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{N 000} Initial Comments {N 000}

On 11/29/2023, The Bureau of Assisted Living, 

Southern Regional Office conducted an 

Enforcement Verification Visit at Spring House, 

an AFH located in Mineral Point, WI. 

As a result of this survey, 0 violations of Chapter 

DHS 83 were issued. 

1 violation from previous statement of deficiency 

(SOD) # WKNR13 dated 06/26/2023 was 

corrected.

4 violations from previous statement of deficiency 

(SOD) # GS4V11 dated 08/02/2023 were 

corrected.

Under statutory provisions of Wis. Stat. Ch50, 

$200 revisit fee is being assessed.

Census: 0
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