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 M 000 INITIAL COMMENTS  M 000

On 08/12/2025 with information gathered through 

08/13/2025, Surveyor conducted a standard 

licensing survey at REM Knightsbridge, an AFH 

located in Madison, WI.

As a result of the survey, 0 violations of Chapter 

DHS 88 were issued.

Census: 4
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