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This State Rules and Regulations is not met as
evidenced by:

It was determined, based upon the findings of the
surveyor from the Office of Healthcare Licensing
and Surveys, that no deficiencies were identified

‘pertaining to the state licensure survey.

Therefore, as of the date the survey was
completed, your facllity is presumed to be in
substantial compliance with the participation
requirements for the State of Wyoming Rules
and Regulations.
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