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On 05/20/2025, Surveyor conducted a verification

visit at Majestic Heights Assisted Living II, a

Community-Based Residential Facility (CBRF) in

Hartford, WI.

No deficiencies identified.

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

$200 revisit fee is being assessed.

Census: 17

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

STATE FORM

6699 E5LS12

If continuation sheet 1 of 1




