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NAME OF PROVIDER OR SUPPLIER

GOSHEN CARE CENTER

STREET ADDRESS, CITY, STATE, ZIP COBE

2009 LARAMIE STREET
TORRINGTON, WY 82240

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE
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DEFICIENGY)
SNH| LIC REGS FOR NURSING HOMES SNH

A survey was conducted by the Office of

Healthcare licensing and Surveys on 4/19/10

through 4/22/10. Based upon the findings of the

survey team, it was determined this facility was in

compliance with the state requirements.
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