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On 05/05/2026, the Bureau of Assisted Living, 

Southern Regional Office conducted a verification 

visit of statement of deficiency (SOD) O5JO11 at 

The Waters of Pewaukee located at W239N2540 

Dahlia Boulevard in Waukesha, WI.    

No citations of noncompliance were issued.   

Census:  13 

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

$200.00 revisit fee is being assessed.
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