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 M 000 INITIAL COMMENTS  M 000

On 05/09/2025, Surveyor conducted a monitoring 

visit at Bethsaida Augusta, an AFH located in 

Madison, WI.

The facility will be considered a Non-Ambulatory 

facility.  

The facility has demonstrated compliance for all 

required criteria to meet non-ambulatory resident 

needs.

The non-ambulatory status will be effective 

05/09/2025.
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