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 N 000 Initial Comments  N 000

On 03/26/2024, the Bureau of Assisted Living, 

Southern Regional Office, conducted a complaint 

investigation at Hartford Estates I, a 

community-based residential facility (CBRF) 

located in Hartford, WI.

As a result of the survey, 0 deficiencies were 

identified.

The complaint was unsubstantiated.

Census: 8
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