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Healthcare Licensing and Surveys:
STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIERICLIA (%2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF GORRECTION JDENTIFICATION NUMBER! A BUILDING: COMPLETED
- R-GC
ALF026 B. WING '03/24/2021 |
NAME OF PROVIDER OR SUPPLIER STREET ADDREGS, GITY, STATE, ZIP GODE
2950 REAGAN AVENUE
DEER TRAIL ASSISTED LIVING ROCK SPRINGS, WY 82901
)ID ~ SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION £45)
PREFI \GH DEFIGIENCY MUST EE P, ECEDED BY FULL EFI EACGH CORRECTIVEACTION SHOULO BE. COMPLETE
?Agx REtEgULﬁTOR‘Y OR LSC ldsmlﬁ‘;?n'o 'mg‘dammm P%qsx céqgs.gafsasggﬁg IE% gv)EAPFROPREA‘TE DATE
{8 000)| Opening Comments {8 000}
| Rules and Regulations utilized for this survey are; |°
Rules and Regulations for Program
Administration of Assisted Living Facilities,
Chapter 12, effective 12/12/2007
Rules and Regulations for Licensure of Assisted
Living Facilifies, Chapter 4, effective 06/28/2001
Arevisit survey was conducted on 3/24/21 for all
previous deficiencles cited on 214121, All
deficiencies have been corrected, and no new
noncompliance was found. The facility is in
compliance with all regulations surveyed.
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