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FORM APPROVED
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A. BUILDING: COMPLETED
R-C
B. WING 06/05/2025

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

2825 SOUTH WAUKESHA ROAD

TALL OAK F WEST ALLI
OAKS O S S WEST ALLIS, WI 53227
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5)
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{N 000} Initial Comments {N 000}
On 06/05/2025, Surveyor completed a verification
visit at Tall Oaks Of West Allis. Statement of
Deficiency XB6C11 was corrected, and no new
deficiencies were identified.
Under statutory provisions of Wis. Stat. Ch. 50, a
$200 revisit fee will be assessed.
Census: 15
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