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JEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVE(L
ZENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-038"
STATEMENT OF DEFICIENCIES féék??;gk??&sﬁ;;;ﬁgﬁCLlA (X2j MULTIPLE CONSTRUCTION {X3) DATE SURVEY COMPLETED
AND PLAN OF CORRECTIONS 531525 ' A. BUILDING 03/17/2026
B.WING

STREET ADDRESS, CITY, STATE, ZIP CODE

NAME OF PROVIDER OR SUPPLIER
770 S Washington St, Ste B , Afton, Wyoming, 83110

Symbil Hospice
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATICON} TAG CROS5S-REFERENCED TO THE DATE
APPRCPRIATE DEFICIENCY}
LC000 INITIAL COMMENTS L0000

A complaint survey was conducted by Healthcare
Licansing ang Surveys from 3/9/26 te 3/17/26.The
survey was prompled by complaint intake #27268254. 1t
was determinad, based upon the findings of the survey
team, that no deficiencies were identified pertaining

1o the complaint investigation.

Any deficiency stalement ending with an aslerisk (*) denoles a deficlency which the institution may be excused from correcting providing it is detormined thal other
sateguards provide sufficient protection to the: patients. (See reverse for further insiructions.} Excepl for nursing homes, the findings stated above are discicsable S0
jays following the date of survey wheiher or rol a plzn of correction is provided. Fer nursing homes, the above findings and plans of correction are disclosable 14 days
ollowing the date these decuments are made avallakle to the facllily. If defizlencies are ciled, an approved plan of correction is requisite te continued program

yarlicipation.
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