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January 15, 2026

Laketa Brodnex
D.E.B. AFC Inc.
P.O Box 136
Bridgeport, MI  48722

 RE: License #:
Investigation #:

AS730315015
2026A0576010
D.E.B. AFC Inc. #4

Dear Laketa Brodnex:

Attached is the Special Investigation Report for the above referenced facility.  Due to the 
violations identified in the report, a written corrective action plan is required. The 
corrective action plan is due 15 days from the date of this letter and must include the 
following:

• How compliance with each rule will be achieved.
• Who is directly responsible for implementing the corrective action for each 

violation.
• Specific time frames for each violation as to when the correction will be 

completed or implemented.
• How continuing compliance will be maintained once compliance is 

achieved.
• Be signed and dated.

If you desire technical assistance in addressing these issues, please feel free to contact 
me.  In any event, the corrective action plan is due within 15 days.  Failure to submit an 
acceptable corrective action plan will result in disciplinary action.



Please review the enclosed documentation for accuracy and contact me with any 
questions.  In the event that I am not available and you need to speak to someone 
immediately, please contact the local office at (517) 643-7960.

Sincerely,

Christina Garza, Licensing Consultant
Bureau of Community and Health Systems
611 W. Ottawa Street
P.O. Box 30664
Lansing, MI  48909
(810) 240-2478

enclosure
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MICHIGAN DEPARTMENT OF LICENSING AND REGULATORY AFFAIRS
BUREAU OF COMMUNITY AND HEALTH SYSTEMS

SPECIAL INVESTIGATION REPORT

I. IDENTIFYING INFORMATION

License #: AS730315015

Investigation #: 2026A0576010

Complaint Receipt Date: 11/19/2025

Investigation Initiation Date: 11/24/2025

Report Due Date: 01/18/2026

Licensee Name: D.E.B. AFC Inc.

Licensee Address:  P.O Box 136, Bridgeport, MI  48722

Licensee Telephone #: (989) 475-4034

Administrator: Laketa Brodnex

Licensee Designee: Laketa Brodnex

Name of Facility: D.E.B. AFC Inc. #4

Facility Address: 901 S. Fayette, Saginaw, MI  48602

Facility Telephone #: (989) 790-0882

Original Issuance Date: 02/01/2012

License Status: REGULAR

Effective Date: 08/01/2024

Expiration Date: 07/31/2026

Capacity: 6

Program Type: PHYSICALLY HANDICAPPED, MENTALLY ILL,
DEVELOPMENTALLY DISABLED, AGED,
ALZHEIMERS
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II. ALLEGATION(S)

III. METHODOLOGY

11/19/2025 Special Investigation Intake
2026A0576010

11/24/2025 Special Investigation Initiated - On Site
Interviewed Staff Clematee Davis

11/24/2025 Contact - Telephone call made
Left message for Complainant to return call

01/08/2026 Contact - Telephone call made
Left message for Relative A1 to return call

01/09/2026 Contact - Telephone call made
Interviewed Resident A

01/09/2026 Contact - Telephone call made
Left message for Relative A1 to return call

01/09/2026 Contact - Telephone call made
Call to Staff Centre MacAfee

01/12/2026 Contact - Telephone call received
Interviewed Relative A1

01/13/2026 Contact - Telephone call made
Interviewed Staff Centre MacAfee

01/13/2026 Contact - Face to Face
Interviewed Staff C. Davis, Resident B, and Resident C

01/15/2026 APS Referral

01/15/2026 Exit Conference 

Violation 
Established?

Staff Centre MacAfee was rude and unprofessional when 
preparing Resident A's medications for an extended visit with 
family.

No

Additional Findings Yes
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ALLEGATION:  

Staff Centre MacAfee was rude and unprofessional when preparing Resident A's 
medications for an extended visit with family.

INVESTIGATION:  

On November 24, 2025, I conducted an unannounced on-site inspection at D.E.B. AFC 
#4 and interviewed Staff Clematee Davis who reported she was not here at the time of 
the allegations.  Staff Davis had no knowledge of the allegations and stated that she 
heard of the allegations from Relative A1.  Relative A1 reported to Staff Davis that the 
staff person preparing Resident A’s medications was rushing and causing errors.  Staff 
Davis denied that any residents have complained to her that staff are rude or 
unprofessional.  

On November 24, 2025, I interviewed Licensee Designee Laketa Brodnex who reported 
Relative A1 came to get Resident A’s medications as he was going to visit.  Staff Centre 
MacAfee was preparing the medications and Relative A1 was yelling at Staff MacAfee.

On January 9, 2026, I interviewed Resident A.  Resident A was somewhat difficult to 
understand.  Resident A confirmed he likes his home and the staff that work in the 
home.  Staff are nice and treat Resident A well.  Resident A feels safe at his home.  

On January 9, 2026, I left a message for Relative A1 to return my call.  On January 12, 
2026, I interviewed Relative A1 who reported the staff person who was preparing 
Resident A’s medications “was not doing it right.”  The staff person was on the phone 
talking while trying to get the medications together.  Eventually, Relative A1 obtained 
the needed medications for Resident A however the staff person was argumentative 
with Relative A1 and told her not to tell her how to do her job.  

On January 9, 2026, I called Staff Centre MacAfee.  Someone answered the phone and 
said they do not work as D.E.B. AFC #4 and hung up the phone.  I called back and left a 
message to return call.  On January 13, 2026, I interviewed Staff MacAfee regarding the 
allegations.  Staff MacAfee reported that Resident A was going to leave with Relative 
A1 for a visit.  Staff MacAfee was preparing Resident A’s medications and was 
reviewing his vitamins.  Relative A1 was yelling and rude to her because Staff MacAfee 
was not fast enough.  Staff MacAfee denied she was on the phone with anyone at the 
time of her preparing medications.  Staff MacAfee denied she behaved unprofessionally 
or was rude.

On January 13, 2026, I interviewed Resident B who was unsure how long he has lived 
at his home.  Resident B likes his home and staff are “alright”.  Staff are nice to 
Resident B and Resident B feels safe at his home.  Resident B confirmed that staff are 
professional and respectful.  Resident B is familiar with Staff Centre MacAfee and 
stated she is “alright”.  Staff MacAfee does not argue with Resident B, and she behaves 
in a professional manner.  Resident B believed Staff MacAfee to be a good staff person.   
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APPLICABLE RULE
R 400.629 Direct care staff; qualifications and training.

(4) Direct care staff shall possess all of the following 
qualifications before working independently:
   (a) Be capable of meeting the physical, emotional, 
intellectual, and social needs of each resident.

ANALYSIS: It was alleged that Staff Centre MacAfee was being rude and 
unprofessional while preparing resident medications.  Upon 
conclusion of investigative interviews, there is not a 
preponderance of evidence to conclude a rule violation.  

Staff MacAfee was interviewed and stated she was preparing 
Resident A’s medication as he was leaving the home with 
Relative A1.  Staff MacAfee was reviewing medications and 
Relative A1 was yelling at her.  Staff MacAfee denied being 
unprofessional or rude.  Relative A1 reported that Staff MacAfee 
was preparing Resident A’s medications and “wasn’t doing it 
right”.  According to Relative A1, Staff MacAfee was 
argumentative and told her not to tell her how to do her job.  
Three residents of the home were interviewed and denied that 
Staff MacAfee is rude or unprofessional.  

There is not a preponderance of evidence to conclude staff 
Centre MacAfee is not capable of meeting the needs of the 
residents of the home. 

CONCLUSION: VIOLATION NOT ESTABLISHED

ADDITIONAL FINDINGS:  

INVESTIGATION:   

On November 24, 2026, I reviewed Resident A’s medications.  Several medications are 
not listed on the medication sheets including the following: Centrum for Men, Calcium, 
Lulein, Cinnamon 500mg, Magnesium, Vitamin B-12, and Vitamin D3.  According to 
Staff Clematee Davis these medications are over the counter medications/vitamins 
brought to the home by his mother and are not ordered by a health care professional.

On January 15, 2026, I conducted an exit conference with Licensee Designee Laketa 
Brodnex.  I advised Licensee Designee Brodnex of the findings of my investigation and 
that I would be citing a rule violation.  Technical assistance was provided and Licensee 
Designee Brodnex understood that all resident medications have to be 
prescribed/ordered by a health care professional.  
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APPLICABLE RULE
R 400.675 Resident medications.

(1) Medication must be given, taken, or applied as 
prescribed, ordered, or directed by an appropriately 
licensed health care professional.

ANALYSIS: Resident A has several medications/vitamins that are brought to 
the home by his mother.  The medications are Centrum for Men, 
Calcium, Lulein, Cinnamon 500mg, Magnesium, Vitamin B-12, 
and Vitamin D3.  These medications are not ordered by a health 
care professional.

There is a preponderance of evidence to conclude resident 
medication was not ordered by a health care professional.

CONCLUSION: VIOLATION ESTABLISHED

INVESTIGATION:  

On November 24, 2026, I reviewed Resident A’s medications and medication 
administration sheets.  Several medications were not listed on the medication sheets 
including the following: Centrum for Men, Calcium, Lulein, Cinnamon 500mg, 
Magnesium, Vitamin B-12, and Vitamin D3.  According to Staff Clematee Davis these 
medications are over the counter medications/vitamins brought to the home by his 
mother and not ordered by a health care professional.
 
On January 13, 2026, I interviewed Staff MacAfee regarding the allegations.  Staff 
MacAfee reported that Resident A was going to leave with Relative A1 for a visit.  Staff 
MacAfee was preparing Resident A’s medications and was reviewing his vitamins.  Staff 
MacAfee reported Resident A’s vitamins are not recorded on his medication 
administration sheets.

On January 15, 2026, I conducted an exit conference with Licensee Designee Laketa 
Brodnex.  I advised Licensee Designee Brodnex of the findings of my investigation and 
that I would be citing a rule violation.  Technical assistance was provided and Licensee 
Designee Brodnex understood that all resident medication administrations that are 
supervised by staff must be logged and are to include the medication name, dosage, 
label for use, time to be administered, and the individual who administered the 
medication.
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APPLICABLE RULE
R 400.675 Resident medications.

(4) A licensee, administrator, or direct care staff shall 
comply with the following when supervising the taking of 
medication by a resident:
   (b) Complete an individual medication log that contains 
all of the following:
    (i) Medication name.
     (ii) Dosage.
    (iii) Label instructions for use.
    (iv) Time to be administered.
    (v) Initials of the individual who administered the 
medication at the time given.
    

ANALYSIS: On November 24, 2026, I reviewed Resident A’s medications 
and medication administration sheets.  Several of Resident A’s 
medications are not listed on the medication sheets including 
the following: Centrum for Men, Calcium, Lulein, Cinnamon 
500mg, Magnesium, Vitamin B-12, and Vitamin D3.  On January 
13, 2026, I interviewed Staff MacAfee reported that Resident A’s 
vitamins are not recorded on his medication administration 
sheets.

There is a preponderance of evidence to conclude that an 
individual medication log did not contain all resident medications 
including name of medication, dosage, time to be administered, 
and initials of the individual who administered the medication.

CONCLUSION: VIOLATION ESTABLISHED
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IV. RECOMMENDATION

Contingent upon receipt of an acceptable corrective action plan no change in the 
license status is recommended.

     1/15/2026
________________________________________
Christina Garza
Licensing Consultant

Date

Approved By:

            01/15/2026
________________________________________
Mary E. Holton
Area Manager

Date


