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On 7/20/07 a complaint investigation was
conducted for Sheridan Manoer located in
Sheridan, Wyoming. It was determined, based
upon the findings of the survey team, that no
deficiencies were identified pertaining to the
complaint investigation.
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days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.

FORM CMS-2567(02-09) Previous Versions Obsolste

Event 1D: 5GRI11

Facility IT: WY0028

If continuation sheet Page 1 of 1




