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R-C
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NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

2401 SOUTH PEACH AVENUE
MARSHFIELD, WI 54449

PEACH AVENUE GROUP HOME
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DEFICIENCY)
{N 000} Initial Comments {N 000}
A verification visit was conducted on 06/04/2026
at Peach Avenue Group Home. As a result of this
survey, the deficiency was noted to be corrected.
Per state statutes a $200.00 revisit fee will be
assessed.
Census: 5
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