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On 02/20/2024, Surveyor conducted a verification 

visit at Beehive Homes of Mt Horeb, a CBRF 

located in Mt Horeb, WI.

As a result of the survey, 0 violations of Chapter 

DHS 83 were issued.

Three violations from previous Statement of 

Deficiency (SOD) XGEJ11 were corrected.

Under statutory provisions of Wis. Stat. Ch. 50, a 

$200 revisit fee is being assessed.
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