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	ASSISTED LIVING ADMINISTRATOR NOTIFICATION

	Reporting Requirements

	Date Submitted
	     

	CBRF
	83.14(2)(e)

	The licensee shall notify the department within 7 days after there is a change in the administrator.

	Qualifications
	83.15(1)

	QUALIFICATIONS. The administrator of a CBRF shall be at least 21 years of age and exhibit the capacity to respond to the needs of the residents and manage the complexity of the CBRF. The administrator shall have any one of the following qualifications:
(a) An associate degree or higher from an accredited college in a health care related field. 
(b) A bachelor’s degree in a field other than in health care from an accredited college and one year experience working in a health care related field having direct contact with one or more of the client groups identified under s. DHS 83.02(16). 
(c) A bachelor’s degree in a field other than in health care from an accredited college and have successfully completed an assisted living administrator’s training course approved by the department or the department’s designee. 
(d) At least 2 years experience working in a health care related field having direct contact with one or more of the client groups identified under s. DHS 83.02(16) and have successfully completed an assisted living administrator’s training course approved by the department or the department’s designee.

	RCAC
	89.54

	A certified residential care apartment complex operator shall report to the department any change which may affect its compliance with this chapter, including change in the residential care apartment complex ownership, administration, building or continued operation, 30 days prior to making the change. The department may require that the facility reapply for certification when any of these changes take place.

	AFH
	** Use of this form is voluntary. **

	Facility Name
      
	Facility ID
     

	City
     
	ZIP Code
     
	County
     

	Administrator Name
     



** Use of this form is voluntary. **

	Administrator’s Qualifications

	




	Effective Date
	     

	E-SOD Change

	Primary
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	Secondary
	     

	Signature


	· 


	
