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 M 276 88.05(3)(a) Homelike Environment

An adult family home shall be safe,  

clean and well-maintained and shall  

provide a homelike environment.

 

This Rule  is not met as evidenced by:

 M 276

Based on observation and interview, the provider 

did not ensure a safe, clean and well maintained 

environment appropriate for residents.  The home 

was in disarray, with clutter all over the home.

Findings include:

On 10/30/2025 at 9:00 AM, Surveyors toured the 

physical environment.

OBSERVATIONS

The living room had piles of clothes all over the 

floor and couch.  

A bedroom that would be used by residents  had 

clothes covering approximately 50% of the floor in 

the room

Another bedroom that would be used by residents 

had clothes covering approximately 50% of the 

floor in the room

A third bedroom that would be used by residents 

had clothes covering approximately 50% of the 

floor in the room
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 M 276Continued From page 1 M 276

The cabinet that would be used to store 

medications was blocked by household items 

such as:  clothes, sports equipment and board 

games.

The basement floor was covered in dirty clothes 

that appeared to have been there for an 

extensive period of time.

On 10/30/2025 at 10:00 AM, Surveyors 

interviewed Licensee A.  Licensee A stated that 

s/he was aware that the home needed to be 

cleaned and clutter to be removed and the floor 

be vacuumed.  Licensee stated that the home 

would be cleaned as soon as possible.
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