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{N 000} Initial Comments {N 000}

On 01/30/2025, Surveyors conducted a 

verification visit at Bay Harbor Memory Care 

Assisted Living of Madison, a CBRF in Madison.

No deficiencies were identified. Statement of 

Deficiency (SOD) MXVF14, dated 12/10/2024, 

was corrected.

The facility will be identified by the department as 

facility ID #0019869.

The facility will be able to serve up to 60 

individuals with a primary diagnoses including 

advanced age, irreversible dementia/Alzheimer's, 

emotionally disturbed/mental illness and 

physically disabled.

The facility will be issued a regular license 

effective 02/01/2025.

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

$200 revisit fee is being assessed.

Census: 39
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