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{N 000} Initial Comments {N 000}
On 11/24/2025, the Bureau of Assisted Living,
Southern Regional Office, conducted a
verification visit at Rivers Fox (The).
As a result of the survey, no deficiencies were
identified. Nine (9) previous deficiencies from
Statement of Deficiency (SOD) C6Q911, dated
08/11/2025, were substantially corrected.
Under statutory provisions of Wis. Stat. Chapter
50, a $200 revisit fee is being assessed.
A regular license will be granted on 11/30/2025.
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