Wisconsin Department of Health Services

PRINTED: 04/29/2025

FORM APPROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . COMPLETED
A. BUILDING:
R-C
0008514 B. WING 04/16/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
22 MILO LANE
CHAMOMILE ASSISTED LIVING LTD
MADISON, WI 53714
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{N 000} Initial Comments {N 000}
On 04/16/2025, the bureau of assisted living
southern regional office conducted a verification
visit at Chamomile Assisted Living LTD a CBRF
located in Madison, WI.
As a result of this survey, 0 violations of DHS
Chapter 83 were issued.
Census: 16
Under statutory provisions of Wis. Stat. Ch. 50, a
$200 revisit fee is being assessed.
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