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R
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
106 E MAIN STREET
MONDELL HEIGHTS RETIREMENT COMMUNI1T NEWCASTLE, WY 82701
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (x5)
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DEFICIENCY) !
{S 000}, Opening Comments {S 000}
Rules and Regulations utilized for this survey are:
Rules and Regulations for Program
. Administration of Assisted Living Facilities,
! Chapter 12, effective 12/12/2007
l Rules and Regulations for Licensure of Assisted
i lemg Facilities, Chapter 4, effective 06/28/2001
A revisit survey was conducted on 5/23/18 for
‘ previous deficiencies cited on 2/22/18.
Deficiencies have been corrected, and no new
» . noncompliance was found. With the exception of
' the dietary manager requirement (5074) which
- has an extended date of correction, the facility is
| in compliance with all regulations surveyed.
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