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A state comblaint survey was conducted by the
Office of Healthcare Licensing and Surveys on
4/4/11 at Sierra Hills Assisted Living Facility
located in Cheyenne, Wyoming. Based upon the
findings of the survey team, it was determined
that this facility was in compliance with the state
reguirements.
Wyoming Dept of Health, Office of Healthcare Licensing and Surveys
TITLE (X6) DATE

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

STATE FORM

se88 PWMK11 if centinuation shaet 1 of 1




