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INITIAL COMMENTS

On 10/16/2024, Surveyor conducted a standard
survey at Dahl Adult Family Home.

Three deficiencies were identified.

Census: 3

88.05(3)(d) ANNUAL WELL WATER
INSPECTIONS

Where a public water supply is not
available water samples shall be taken
from the well and tested at the state
laboratory of hygiene or other
laboratory approved under ch. HSS 165
at least annually.

This Rule is not met as evidenced by:

Based on record review and interview, the
provider did not ensure a water sample was taken
from the well and tested at a laboratory approved
under ch. NR 149 at least annually. The home's
water had not been tested in 2022 or 2023.

Findings include:

On 10/16/2024 at 4:00 PM, Surveyor reviewed
records and was unable to locate a record of a
well water inspection. Licensee A reported s/he
had just picked up the water testing kit but was
unaware this was an annual requirement.
Licensee A stated s/he would get the testing
completed right away.

88.05(4)(d)2.b FIRE EVACUATION ANNUAL
EVALUATION

Each resident shall be evaluated
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annually for evacuation time, using

the departments form. All service
providers who work on the premises
shall be made aware of each resident
having an evacuation time of more than
2 minutes.

This Rule is not met as evidenced by:

Based on record review and interview, the
provider did not ensure 2 of 2 residents reviewed
were evaluated annually for evacuation time,
using the department's form. Resident 1 and
Resident 2 had not had an evacuation
assessment, using the department's form,
completed in 2022 or 2023.

Findings include:

On 10/16/2024, Surveyor reviewed resident
records and identified the following:

Resident 1 was admitted to the facility on
10/05/2021. Resident 1's record did not contain
an evacuation assessment for 2022 or 2023.

Resident 2 was admitted to the facility on
10/05/2021. Resident 2's record did not contain
an evacuation assessment for 2022 or 2023.

On 10/16/2024 at 4:59 PM, Surveyor interviewed
Licensee A. Licensee A reported s/he conducts
evacuation assessments at time of admission but
unaware it was an annual requirement. Licensee
A stated s/he would complete updated
assessments today.

88.10(3)(l) Safe Physical Environment
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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:

Based on observation and interview, the provider
did not safeguard residents who cannot fully
guard themselves from environmental hazards.
The provider did not ensure the dryer vent was
made of rigid venting.

Findings include:

On 10/16/2024 at 3:37 PM, Surveyor toured the
provider's home with Licensee A. Surveyor
observed the venting to the home's dryer was
made of semi-rigid material, creating a safety
hazard. Surveyor shared observation with
Licensee A the provider's dryer vent was not
made out of rigid material. Licensee A stated s/he
thought the semi-rigid vent duct met the
requirement but would talk to his/her
husband/wife to get the vent changed out.
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