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State Rules and Regulations

It was determined, based upon the findings of the
survey team from the Office of Healthcare
Licensing and Surveys, that no deficiencies were
identified pertaining to state licensure
requirements. Therefore, as of the date the
survey was completed, your facility is presumed
to be in substantial compliance with the
participation requirements of Wyoming State
rules and regulations.

S000

Wyoming Dept of Health, Office of Healthcare Licensing and Surveys

e g Serur
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE (XB8) DATE

STATE FORM

6899

"} = Ly £
o Wd’ﬂi:ﬂrst’:’m@ﬁ‘ HREWVED é{ﬂgj" {g %2
ZPPN11 Wyoming Depi of Heal#ontinuatidh sheet 1 of 1

JUN 0 8 2009

Dfflce of Healthcare
Licensing and Surveys



