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On 06/10/2025, Surveyor completed a standard
licensure survey and 2 verification visits for
Statement of Deficiency (SOD) O8WQ11 and
SOD WK1511 at 107th St. House. No
deficiencies were identified.
Under statutory provisions of Wis. Stat. Ch. 50, a
$200 revisit fee will be assessed.
Census: 4
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