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Initial Comments

On 07/13/2026, with information gathered through
07/30/2026, the Bureau of Assisted Living,
Southern Regional Office conducted a standard
licensing survey, complaint investigation, and
self-report investigation of Evergreen Manor lll,
Inc located at 239 Victory Street in Juneau, WI.

One citation of noncompliance was issued. The
complaint was unsubstantiated.

Census: 7

83.17(2)(a) Employees screened for
communicable disease.

The CBRF shall obtain documentation from a
physician, physician assistant, clinical nurse
practitioner or a licensed registered nurse
indicating all employees have been screened for
clinically apparent communicable disease
including tuberculosis. Screening for tuberculosis
shall be conducted using centers for disease
control and prevention standards. The screening
and documentation shall be completed within 90
days before the start of employment. The CBRF
shall keep screening documentation confidential,
except the department shall have access to the
screening documentation for verification
purposes.

This Rule is not met as evidenced by:

Based on observation, interview, and record
review, the provider did not ensure 2 caregivers
were screened for clinically apparent
communicable disease, as required.

Caregiver C and Caregiver D were tested for
tuberculosis but not screened for clinically
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apparent communicable disease, as required.
The findings are:

On 07/13/2026 at approximately 8:30 A.M., Lead
Caregiver B told Surveyor Caregiver D was on
duty on this day. Lead Caregiver B provided
Surveyor a list of current caregivers and their
dates of hire. Surveyor introduced self to
Caregiver D and observed Caregiver D assisting
resident's with preparing lunch and spending time
with residents in the common areas of the home.

On 07/13/2026, Lead Caregiver B provided
Surveyor with Caregiver C's and Caregiver D's
employee records for review.

Caregiver C's date of hire was 10/30/2029.
Caregiver C's employee record included
documentation of a tuberculin test completed on
10/26/2019. Caregiver C's employee record did
not include documentation Caregiver C was
screened for clinically apparent communicable
disease, as required.

Caregiver D's date of hire was 05/20/2026.
Caregiver D's employee record included
documentation of a tuberculin test completed on
05/20/2026. Caregiver D's employee record did
not include documentation Caregiver D was
screened for clinically apparent communicable
disease, as required.

Lead Caregiver B told Surveyor only tuberculin
tests and drug screens were completed when
caregivers were hired.

Administrator A told Surveyor Caregiver C's and
Caregiver D's communicable disease screen had
not been completed before nor after Caregiver C
and Caregiver D were hired and began working
with residents at the facility. Administrator A said
s/he was aware of this requirement but Caregiver
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C's and Caregiver D's screening was "just not

done."

Administrator A told Surveyor s/he would be

reviewing all caregiver files to ensure their

communicable disease screen, including

tuberculosis, were completed to correct this

noncompliance.
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