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 N 000 Initial Comments  N 000

On 10/01/2025, Surveyors conducted a 

probationary survey and 1 complaint investigation 

at Allouez Senior Living by Frontida in Green Bay.

One (1) of 1 complaint was unsubstantiated.

As a result of the survey, no deficiencies will be 

issued. A standard license will be issued.

Census: 36
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