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On 04/21/2026, Surveyor conducted a standard 
survey and one complaint investigation. 
One deficiency was identified.
One complaint was unsubstantiated.

Census: 04

 

 M 278 88.05(3)(b) FREE OF HAZARDS

The home shall be free from hazards  
and kept uncluttered and free of  
dangerous substances, insects and  
rodents.

This Rule  is not met as evidenced by:

 M 278

Based on observation and interview, the facility 
failed to ensure 1 of 1 clothes dryer vent was 
maintained.  Dryer vent was not attached at the 
base of the dryer which allowed the dryer to 
exhaust directly into the laundry room.          

Findings include:

On 04/21/2026, Surveyor conducted a standard 
survey. Surveyor toured the physical environment 
which included 1 laundry area with 1 clothes dryer 
on the main floor. The dryer was located against 
the west wall, in a room off the kitchen. 

The dryer vent extended approximately 6 inches 
from the back of dryer. It was not connected to 
the outside vent which allowed the dryer to 
exhaust directly into the laundry room.    
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On 04/21/2026, at approximately 4:00 PM, 
Surveyor described the above findings to 
Licensee A. Licensee A stated they were not 
aware the vent was not attached to the dryer, but 
they would have it fixed it immediately.
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