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On 07/10/2023, the Bureau of Assisted Living, 

Southern Regional Office conducted a verification 

visit of statement of deficiency (SOD) ACO411 at 

Prairie Ridge Assisted Living [RCAC] located at 

819 Wilcox Street in Waupun, WI.  

No citations of noncompliance were issued. 

Census:  23 

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

$200.00 revisit fee is being assessed.
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