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 N 000 Initial Comments  N 000

On 12/15/2023, Surveyor conducted a standard 
licensure survey at Caletta Senior Living Holmen 
CBRF. 

The facility is currently operating under a 
probationary license. 

No deficiencies were identified. 

Upon the expiration of the probationary license 
the facility will be issued a regular license to 
provide care for up to 26 residents within the 
client groups of advanced aged, physically 
disabled and irreversible dementia/Alzheimer's. 

Census: 12
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