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 M 000 INITIAL COMMENTS  M 000

On 06/10/2025, Surveyor conducted a standard 
survey and a complaint investigation at Renee's 
Assisting Living Center.

One deficiency was identified.

One complaint was unsubstantiated.

Census: 4

 

 M 384 88.06(2)(b) SERVICE AGREEMENT EXCEPT 
RESPITE

An adult family home shall have a  
service agreement with each person to  
be admitted to the home except a  
person being admitted for respite  
care.  The service agreement shall be  
completed prior to admission and  
revised at least 30 days prior to any  
change.  The service agreement shall  
be dated and signed by the licensee  
and the person being admitted or the  
persons guardian or designated  
representative.  Copies shall be  
provided to all parties and to the  
placing agency, if any.
This Rule  is not met as evidenced by:

 M 384

Based on record review and interview, the 
provider did not ensure a service agreement was 
completed prior to admission for 4 of 4 residents 
reviewed. Resident 1, Resident 2, Resident 3, 
and Resident 4's service agreements were not 
signed prior to admission. 

Resident 1 had resided in the facility for 318 days 
with no signed service agreement. 
Resident 2 had resided in the facility for 82 days 
with no signed service agreement. 
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 M 384Continued From page 1 M 384

Resident 3 had resided in the facility for 682 days 
with no signed service agreement.
Resident 4 had resided in the facility for 678 days 
with no signed service agreement.

Findings include:

On 06/10/2025 at 1:15 p.m., Surveyor reviewed 
resident records and identified the following:

Example 1:  Resident 1 
Resident 1 was admitted on 04/24/2024. 
Resident 1's record did not contain a signed 
service agreement. Resident 1's face sheet 
identified Resident 1 had a guardian.  

Example 2:  Resident 2 
Resident 2 was admitted on 10/01/2024. 
Resident 2's record did not contain a signed 
service agreement. Resident 2's face sheet 
identified Resident 2 had a guardian.  

Example 3:  Resident 3 
Resident 3 was admitted on 07/19/2023. 
Resident 3's record did not contain a signed 
service agreement. Resident 3's face sheet 
identified Resident 3 had a guardian.  

Example 4:  Resident 4 
Resident 4 was admitted on 09/11/2023. Resident 
4's record did not contain a signed service 
agreement. Resident 4's face sheet identified 
Resident 4 had a guardian.  

On 06/10/2025 at 1:45 p.m., Licensee A 
confirmed Resident 1, Resident 2, Resident 3, 
and Resident 4 all had guardians. 

On 06/10/2025 at 1:48 p.m., Surveyor requested 
Resident 1's service agreement. Licensee stated, 
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 M 384Continued From page 2 M 384

"I did not do the service agreement for [Resident 
1] or the other residents. I am going to need to 
reach out to the guardians." Licensee A reported 
s/he did not do the service agreements for any of 
the residents. Licensee A reported being aware of 
the requirement.
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