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 M 000 INITIAL COMMENTS  M 000

On 06/08/2026 Surveyor conducted a standard 
survey at Margarets Place Adult Family Home 
Inc.
Two deficiencies were identified.

Census: 4

 

 M 246 88.04(5)(b) TRAINING-8 HOURS ANNUALLY

Except as provided in pars. (c) and  
(d), the licensee and each service  
provider shall complete 8 hours of  
training approved by the licensing  
agency related to the health, safety,  
welfare, rights and treatment of  
residents every year beginning with  
the calendar year after the year in  
which the initial training is  
received.

This Rule  is not met as evidenced by:

 M 246

Based on record review and interview, the 
provider did not ensure each caregiver completed 
8 hours of training approved by the licensing 
agency related to the health, safety, welfare, 
rights, and treatment of residents for 2 of 2 
employees requested who required annual 
training.  Caregiver B and Caregiver C did not 
receive 8 hours of annual continuing education 
training in calendar years 2024 and 2025.

Findings include:

On 06/08/2026, Surveyor requested to review 
Caregiver B's and Caregiver C's records and 
identified the following:
-Caregiver B was hired on 06/18/2019.  Caregiver 
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 M 246Continued From page 1 M 246

B's record did not have any evidence continuing 
education training for calendar years 2024 and 
2025.
-Caregiver C was hired on 05/01/2018.  Caregiver 
C's record did not have any evidence of 
continuing education training for calendar years 
2024 and 2025.

On 06/08/2026 at approximately 1:30 PM, 
Surveyor interviewed Licensee A.  License A 
stated s/he was not aware Caregiver B and 
Caregiver C needed 8 hours of annual continuing 
education training.  Licensee A stated s/he would 
make sure staff have the appropriate training 
moving forward.

 M 348 88.05(4)(d)2.c SEMI-ANNUAL FIRE DRILLS

The licensee shall conduct semi-annual  
fire drills with all household members  
with written documentation of the date  
and the evacuation time for each drill  
maintained by the home.

This Rule  is not met as evidenced by:

 M 348

Based on record review and interview, the 
provider did not ensure the semi-annual fire drills 
were conducted for 2 of 2 years. Fire drills were 
not conducted in 2024, 2025 and to date in 2026. 

Findings include:

The facility has been licensed since 11/22/2016 to 
care for residents who are developmentally 
disabled and/or on public funding.

On 06/08/2026, Surveyor requested to view the 
semi-annual fire drills for 2024 through present. 
Documentation of these drills were not available.
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On 06/08/2026 at 1:00 PM surveyor interviewed 
Licensee A. Licensee A stated they were not 
aware of the regulation, and would have fire drill 
completed semi-annually moving forward.
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