Jan 07 25, 11:58p p.3

PRINTED: 01/02/2025

‘ _ FORM APPROVED
Healthcare Licensing and Surveys
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA [X2) MULTIPLE CONSTRUCTION [X3) DATE SURWEY
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R
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE, ZiP CQDE
150 WYOMING STREET
SH LY TIREMENT CEN
CGWEOAT RE TER LANDER, WY 82520
144 1D SUMMARY STATEMEMT GF DEEICIENCIES D PROVIDER'S PLAN OF CORRECTION (X8
PREFIX [EACGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX [EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATICN) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY}
{S 000} OPENING COMMENTS {S 000}
Riles and Regulations utilized for this survev are:
Rules and Regulations for Program
Administration of Assisted Living Facilities.
Chapter 12, effective 08/24/2020.
Rules and Regulations for Licensure of Assisted
Living Facilities, Chapter 4, effective 06/28/2001.
A revisit survey was conducted from 12/8/24 to
12127124 for all previous deficiencies cited on
9/5/2024, All deficiencies have begen corrected,
and no new noncompliance was found. Tae
facility is in compliance with all regulations
survayed.
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