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On 12/16/2025, Surveyor conducted a verification 

visit at All for 1 Phase 1 Inc, an AFH in New Berlin, 

WI. 

Zero deficiencies of Chapter DHS 88 were 

identified.

Three of 3 violations from statement of deficiency 

(SOD) Z5V012, dated 07/10/2025, were 

substantially corrected. 

Under statutory provisions of Wis. Stat. Ch. 50, a 

$200 revisit fee is being assessed. 

Census: 4
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