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NAME OF PROVIDER OR SUPPLIER

Worland Health and Rehabilitation

STREET ADDRESS, CITY, STATE, ZIP CODE

1901 Howell Ave , Worland, Wyoming, 82401

PROVIDER'S PLAN OF CORRECTION

Arevisit survey was conducted from 4/29/26 to
4/30/26 for all previous deficiencies cited on
4/2/26. All deficiencies have been found corrected,
and no new noncompliance was found related
specifically to the revisit survey.
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