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 M 000 INITIAL COMMENTS  M 000

On 07/16/2024, Surveyor conducted a standard 

licensing survey at Tender Care Adult Family 

Home, an AFH located in Verona, WI.

As a result of the survey, 1 violation of Chapter 

DHS 88 was issued.

Census: 4

 

 M 456 88.07(2)(e) ANNUAL HEALTH EXAM

The licensee shall ensure that each  

resident has an annual health exam by  

a physician.

This Rule  is not met as evidenced by:

 M 456

Based on record review and interview, the 

provider did not ensure that 2 of 2 residents 

reviewed had an annual health exam by a 

physician.  Resident 1 and Resident 2 did not 

have a documented annual health exam for the 

calendar year 2023,

Findings include:

On 07/16/2024 at 9:30 AM, Surveyor reviewed 

Resident 1's medical record.  Resident 1 was 

admitted 06/09/2019 with diagnoses of bipolar 

and bilateral foot pain.

There was no documented annual physical exam 

for calendar year 2023 in Resident 1's record.  

On 07/16/2024 at 9:50 AM, Surveyor reviewed 

Resident 2's medical record.  Resident 2 was 

admitted 11/15/2010 with diagnoses of History of 

cerebral accident, HTN, bipolar and 

schizophrenia.
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 M 456Continued From page 1 M 456

There was no documented annual physical exam 

for calendar year 2023 in Resident 2's record,

On 07/16/2024 at 10:15 AM, Surveyor discussed 

the above concern with Licensee A.  Licensee A 

stated that both Resident 1 and Resident 2 have 

several appointments throughout the year.  

Licensee A checked his/her files and could not 

find documentation of an annual physical exam 

for either Resident 1 or Resident 2.  Licensee A 

stated s/he would contact Resident 1 and 

Resident 2's doctor office and get a copy of the 

annual physical exam.

On 07/16/2024 at 12:30 PM, Licensee A called 

Surveyor via phone and stated that neither 

Resident 1 or Resident 2 had an annual physical 

exam for the calendar year 2023.
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