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{M 000} INITIAL COMMENTS {M 000}

On 10/01/2025, Surveyor conducted a verification 

visit at Right Care Adult Family Home, an AFH 

located in Madison, WI.

As a result of the survey, 0 violations of Chapter 

DHS 88 were issued.

One violation from previous Statement of 

Deficiency (SOD) 3B6011 was corrected.

Under statutory provisions of Wis. Stat. Ch. 50, a 

$200 revisit fee is being assessed.

Census: 1

 

{M 106} 88.03(2)(b)2 PROGRAM STATEMENT

A home's program statement shall  

describe the number and types of  

individuals the applicant is willing  

to accept into the home and whether  

the home is accessible to individuals  

with mobility problems.  It shall also  

provide a brief description of the  

home, its location, the services  

available, who provides them and  

community resources available to  

residents who live within the home.  A  

home shall follow its program  

statement.  If a home makes any change  

in its program, the home shall revise  

its program statement and submit it to  

the licensing agency for approval 30  

days before implementing the change.

This Rule  is not met as evidenced by:

{M 106}
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