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SNH'  LIC REGS FOR NURSING HOMES SNH
A recertification and complaint survey was
conducted at West Park Long Term Care,
located in Cody, Wyoming from 2/7/11 through
— ... .- 2/10M1.-Based upon the findings.of the.survey. | | e |- -
team, it was determined that no deficiencies were
identified pertaining to the State requirements.
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