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{M 000} INITIAL COMMENTS {M 000}

On 05/13/2026, Surveyor concluded three 
verification visits and two complaint investigations 
at Compassionate Heart LLC Infinity for 
Statement of Deficiency (SOD) N0VP12, SOD 
O9UN12 and S6DG12. One deficiency was 
identified. One deficiency was a repeat deficiency 
identified in SOD S6DG12 dated 02/25/2026.

One complaint was substantiated.
One complaint was unsubstantiated.

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

Census: 1

 

{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 the home was well-maintained, 
and a homelike environment. The residents' 
bathroom required repairs. 

This is a repeat deficiency. See Statement of 
Deficiency (SOD) S6DG11 dated 02/25/2026.

Findings include:
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{M 276}Continued From page 1{M 276}

On 12/04/2025, the department received a 
complaint alleging that the environment was not 
homelike. 

On 05/12/2026, Surveyor toured the home and 
observed the following:

Bathroom:

-Screen behind bathroom window was torn and 
dusty. The screen had tape holding the screen to 
the frame. 
-Toilet was loose and moved from side to side. 
-Wall next to shower was contained deep scrapes 
and the paint was peeling.

On 05/12/2026 at 4:30 p.m., Surveyor interviewed 
Licensee A. Licensee A confirmed the 
observations and stated Resident 2's walker 
made the scrapes on the wall in the bathroom, 
and his/her cat pushed the screen out of the 
window. Licensee A explained they fixed the 
screen from last visit and Resident 2's cat 
wrecked it again. Licensee A stated, "We are 
working on bolting down the toilet this week."
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