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{N 000} Initial Comments {N 000}

On 07/29/2026, Surveyor conducted a verification 
visit at Summit View.

The deficiency identified in Statement of 
Deficiency GIN712, dated 04/13/2026 was 
corrected.

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

Census: 5

 

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

If continuation sheet  1 of 16899STATE FORM GIN713


