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On 01/14/2025, Surveyor conducted a complaint

investigation at Woods Crossing.

The complaint was unsubstantiated.

As of 01/14/2025, the Licensee voluntarily

relinquishes the facility's DHS 83 CBREF license.

The provider will continue to hold certification

under Wisconsin Administrative Codes:

DHS 75.53 CSUS - Transitional residential

treatment service

DHS 75.54 CSUS - Medically monitored

residential treatment service
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