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NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE
624 TWIN RIDGE AVENUE
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& e EVANSTON, WY 82930
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DEFICIENCY)
{8000} General Comments {S 000}
A Life Safety Code revisit survey was conducted
by Healthcare Licensing and Surveys on
04/29/2024 for all previous deficiencies identified
on 03/13/2024. All deficiencies have been
corrected, and no new noncompliance was found.
The facilty is now in compliance.
Wyoming Dept of Health, Aging Division, Healthcare Licensing and Surveys
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