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(X1) PROVIDER/SUPPLIER/CLIA
| STAYEMENT OF DEFICIENCIES IDENTIFICATION NUMBER:

{X2) MULTIPLE CONSTRUCTION
A, BUILDING
B, WING

(%3) DATE SURVEY COMPLETED
03182026

NAME OF PROVIDER OR SUPPLIER
Haeplce of Laramie
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1754 Centennlal Drive , Laramis, Wyoming, 82070
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APPROPRIATE DEFICIENCY)
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A revlslt survey was conducted on 2/24/26 thraugh
2/18/2026 for all pravious deficienciey citad on
1/6/26, All defliclancles have been gorrected, and no
rew noncompliance was found. The facility 13 In
complance with all regulations surveyed.

any deficiency staterment ending with &n aslerigk (*} denotes a deflclency whic
saleguards provide sullclant protection o lhe pattents. (See reverse for further
tays following the date of survey whether or not a plan of correction Is provided, For nuraing hormas, the ab,

h the Institulion may ba excused from orrecting providing it 1s determined that athar
Instructions.) Exgept for nursing homas, the findings stated above are disclosable 90
ova findings and plens of correction are disclosable 14 days

bliowlng the date thase documants are made avallable 1o the faciily. If deflciencles are clted, an approved plan of carrecllon is requislts to continued pragram
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