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Rules and Regulations utilized for this survey are:
Rules and Regulations for Program
Administration of Assisted Living Facilities,
Chapter 12, effective 12/12/2007
Rules and Regulations for Licensure of Assisted
Living Facilities, Chapter 4, effective 06/28/2001
A complaint survey was conducted by Healthcare
Licensing and Surveys on 3/1/18 at Willow Creek
Homes of Buffalo, WY. This survey was
prompted by complaint intakes LIC-18-016. It was
determined, based upon the findings of the
survey team, the complaint substantiated with no
current deficiencies identified.
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