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A Life Safety Code revisit suryey was conducted by

Bldg. 09 Healthcare Licensing and Surveys on 03/06/2026 for all
previous deficiencies identified on 01/13/2026. All
deficiencles have been corrected, and no new
non-compliance was found. The facllity Is In compliance
with all requirements In accordance with 42 CFR 418.110

Any deficlency stalement ending with an asterisk {*) denotes a deficiency which the institution may be excused from correcting providing il Is determined that other

safaguards'pmvlde sufficlent protaction to the patients, (See reverse for furlher Instruclions.) Except for nursing homes, the findings stated above are disclosable 90

days following the date of survey whether or not a plan of corraction Is provided, For nursing hames, the abave findings and plans of correction are disclosable 14 days

g;;ﬁ}v:ngulhe date these documenls are made avallable fo the facllity. If deficlencles are clted, an approved plan of correction Is requisite to cantinued program
iclpatlon., .

LABORATW)‘S OR VIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DAT:
’ gl NeD 225/71

FORM c?@sa;{(dztge]‘ﬂmvicus Versions Obsolete Event|D: 1E12B3-L2  Facllity ID: WY531501 If continuation sheet Page 1 of 1




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 03/10/2026
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORREGCTIONS

IDENTIFICATION NUMBER:
§31501

(X1) PROVIDER/SUPPLIER/CLIA

{X2) MULTIPLE CONSTRUCTION
A. BUILDING 02 - KLOEFKORN HOUS
B, WING

03/06/2026

(X3) DATE SURVEY COMPLETED

NAME OF PROVIDER OR SUPPLIER
Central Wyoming Hospice Program

STREET ADDRESS, CITY, STATE, ZIP CODE
319 South Wilson Street , Casper, Wyoming, 82601

previous deficiencies idenlified on 01/13/2026. Al
deficiencies have heen corracted, and no new
non-campliance was found. The facllity Is in compliance
wilh all requirements in accordance with 42 CFR 418.110

{X4) \D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION {X6)
PREFiX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION}) TAG CROSS-REFERENCED TO THE DATE
APPROPRIATE DEFICIENCY)
K0ooo INITIAL COMMENTS K0000
A Llle Safety Code revisit survey was conducted by
Bldg. 02 Healtheare Licensing and Surveys on 03/06/2026 for all

Any deficlency statement ending with an asterisk (*) denotes a deficiency which {he instituion may beé excused fram correcting providing It is determined that other
safeguards provlde sufficient protection lo the patients. (See reverse for further instructions.) Except for nursing homes, the findings stated above are disclesable 90
days following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days
following the date these documents are made available to the facillty. If deficlencies are cited, an approved plan of correction is requisite to continued program

participation.
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AND PLAN OF CORRECTIONS

531501

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

{X2) MULTIPLE CONSTRUCTION
A.BUILDING
B.WING

(X3) DATE SURVEY COMPLETED
03/06/2026

NAME OF PROVIDER CR SUPPLIER
Central Wyoming Hosplce Program

STREET ADDRESS, CITY, STATE, ZIP CODE
319 South Wilson Street , Casper, Wyoming, 82601

A Emergonay Preparedness revisit survey was conducted
by Healthcare Licensing and Surveys on 3/7/2026 for all
previous deficiencies identified on 01/13/2026. All
deficiencies have been corracted, and no new
non-compliance was found, The facility is in compliance
with all requirements In accordance with 42 CFR
418.113.
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PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE DATE
APPROPRIATE DEFICIENCY)
E00Q0 Initial Comments E00Q0

Any deficlency stalement endlng with an asterisk (*) denotes a deficiency which the Institution may be excused from carracting providing !t Is determined that other
safeguards provide sufficient protection to the patients. (See reversa for further Instructions.) Except for nursing homes, the findings staled above are disclosable 90
days [cllowing the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of carrection are disclosable 14 days
following the date lhese documents are made avallable to the facility. If deficiencies are cited, an approved plan of correction is requislie to conlinued pragram

parlicipation.
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