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{N 000} Initial Comments {N 000}

From 06/02/2026 to 06/04/2026, Surveyor 

conducted a verification visit at BeeHive Homes 

of Mt Horeb, a CBRF in Mt Horeb.

As a result of this survey, 0 violations of Chapter 

DHS 83 were issued. 

Three (3) deficiencies from previous statement of 

deficiency (SOD) # NCTO11, dated 02/23/2026 

were substantially corrected. 

Under statutory provisions of Wis. Stat. Ch50, 

$200 revisit fee is being assessed.

Census: 16
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