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 N 000 Initial Comments  N 000

On 07/12/2023, with information gathered through 

07/13/2023, the Bureau of Assisted Living, 

Southern Regional Office conducted a licensing 

survey at St Coletta of WI St Agnes located at 

900 E Racine St in Jefferson, WI. 

No citations of noncompliance were issued.

Census:  8
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