FIIM ELE U VLV Es

FORM APFROVED
Hesithcare Licensing and Surveys .
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA (%2) MULTIFLE CONSTRUCTION (¥8) DATE SURVEY
AND PLAN OF GORRECTION [DENTIEICATION NURIEES: A BUILDING: COMPLETED
! RGC
ALF030 B. WING _ 06/16/2022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY. STATE, ZIF CODE
1530 DOROTHY LANE
PRIMROSE RETIREMENT COMMUNITY OF CH CHEYENNE, WY 82009
XA I SUMMARY STATEMENT OF DEFICIENCIES o FROVIDER'S PLAN OF GDRRECTIDN {X8)
PREFIX (FACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIY, (EAGH CORREGTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LEC IDENTIFYING IRFORMATION) TAG CROSE-REFERENCED TO THE APPROPRIATE DATE
‘ DEFICIENCY? )
{S 000§ OPENING COMMENTS {5 000}

Rules and Regulations utilized for this survey are!

Rules and Regulations for Program
Adrministration of Assisted Living Facilifies,
Chapter 12, effective 08/24/2020.

Rules and Regulztions for Licensure of Assisted
Living Facliities, Ghapter 4, effective 08/28/2001.
A ravisit survey wags conducted from 6/14/22 {0
6/M6/22 for gl previous deficlencies cited on
5/4/22. All deficiencies have been cormected, and
ne new noncompliance was found. The facility is
in compliance with all regulations surveyed.
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