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o ATTESTATION OF CORRECTION
C. By inserting the name of the fadity In the space below and retum,ng this form to the Bureau of Assisted Living
© Regional Omce, tile sender attests that all deficiencies have been or will be corrected within 45 days of receipt of0 this notice.
O Name - Provider / S upplier

Kettle Moraine Gardens Reae
I Street Address / City / Zip Code
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ATTESTATIONN
0 On behalf of the facility listed below, the facility attests that all deficiencies have been or will be corrected
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