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 N 000 Initial Comments  N 000

On 02/19/2025, Surveyor conducted a monitoring 

visit at Anchor Communities, a CBRF located in 

Fox Lake, WI.

Facility will be closing, monitored the care of 

remaining residents and relocation plan.  Facility 

has 3 remaining residents, 1 to move as of 

02/19/2025, the remaining 2 residents will move 

02/20/2025 or 02/21/2025.

0 violations of Chapter DHS 83 issued.
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