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{N 000} Initial Comments {N 000}

On 03/30/2026, with information obtained through 

04/01/2026, the Bureau of Assisted Living, 

Southern Regional Office, conducted a 

verification visit at Elite Adult Family Home Inc 3, 

a community-based residential facility (CBRF) 

located in Menomonee Falls, WI.

As a result of the survey, 0 deficiencies were 

identified.

The previous deficiencies from Statement of 

Deficiencies (SOD) 6FW311 were corrected.

Under statutory provisions of Wis. Stat. Chapter 

50, a $200 revisit fee is being assessed.

Census: 8
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