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On 12/17/2024, Surveyors conducted a 

verification visit at Apple Creek Place III for 

Statements of Deficiency (SOD) 64N411 and 

SOD P4Z914.  All previous deficiencies were 

corrected.  No new deficiencies were identified.  

The multiple surveys were combined into one 

revisit survey. SOD P4Z915 will be issued to the 

provider.

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

$200 revisit fee will be assessed.

Census: 8
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