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STATEMENT OF DEFIGIENCIES (X1} PROVIDERISUPPLIERICUA {X2) MULTIPLE CONSTRUCTION (¥3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER; A BUILDING COMPLETED
G
53G003 B. WING 01/13/2026
NAME OF PROVIDER CR BLPPLIER STREET ADDRESS, GITY, STATE, ZIF CODE
8204 HIGHWAY 789
CANYONS ICFIMRE AT WYOMING LIFE RESOURCE CENTER LANDER, WY 82520
(x4 ID SUMMARY STATEMENT OF DEFICIENCIES ID FROVIDER'S PLAN OF CORRECTION (E)
i 1ENCY PRECEQED BY FULL PREFIX EACH CO RREGTIVE AGTIONSHOULD BE COMFLETION
P"T'Eg * PE&E!&%?& OR Ls"é'i'gérnfﬁmua INFORMAT IGN) TAG CF(tOES-REF EREQEIEB '"lé?‘g"l:l)EAPPRD'PRIAT E DATE
W 000| INITIAL COMMENTS W 000
A complaint survey was condycted by Healthcare
Licensing and Surveys from 1/12/25 to 1113725,
The survey was prompted by complaint intakes
WY00004574, WY (0004585, and WYQD004556.
it was determined, based upon the findings of the
survey team, that no deficiencies were identified
pertaining to the complaint investigation.
ORY HRECTOR'S DR, PROVIDERISUPPLIER REPRESENTATIVE'S SIGHATJRE TITLE (5] DATE
Facility Coordination Administrator 1/28/2026

with an astarizk {*} denotes a deficlency which the institution may be excused from comecting providing it is determined that
ather safeguands provide sufficient pretection to the patients. (See instructions.) Except for nursing homes, the findings steted above are disclosable S0 days
following the date of survey whether or not a plan of corraction is provided. For nursing homas, the above findings and plang of correction are disclossble 14

days following the date thesa documants are made avaitahle to the faclity, If deficiencies are cited, an approved plan of comaction is raduisite 1o continyed
program paricipation.
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