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 A Life Safety Code Survey was conducted by 
Healthcare Licensing and Surveys on 
04/15/2026. The survey was prompted by 
complaint intake WY00004614. Based on the 
findings of the survey team, the facility was in 
compliance with all regulations surveyed.
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other safeguards provide sufficient protection to the patients. (See instructions.)  Except for nursing homes, the findings stated above are disclosable 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 
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