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 M 000 INITIAL COMMENTS  M 000

On 03/06/2024, Surveyor conducted a standard 

licensure survey at Assisted Living at the Log 

Cabin. 

One deficiency was identified.

Census: 4

 

 Z 022 50.065(3)(b) COMPLETE BACKGROUND 

CHECK PROCESS

Every 4 years or at any other time within that 

period that an entity considers appropriate, the 

entity shall request the information specified in 

sub. (2) (b) 1. to 5. for all caregivers of the entity.

This Rule  is not met as evidenced by:

 Z 022

Based on record review and interview, the 

provider did not request information specified in 

sub. (2) (b) 1. to 5. every 4 years or at any other 

time within that period for Caregiver B. 

Findings include:

On 03/06/2024, Survey reviewed Caregiver B's 

file. Caregiver B was hired on 01/22/2019. 

Caregiver B's file contained a background check, 

dated 01/18/2019. Caregiver B's file did not 

contain evidence that any part of the 4-year 

background check process was completed.
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 Z 022Continued From page 1 Z 022

On 03/06/2024 at 2:00 PM, Surveyor interviewed 

House Manager (HM) A. HM A verified the 

following information: Caregiver B was hired on 

01/22/2019; Caregiver B's background check was 

completed on 01/18/2019; and Caregiver B's file 

did not contain an updated background check. 

HM A contacted Owner C via telephone in 

Surveyor's presence. HM A asked Owner C if 

Caregiver B had an updated background check 

since being hired on 01/22/2019. Owner C 

responded, "No." After ending the phone call with 

Owner C, HM A stated that Owner C would be 

conducting a 4-year background check on 

Caregiver B.
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