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INITIAL COMMENTS

On 01/14/2026 with information gathered through
01/15/2026, Surveyor conducted a verification
visit and standard survey at Valley View, an Adult
Family Home (AFH) in West Bend, WI.

Two deficiencies identified.

Under statutory provisions of Wis. Stat. Ch. 50, a
$200 revisit fee is being assessed.

Census: 4

88.04(2)(g)1 HEALTH SCREENING FOR STAFF

The licensee shall obtain
documentation from a physician, a
registered nurse or a physician's
assistant indicating that the licensee
and any service provider has been
screened for illness detrimental to
residents, including for tuberculosis.
The documentation is to be completed
within 90 days before the start of
providing service. The documentation
shall be kept confidential except that
the licensing agency shall have access
to the documentation for verification.

This Rule is not met as evidenced by:

Based on record review and interview, the
provider did not ensure 1 of 3 employees
reviewed received baseline tuberculosis (TB) skin
tests. Caregiver B did not have evidence of a TB
skin test within 90 days prior to hire.

Findings include:
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On 01/14/2026, Surveyor reviewed staff records
for Caregiver B. Surveyor identified the following:

-Caregiver B was hired on 06/21/2018.

Surveyor could not locate evidence of a TB skin
test for Caregiver B within 90 days of hire.

On 01/15/2026 at 12:21 PM, Surveyor
interviewed Program Director A. Program
Director A stated s/he recently had been updating
the employee files to make sure they were up to
Beacon Standards and could not locate a TB skin
test for Caregiver B. Program Director A stated
s/he was having Human Resources look for the
documentation in their files. Surveyor stated s/he
would need information sent to him/her no later
than 01/15/2026 at 3:00 PM. As of 01/15/2026 at
3:00 PM, no additional information was sent.

M 464 88.07(3)(d) MEDICATION- WRITTEN ORDER M 464

Before the licensee or service
provider dispenses or administers a
prescription medication to a resident,
the licensee shall obtain a written
order from the physician who
prescribed the medication specifying
who by name or position is permitted
to administer the medication, under
what circumstances and in what dosage
the medication is to be administered.
The licensee shall keep the written
order in the resident's file.

This Rule is not met as evidenced by:
Based on record review and interview, the
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provider did not obtain a written order from the
physician for 1 of 1 resident reviewed who
required staff to administer their medications.
Resident 1 did not have a written order permitting
the provider staff to administer medications.

Findings include:

On 01/14/2026 at 10:30 AM, Surveyor reviewed
Resident 1's record and identified the following:

-Resident 1 was admitted to the facility on
08/12/2024. Resident 1 did not have evidence of
written orders from his/her physician permitting
the provider staff to administer his/her
medications.

On 01/15/2026 at 12:21 PM, Surveyor
interviewed Program Director A. Program
Director A stated s/he could not locate it in
Resident 1's file and s/he was having staff look
for Resident 1's order for staff to administer
his/her medications in a previous binder.
Surveyor stated s/he would need information sent
to him/her no later than 01/15/2026 at 3:00 PM.
As of 01/15/2026 at 3:00 PM, no additional
information was sent.
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