caregiver 
A noted the venting was not rigid material and 
stated s/he would share the concern with 
Licensee B.
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