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On 02/12/2024 Surveyor conducted an onsite visit 
to conduct verification visits for Statement of 
Deficiency (SOD) TJJR12 and SOD WJ7113. 
Surveyor also investigated 1 complaint, reviewed 
1 self-report and conducted a survey. Additional 
information was received through 02/14/2024. 

The previous citations from both SODs were 
corrected, the complaint was unsubstantiated and 
no deficiencies were identified. 

Census: 52

Under statutory provisions of Wis. Stat. ch. 50, a 
$200 revisit fee is being assessed.
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