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{N 000} Initial Comments {N 000}

On 06/25/2025, Surveyor conducted an onsite 

visit to verify correction of 7 previous deficiencies 

at Delaney Home. 

Seven (7) of 7 previous deficiencies were 

corrected. 

No new deficiencies were identified. 

Census: 8

Under statutory provisions of WI Stat. Ch. 50 a 

$200 revisit fee is being assessed.
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