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On 11/11/2025, Surveyors conducted a 
monitoring visit at The Wisconsin Living LLC in 
Racine.
Surveyors attempted to conduct a verification visit 
but did not gain entry to complete the visit.

On 11/11/2025 at approximately 1:00 PM, 
Surveyors spoke with licensee. Licensee stated 
the property was being used as a rental, not an 
Adult Family Home. Licensee agreed to send 
notice to the Department confirming they were 
surrendering the license. 

Census: 0
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