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On 11/24/2025, the Bureau of Assisted Living, 

Southern Regional Office conducted a verification 

visit of statement of deficiency (SOD) 1C3911 at 

Brookdale Brookfield Memory Care (0014569), 

located at 685 Woelfel Road in Brookfield, WI.  

No citations of noncompliance were issued.

Census: 13

Under statutory provisions of Wis. Stat. Ch. 50, a 

$200.00 revisit fee is being assessed.
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