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 N 000 Initial Comments  N 000

On 10/09/2023, the Bureau of Assisted Living, 

Southern Regional Office conducted a standard 

licensing survey and 2 complaint investigations at 

Courtyard at Bellevue, a CBRF located in 

Bellevue, WI.

As a result of the survey, 0 violations of Chapter 

DHS 83 were issued.  

Both complaints were unsubstantiated.

Census: 34
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