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INITIAL COMMENTS

On 07/06/2026, Surveyor conducted a standard
survey and verification visit at Supportive Care
LLC.

One deficiency was identified.

Under statutory provisions of Wis. Stat. Ch. 50, a
$200 revisit fee will be assessed.

Census: 3

88.05(3)(g) WINDOWS AND VENTILATION

The home shall have ventilation for

health and comfort. There shall be at
least one window which is capable of
being opened to the outside in each
resident sleeping room and each common
room used by residents. Windows used
for ventilation shall be screened

during appropriate seasons of the

year.

This Rule is not met as evidenced by:

Based on observation and interview, the provider
did not ensure at least one window was capable
of being opened to the outside in 2 of 2 required
locations. Resident 3's and Resident 5's
bedrooms did not have at least 1 window that
could be opened to the outside.

Findings include:

On 07/06/2026, at 10:15 AM, Surveyor toured the
facility and observed the following:

Resident 3's bedroom and Resident 5's
bedrooms both had windows that could not be
opened to the outside. Surveyor and Manager A
were both unable to open the windows.
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On 07/06/2026, at 10:30 AM, Surveyor
interviewed Manager A. Manager A stated they
were unaware of the regulation stating that each
bedroom had to have at least 1 window that could
be opened to the outside. Manager A stated they
would have it fixed.
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