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WIND RIVER REHABILITATON AND WELLNESS
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On 2/21/18 through 2/22/18, a complaint
investigation was conducted at Wind River
Rehabilitation and Wellness located in Riverton,
Wyoming. The survey was prompted by
complaint intake WY00002565. 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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