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0017042
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A. BUILDING:

B. WING

(X3) DATE SURVEY
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R
09/12/2024

NAME OF PROVIDER OR SUPPLIER

KINZIE WAY LLC

STREET ADDRESS, CITY, STATE, ZIP CODE

3900 KNOLL PLACE
RACINE, WI 53403
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{M 000} INITIAL COMMENTS {M 000}
On 09/12/2024, Surveyor conducted a verification
visit at Kinzie Way LLC, an Adult Family Home
(AFH) in Racine, WI.
No deficiencies identified.
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