FORM APPROVE!
OMB NO. 0938-039

JEPARTMENT QF HEALTH AND HUMAN SERVICES
IENTERS FOR MEDICARE & MEDICAID SERVICES

(X1) PROVIDER/SUPPLIERICLIA | (X2) MULTIPLE CONSTRUCTION | (X3) DATE SURVEY COMPLETED
STATEMENT OF DEFICIENCIES | IDENTIFICATION NUMBER:
AND PLAN OF CORRECTIONS A. BUILDING 06 - 105 MEADOW... | 08/26/2026
53G003
B. WING
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
Canyans ICFIMR at Wyoming Life Resource Center 8204 Highway?789 , Lander, Wyoming, 82520
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 1) (E Egg‘é‘g&gg’;‘l‘og‘ o S (X5)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX A ErcNcEDiTo ThE COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) |  TaG e e DATE
<0000 INITIAL COMMENTS K00DO

3ldy. 46

A Life Safety Code revisit survey was conducted on
06/26/2026 for deficlencles identified on 05/20/2026,
All deficiencies have been corrected, and no new
noncompliance was found. The facility is in
compliance with all requirements In aceordance with
42 CFR 483.470.

\ny deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correling providing it is determined that othet
iafeguards provide sufficient protection to the patients. (See reverse for further Instrugtions,) Except for nursing homes, the findings statcd above are disclosable
10 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 disciosable
-4 days following the date these documents are made aua:lable (o the Facility. If deficiencies are cited, an approved ptan of correction is requisite to continued
rogram participation.

ABORATORY DIREC OR'S OR F‘ROVIDI:RIbUPPLIER HEFPRELSENTATIVE'S SIGNATURE TITLE (¥B) DATE
Stephanie Wright Facility Coordination Administragtor ~ 7/27/2026
ORM CMS-2567 (02@9} Prewaus Versi@hs Obsolete Event 1D; 232443-L2 Facility ID: 53G009 {f continuation sheet Page 1, of




\EFARTMENT QF HEALTH AND HUMAN SERVICES FORM APPRQVEI

‘ENTERS FOR MEDICARE & MEDICAID SERVICES OMEB NO. 0338-038
(%1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY COMPLETED
STATEMENT OF DEFICIENCIES IBENTIFICATION NUMBER!
AND PLAN OF CORRECTIONS A. BUILDING 07 - 107 MEADOW.,. 06/26/2026
52G003
B. WING
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
Canyons ICF/MR at Wyoming Life Resource Center 8204 Highway789 , Lander, Wyoming, 82520
(%4) \D SUMMARY STATEMENT OF DEFICIENCIES [ E :gﬁ“ég’sgécﬂﬁcg &FT?&REESE&NBE (X5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX - CROSS-REFERENCED TO THE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG APPROPRIATE DEFICIENCY) DATE
<0000 INITIAL COMMENTS KO000
3idg. 07

A Life Safety Code revisit survey was conducted on
06/26/2026 for deficiencies identified on 05/20/2026.
All deficiencies have been corrected, and no new
noncompliance was found, The facility is in
compliance with all requirements in accordance with
42 CFR 483.470,

wny deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
:afeguards provide sufficient protection to the patients. (See reverse for fusther instructions.) Except for nursing homes, the findings stated above are disclosable
10 days follewing the date of survay whether or not a plan of correction is provided. For nursing homes, the abave findings and plans of correction are disclosable
4 days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite 1 continued
ragram paricipation,

ABORATQORY DIRECTOR'S OR PRQVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
"@ ’ Stephanie Wright Facility Coordination Administrator 7/27/2026

‘ORM CMS5-2567 (02/99) Previous Veddions Obsolele Evert ID: 232443-1.2 Facility 1D: 53G008 If continuation sheeat Page A of



JEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APFROVE!

{ENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-039
(X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY COMPLETED
STATEMENT OF DEFICIENCIES IDENTIFICATION NUMBER:
AND PLAN OF CORRECTIONS A, BUILDING 08 - 109 MEADOW... 06/2612026
536003
B. WING
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
Canyons ICF/MR at Wyoming Life Resouree Center 8204 Highway789 , Lander, wyoming, 82520
(x4) ID SUMMARY STATEMENT OF DEFICIENCIES o € :gﬁ‘é“ggg:cﬂﬁg O i BE (x8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX CROSS-REFERENCED TO THE COMPLE;'IOI\
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG APPROPRIATE DEFICIENCY) DAT
<0000 INITIAL COMMENTS ROODO
3idg. 08

ALlte Safety Code revisit survey was conducted on
06/26/2026 for deficiencies identified on 05/20/2026.
All deficiencies have been corracied, and no new
noncompliance was found. The facility is in
compliance with all requirements in accordance with
42 CFR 483.470.

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institudon may be excused from carrecting providing it is determined that other
:afequards provide sufficient protection to the patients. (Sce reverse for further instructions.) Except for nursing homes, the findings stated abave are disclosable
10 days following the date of survey whether or not a plan of correction is provided. For nursing homes. the anove findings and plans of correction are disclosable
4 days following the date these documents are made availabie 1o the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
ywogram pariicipation.

ABORATORY DIRECTOR'S QR FROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

\)\X Stephanie Wright Pacility Coordination Administrgtor 7/27/2026
‘ORM CMS-2567 {02/98) Previous Versighs Obsolete Event ID: 232443-1.2 Facility 10; 53G009 If continuation sheat Page 1 of




IEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVE!

:ENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-039
(X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY COMPLETED
STATEMENT OF DEFICIENCIES {DENTIFICATION NUMBER:
ATIG\D?:TAN OF CORRECTIONS A. BUILDING 06 - 111 MEADOW... | 06/26/2026
536003
B. WING
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
Canyons ICFIMR at Wyoming Life Resource Center 8204 Highway789 , Lander, Wyaming, 82520
TR P R e B
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX CROSS-REFERENCED TO THE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG APPROPRIATE DEFICIENGY) DATE
<0000 INITIAL COMMENTS KO0O00
3idg. 09

ALlfe Safety Code revisit survey was conducted on
08/26/2026 for deficiencies identified on 05/20/2026.
All deficiencies have been corrected, and no new
noncompliance was found. The facility is in
compliance with all requirements in accardance with
42 CFR 483.470.

sny deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from carrecting providing it is determined that other
;afeguards provide sufficient protection to the patients. (See reverse for further instructions.) Except for nursing homes, the findings staled atiove are disclosable
10 days following the date of survey whather ar not a plan of correction is provided, For nursing homes, the above findings and plans of correction are disclosable
-4 days following the dale these documents are made avaitable Lo the facility. If deficiencies are cited, an approved plan of correction Is requisite to continued
yrogram participation,

ABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESEN TAIIVEES SIGNATURE TITLE (X6) DATE
' u\ M;M Stephanie Wright Facility Coordination Administrafor 7/27/12026

‘ORM CMS-2567 (02/99) Previous Versidhs Obsolete Event ID: 232443-L.2 Fachty 1D: 53G009 If continuation sheet Page 1 of




JEPARTMENT OF HEAL.TH AND HUMAN SERVICES FORM APPROVEI

"ENTERS FOR MEDICARE & MEDICAID SERVICES OME NO. 0938-03%
(X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY COMPLETED
STATEMENT OF DEFICIENCIES IDENTIFICATION NUMBER:
AND PLAN OE CORRECTIONS A. BUILDING 18 - 402 MEADOW... 06l26/2026
53G003
B. WING
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
Canyons ICF/MR at Wyoming Life Resource Center 8204 Highway789 , Lander, Wyoming, 82520
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D (Efgﬁ‘é'ggﬁg’cﬂ‘ﬁg Bty o 5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX CROSS-REFERENCED TO THE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG APPROPRIATE DEFICIENGY) DATE
<0000 INITIAL COMMENTS K0aoo
3idg. 18

A Life Safety Code ravisit survey was conducted on
06726/2026 for deficiencies identilied on 05/20/2026,
All deficiencies have been corrected, and 1o new
noncompliance was found, The facility Is in
compliance with all requirements in accordance with
42 CFR 483.470.

\ny deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from corrécting providing It is determined that other
:afequards provide suflicient protection to the patients. (See reverse for further instructions.) Except tor nursing homes, the findings stated above are disclosable
10 days fotlowing 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
4 days following the date these documents are made available o the facility If deficiencies are cited, an approved plan of correclion is requisite to continued

yogram participation.

ABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
%\0 Stephanie Wright Facility Coordination Administrator ~ 7/27/2026

ORM CMS-2567 (02/99) Previous Versions olete Event |D; 232443-L.2 Facility ID: 53G002 If continuation shect Page 1 af



FORM APPROVE

IEPARTMENT OF HEALTH AND HUMAN SERVICES
CME NO. 0538-038

'ENTERS FOR MEDICARE & MEDICAID SERVICES

(X1) PROVIDERISUPFLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY COMPLETED

E OF DEFICIENCIES IDENTIFICATION NUMBER: .
?A.‘Il:lg P':A_IE\x-';DF CORRECTIONS A, BUILDING 22 - 106 CHAPEL 06/26/2026
536003

B. WING

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

Canyans ICFIMR at Wyoming Life Resource Center $204 Highway789 , Lander, wyonting, 82520

- T
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES o (Efgﬁ‘é'é’gﬁescpﬁ\?é' SCFT?C?NRSSOULE?IBE (x8)
BREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX R R REED O TE COMPLETION
Tac | REGULATORY OR LSC IDENTIFYING INFORMATION) | TAG RO R T DEFICIENCY) DATE
<0000 INITIAL COMMENTS Ka000
3idg. 22

A Life Safety Code revisit survey was conducted on
06/26/2026 for deficlencles identified on 05/20/2026.
All deficiencies have been ¢orrected. and no new
noncompliance was found, The facillty Is in
compliance with all requirements in accordance with
42 CFR 483.470.

\ny deficiency statement ending with an astefisk {*) denoles a deficiency which the institution may be excused from correcting providing it is determined that other
;aleguards provide sufficient protection lo the patients. (See reverse for further instructions,) Except for nursing homes, the findings stated above are disclosable
10 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
.4 days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

wogram participation.

(X6) DATF

ABORATORY DIRECTPR'S OR PROVIDERISUPPLIER REPRESENTATIVE'S SIGNATURE TITLE

j Stephanie Wright |Facility Coordination Administrdtor  7/27/2026
s Obsolete ~ Event 1D: 23244312 Facility ID: 53G009 If continuation sheet Page 1 of




JEPARTMENT QF HEALTH AND HUMAN SERVICES FORM APPROVEI

\ENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0936-039
(x1) PROVIDER/SUPPLIERICLIA | (X2) MULTIPLE CONSTRUGTION | (X3) DATE SURVEY COMPLETED
STATEMENT OF DEFICIENCIES | IDENTIFICATION NUMBER:
AND PLAN OF CORRECTIONS A.BUILDING 24 - 115 WAREHO... | 06(26/2026
53G003
B. WING
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
Canyons ICF/MR at Wyoming Life Resaurce Genter 8204 Highway789 , Lander, Wyoming, 82520
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ID e Al e L aE (X5)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX A el g COMPLETION
Tac | REGULATORY OR LSC IDENTIFYING INFORMATION) | TAG R S Al DATE
<0000 INITIAL COMMENTS K0000
3ldg. 24

A Life Safety Code revisit survey was conducled on
06/26/2026 for deficiencies identified on 05/20/2026.
All deficiencies have heen corrected, and no new
noncompliance was found. The facility is in
compliance with all requirements in accordance with
42 CFR 483.470,

wny deficiency statement ending with an asterisk (%) denotes a deficiency which the institution may be excused fram correcting providing it is determined that other
afeguards provide sutficient protection to the patients. (See reverse for lurther Instructions.) Except for nursing homes, the findings stated above are disclosable
10 days following the date of survey whether or nol & plan-of correction is provided. For nursing homes, the above findings and plans of gorrection are disclosable
.4 days following the date these documents are made available to the facility. f deficiencies are cited, an approved plan of correction is requisite to continued

rogram participation,

ABORATORY DIRECTOR"

OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Stephanic Wright  [Facility Coordination Administralor  7/27/2026
ORM CMS-2567 (02/99) Plevious Versions @psolete Event ID: 232443-L2 Facility 1D: 53G008 \f continuation sheet Page 1 of




JEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPRQVEI

\ENTERS FOR MEDICARE & MEDICAID SERVICES  OMBNO, 0828-039
(X1) PROVIDER/SUPPLIERICLIA | (x2) MULTIPLE CONSTRUCTION | (x3) DATE SURVEY COMPLETED
ATEMENT OF DEFIGIENGIES | IDENTIFICATION NUMBER:
S b PLAN OF CORRECTIONS A BUILDING 25 - 116 GREENH... | 06/26/2026
53G:003
8. WING
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2\P CODE
Canyans ICF/MR at Wyoming Life Resgurce Canter 8204 Highway789 , Lander, Wwyoming, 82520
' TION
(X4) D SUMMARY STATEMENT OF DEFICIENCIES D (Ezgﬁ‘égggé’cﬂ'ﬁg fCFT%’NRQESU& - (X8)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX O N CED TO THE COMPLETION
Tae | REGULATORY OR LSGIDENTIFYING INFORMATION) |  TAG R R ATE DEFICIENCY) DA
<0000 INITIAL COMMENTS K000D
3ldg. 25

A Life Salety Code revisil survey was conducied on
06/26/2026 for deficiencles identified on 05/20/2026.
Al deficiencies have been corrected, and no new
noncampliance was found, The facility Is in
compliance with all requiréments in accordance with
42 CFR 483.470,

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
wafequards provide sullicient protection to the patients. (See reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable
10 days following the date of survey whather or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable
4 days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
rogram participation,

ABORATORY DIRECTO!

'S OR PROVIDERISUPPLIER REFRESENTATIVE'S SIGNATURE TITLE (%6} DATE

§ b\\n Stephanie Wright Facility Coordination Administrator  7/27/2026
ORM CMS-2567 (02/89)|Previous Versiong] Obsolete Event |D: 232443-1.2 Facility ID; S3G009 If continuation sheet Page 1 of




{EPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVE!
ENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0838-038

(X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY COMPLETED
STATEMENT OF DEFICIENCIES IDENTIFICATION NUMBER:
AND PLAN DFFCORRECTIDNS A. BUILDING 29 - 300 ADMINL... 06/26/2026
53G003
8. WING
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
Canyons ICF/MR at Wyoming Life Resaurce Center 8204 Highway749 , Lander, Wyaming, §2520
(x4) D SUMMARY STATEMENT OF DEFICIENCIES o (E:gﬁ‘é"gggécﬁ‘;cg ng%NRSEgS&NBE (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX CROSS-REFERENCED TO THE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG APPROPRIATE DEFICIENGY) DATE
{0000 INITIAL COMMENTS Koooo
3ldg. 28

A Life Safety Gode revisit survey was conducted an
06/26/2026 for deficiencies identitied on 05/20/20286.
All deficiencies have been corrected, and no new
nopcompliance was found. The facility is in
compliance with all requirements in accordance with
42 CFR 483.470.

\ny deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
:afeguards provide sufficient protection (0 the patients, (See reverse for further instructions.) Except for nursing homes, the findings stated ghove are disclosable
i0 days following the date of survey whether or nota plan of correction is provided. For nursing hames, the above findings and plans of correclion are disclosable
A4 days following the: date these documents are made avaliable to the facility, If deficiencies are cited, an approved plan of correction is requisite to continued
rogran participation,

ABORATORY DIRECT@R'S OR PRQVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

L} ’
N \-ﬁ Stephanie Wright Facility Coordination Administrafor  7/27/2026
ORM CMS5-2567 (02/99) Previous Versiafjs Obsolete Event ID: 2324483-L2 Facility 10: 53G009 If continuation sheet Page 1 of




\EPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVEI

‘ENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-039
(%1) PROVIDER/SUPP LIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY COMPLETED
STATEMENT OF DEFICIENCIES IDENTIFICATION NUMBER:
ANI-Jr tlE’LAN OF CORRECTIONS A BUILDING 36 - 410 CAFETE... 06/26/2028
536003
B. WING
NAME OF PROVIOER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
Ganyons ICFIMR at Wyoming Life Resource Center $204 Highway739 , Lander, Wyoming, 82520
i CORRECT
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES I - :gﬁ\éggggcﬁ.‘;og ek C())NRSHOUIEDNBE _ (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX CROSS-REFERENCED TO THE COMPLETION
TAG REGULATORY OR LSC [DENTIFYING INFORMATION) TAG APPROPRIATE DEFICIENCY) DATE
<0000 INITIAL COMMENTS K0Q00

3idg. 36

A Lite Salery Cade revisit survey was conducted on
06/26/2026 for deficiencles identified on 05/20/2026.
All defiviencles have been corrected, and no new
noncompliance was found. The facility is in
compliance with all requirements in accordance with
42 CFR 483.470.

Any deliciency statement ending with an asterisk (*) denotes a deficiancy which the institution may be excused from comrecting providing itis detenmined that other
;afequards provide sufficient protection to the patients. (See reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable
10 days following the date of survey whether or not a plan of correclion is provided. For nursing homes, the above findings and plans of correction are disclosable
.4 days following the date these documents are made avaitable to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
rogram participation,

ABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
! m QQ 5 Stephanic Wright Facility Coordination Administrator ~ 7/27/2026
DRM CMS-2567 (02/39) Previous VerSions Obsolete “Event ID; 232443-12 Facility ID: 53G009 If continuation sheet Page 1 of




VEPARTMENT QF HEALTH AND HUMAN SERVICES
'ENTERS FOR MEDICARE & MEDICAID SERVICES

FORM APPROVE!
OMB N, 0938-039

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER!

53G003

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTIONS

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY COMPLETED

A, BUILDING 42 - COTTAGE €3 06/26/2026

B. WING

NAME OF PROVIDER OR SUPPLIER

Canyons ICF/MR at Wyoming Life Resource Center

STREET ADDRESS, CITY, STATE, ZIP CODE
8204 Highway789 , Lander, Wyoming, 82520

S PLAN OF CORRECTION
(xa) iD SUMMARY STATEMENT OF DEFICIENCIES D (EECRS\(’:'SSEE'CWE o S EE (X5)
PREFIX | (BACH DERIGIENCY MUST BE PRECEDED BY FULL | PREFIX O T 1 THE COMPLETION
mac | REGULATORY OR LSC IDENTIFYING INFORMATION) | TAG T D er RN DATE
<0000 INITIAL COMMENTS Konoo
31dg. 42

A Life Safety Code revisit survey was conducted on
0612612026 for deficiancies identified on 05/20/2026.
All deficiencies have been corrected, and no new
noncompliance was found. The facility is in
compliance with all requirements in accordance with
42 CFR 483.470.

\ny deficiency statement ending with an asterisk
:afeguards provide sufficient protection to the patiems.
10 days following the date of survey whether or not a plan af correction is pr

.4 days following the date these documents are made available (© the facility. |

srogram participation.

(* denotes a deficiency which the institution may be
(See reverse for further instructions.) Except fo

excused fram correcting providing itis determined that other
r nursing homes, the findings stated above are disclosable
findings and plans of correction are disclosable
site to continued

ovided, For nursing homes, the above
7 deficiencies are cited, an approved plan of corection is requi

ABORATORY DIRECTOR'S OR PROWDEB!SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE (X6) DATE

* \A\) ‘\M Stephanie Wright Pacility Coordination Administrjtor  7/27/2026
‘ORM CMS-2567 (02/99) Previous Versions/Obsolete Event 10! 232443-12 Facility ID; 53G009 If continuation sheet Page 1 of



JEPARTMENT QF HEALTH AND HUMAN SERVICES
‘ENTERS FOR MEDICARE & MEDICAID SERVICES

FORM APPROVE!
OMB NO. 0938-039

STATEMENT OF DEFICIENCIES

AND PLAN OF CORRECTIONS
536003

(X1) PROVIDER/SUPPLI ER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION
A. BUILDING 43 - DAY PROGRA...

(X3) DATE SURVEY COMPLETED
06/26/2026
B. WING

NAME OF PROVIDER OR SUPPLIER
Canyons ICFMR at Wyoming Life Resource Center

STREET ADDRESS, CITY, STATE, ZIF CODE
204 Highway789 , Lander, Wyoming, 82520

PROVIDER'S PLAN OF CORRECTION

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D ULD (X5)
SReFX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX <Eﬂcigg§g§&2g§g§g§,“%“$“& BE COMPLETION
e | REGULATORY OR LSC IDENTIFYING INFORMATION) |  TAG R o ATE DEFICIENCY) DATE
<0000 INITIAL COMMENTS K00Q0

3ldg. 43

All deficiencies have been corrected, and no new
nancompliance was found. The facility is in

42 CFR 483.470.

A Life Safety Code revisit survey was conducted an
06/26/2026 for deficiencies identified on 05/20/20286.

compliance with all requirements in accordance with

\ny deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from cormrecting providing It is determined that other
iafeguards provide sufficient pratection to the patients. (See reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable
10 days following the date of survey whether or nota plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable
4 days foflowing the date these documents are made available to the facility. If deficiencies are oited, an approved plan of correction is requisite 1o continued

irogram patticipation.

ABORATORY DIRECTOR'S QR PROVIDER/SUPFLIER REPRESENTATIVE'S SIGNATURE

 Aedd

TITLE (%6) DATE

Stephanie Wright 712712026

Facility Coordination Administrdtor

ORM CMS-2567 (02/89) Previous Versions Obgplete

Event 10; 232443-1.2 Facility ID: 52G008 If continuation sheet Page 1 of



JEPARTMENT OF HEALTH AND HUMAN SERVICES ) FORM APPROVE!

:ENTERS FOR MEDICARE & MEDICAID SERVICES OMB NOQ, 0938-039
(X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY COMPLETED
STATEMENT OF DEFICIENCIES IDENTIFICATION NUMBER: -
AND FTAN OF CORRECTIONS A. BUILDING 44 - COTTAGE B1 06/2612026
536003
B, WING
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
Canyons ICFIMR at Wyoming Life Resource Center 8204 Highway78¢ , Lander, Wyoming, 82520
) R
o | SovAR STTENENTOFOEFOENGES | D | (oMGICORRECTVEACTIONSHOUDBE | couad
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFX CROSS-REFERENGED TO THE CQMPLE;’IOI\
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG APPROPRIATE DEFICIENCY) DAT
0000 INITIAL COMMENTS Koo
3ldg. 44

A Life Safety Cote revisit survey was conducted on
06/26/2026 for deficiencles identified on 05/20/2028.
All deficiencies have been corrected, and no new
noncompliance was found. The facility isin
compliance with all requirements in accordance with
42 CFR 483.470.

\ny deficiency staiement ending with an asterisk (%) denotes a deficiency which the institution may be excused from cotrecting providing it is determined that other
;aleguards provide sufficlent protection to the patients. (See reverse for further instructions,) Except for nursing homes, the findings stated above are disclosable
10 days foliowing the date of survey whether or nota plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosabie
.4 days following the date these documents are riade available o the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
wogram parlicipation,

ABORATORY DIRECTQR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
w \k K Stephanie Wright Pacility Coordination Administrafor  7/27/2026

ORM CMS-2567 (02/99) Previous Version§jObsolete Event ID: 232443-L.2 Facility ID: 53G009 If continuation sheet Page 1 of



JEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVE!
'ENTERS EOR MEDICARE & MEDICAID SERVICES OME NO, 0938-039

(X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY COMPLETED
STATEMENT OF DEFICIENCIES IDENTIFICATION NUMBER:

AND PLAN OF CORRECTIONS A. BUILDING 45 - COTTAGE B2 06/26/2026
53G003
8. WING
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
canyons ICFIMR at Wyoming Life Resource Center 8204 Highway789 , Lander, Wyoming, 82520

PROVIDER'S FLAN OF CORRECTICN

(%4) 1D SUMMARY STATEMENT OF DEFICIENCIES D o e (X5)

PREEX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX (Eac%gggggcggg'mgﬁ%m% fouL COM gk%nor\
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) | TAG it

<0000 INITIAL COMMENTS 0000

3idg. 45

A Life Safety Code revisit survey was conducted on
06/26/2028 for deficiencies Identified on 05/20/2026.
Al deficienties have been corrected, and no new
nancampliance was found. The facility Is in
compliance with all requirements in accordance with
42 CFR 483.470.

\ny deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from sorrecting providing it is determined that other
:atequards provide sufficient protection lo the patients. (See reverse lor further instructions.) Except for nursing homes, the findings slated above are disclosable
10 days fellowing the date of survey whether or not a plan of correction is provided. Far nursing homes, the above findings and plans of correction are disclosable
-4 days following the date these documents are made available (0 the facility, If deficiencies are cited. an approved plan of correction is requisite to continued
rogram paricipation.
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JEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVEI
:ENTERS FOR MEDICARE & MEDICAID SERVICES - OMB NO. 0938-039

(X1) PROVIDER/SUPPLIERICLIA | (X2) MULTIPLE CONSTRUCTION | (x3) DATE SURVEY COMPLETED
ENT OF DEFICIENGIES | IDENTIFICATION NUMBER:
AND iTA:TDFFC%iTRIEc#oNS o A. BUILDING 46 - COTTAGE B4 06/26/2026
53G002
B. WING
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
cmyon_e: ICFIMR at Wyoming Life Resource Center 8204 Highway789 , Lender, Wyoming, 82520
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D (Efgﬁ‘é'gssgc?r';\’;‘g UL BE (X5)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX O L RENGED TO THE COMPLETION
Tac | REGULATORY OR LSC IDENTIFYING INFORMATION) |  TAG R R SCIENY)
<0000 INITIAL COMMENTS K0000
3ldg. 46

ALife Safety Code revisit survey was conducted on
06/2612026 for daficiencies identified on 05/20/2026.
Al deficiencies have been corrected, and no new
noncompliance was found. The fagility is in
compliance with all requirements in accordance with
42 CFR 483.470.

Any deficiency statement ending with an asterisk (%) denotes a defieiency which the institution may be excused from correcting providing it Is determined that other
safeguards provide sufficlent protection to the patients. (See reverse for further instiuctions.) Except for nursing homes, the findings stated above are disclosable
10 days following the date af survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable
.4 days following (he date these documents are made available to the facility. if deficiencies are cited, an approved plan of correction is reqjuisite to continued

irogram participation,
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JEPARTMENT QF HEALTH AND HUMAN SERVICES
‘ENTERS FOR MEDICARE & MEDICAID SERVICES

FORM APPROVE!
OMB NQ. 0938-039

STATEMENT OF DEFICIENCIES IDENTIFICATION NUMBER:

(X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY COMPLETED

AND PLAN OF CORRECTIONS A. BUILDING 47 - COTTAGE Al 06/26/2026
53G003
B. WING
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
Ganyons ICFIMR at Wyaming Life Resource Center 2204 Highway789 , Lander, Wyoming, 82520
'S N
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D (Eﬁgﬁ\é'gssécﬁ';og fgﬁg&&gﬂﬁ - (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX CROSS-REFERENCED TO THE COMSA.TEQIOB
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG APPROPRIATE DEFICIENCY)
<0000 INITIAL COMMENTS 0000
3ldg, 47

A Life Safety Code revisit survey was conducted an
06/26/2026 for deficiencies identified an 05/20/2026.
All deficlencles have been corrected, and no new
noncompliance was found. The facility is in
compliance with &l reguirements In accordance with
42 CFR 483.470.

\ny deficiency statement ending with an asterisk (*) denotes a deficlency

10 days following the date of survey whether or nol & plan of correc

.4 days following the date these documents are made available to the
rogeam participation.

which the institution may be excused from carrecting providing it is determined that other
:afeguards provide sufficient protection 10 the patients. (See reverse for further instructions.) Except for nursin

g homes, the findings stated above are disclosable

tion is provided, For nursing homes, the ahove findings and plans of correction are disclosable
facility. If deficiencies are cited, an approved plan of correction is reguisite to continued
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\EPARTMENT OF HEALTH AND HUMAN SERVICES
[ENTERS FOR MEDIGARE & MEDICAID SERVICES

FORM APPROVEI
OMB NO. 0938-039

STATEMENT OF DEFICIENCIES IDENTIFICATION NUMBER:
AND PLAN OF CORRECTIONS

53G003

(X1) PROVIDER/SUPPL ER/CLIA

(x2) MULTIPLE CONSTRUCTION | (X3) DATE SURVEY COMPLETED

A. BUILDING 48 - COTTAGE A2 06/26/2026

B. WING

NAME OF PROVIDER OR SUPPLIER
Canyons ICFIMR at Wyoming Life Resource Center

STREET ADDRESS, CITY, STATE, ZIP CODE
8204 Highway789 , Lander, Wyoming, 82520

PROVIDER'S PLAN OF CORRECTION

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D D P e SHCULD BE (X8)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX ‘EAC%EOSQEEFEEQSCED B COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG \PPROPRIATE DEFICIENCY) DATE
<0000 INITIAL COMMENTS koooo

3idg. 48

ALife Safety Code revisit survey was conducted an
Q612612026 for deficiencies identified on 06/20/2026.
All deficiencies have been corrected, and no new
noncompliance was found. The fagility is in
compliance with ali requirements in accordance with
42 CFR 483.470.

\ny deficiency s_tatemenl_endlng with an asterisk (*) denoates a deficiency which the institution may be excused fram correcting providing itis determined that othet
;afeguards provide sufficient protection to the paticnts. (See reverse for further instructions,) Except for nursing homes, the findings stated above are disclosable

10 days following 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

.4 days following the date these documents ace made available to the facility, if deficlencies are cited, an approved plan of correction Is requisite © continued

rogram participation.

g, \)
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Facility Coordination Administrator  7/27/2026
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JEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVE]
:ENTERS FOR MEDICARE & MEDICAID SERVICES OMB NOQ, 0938-039

(x1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY COMPLETED
STATEMENT OF DEFICIENCIES IDENTIFICATION NUMBER!

AND PLAN OF CORRECTIONS A. BUILDING 49 - REC CENTER... 06/26/2026
53G003
B, WING
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
Canyons ICF/MR at Wyaming Life Resaurce Center 8204 Highway789 , Lander, wyoming, 82520

PROVIDER'S PLAN OF CORRECTION

(xa) ID SUMMARY STATEMENT OF DEFICIENCIES ID B e (X5)

PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX mmgggggﬁ%‘;‘égéﬁg& T%HTOH%LD COM[';,,!A-E!;IO“
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) | TAG A R e DEFICIENCY)

<0000 INITIAL COMMENTS Koono

31dg. 49

A Life Safety Code revisit survey was conducted on
06/26/2076 for deficiencies identified on 05/20/2026,
Al deficiencies have been corrected. and no new
nencompliance was found. The facility is in
compliance with all reguirements in accordance with
42 CFR 483.470.

ny deficiency statement ending with an asterisk (%) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
:afeguards provide sufficient protection to the patients. (See reverse for further instructions.) Except for nursing hemes, the findings stated above are diselosable
10 days following the date of survey whether or nota plan of carrection is provided. For nursing homes, the above findings and plans of carrection are disclosable
4 days following the date these documents are made available to the facility. It deticlencies are cited, an appraved plan of correction is requisite to continuad
rogram participation,
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JEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APFROVE!

‘ENTERS FOR MEDICARE & MEDICAID SERVIGES OMB NO. 0936-039
(X1) PROVIDER/SUPPLIER/CLIA {%2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY COMPLETED
DE CIES IFICATION NUMBER:
Tﬁgi“.’_‘i’,:‘,%?ma‘ii‘é'fﬁo,qs IDENT A, BUILDING 50 - DAY PROGRA... | 06/26/2026
53G003 -
B. WING
NAME QF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2P CODE
canyons ICFIMR at Wyoming Lite Resource Center 8204 Highway789 , Lander, Wwyoming, 82520
ER!' F CO TION
(X4) D SUMMARY STATEMENT OF DEFICIENCIES D (E:CRl-?\ggRgsc?Til-ég fcnon?gﬁgum Lo (x5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX CROSS-REFERENCED TO THE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG APPROPRIATE DEFICIENCY) DATE
<0000 INITIAL COMMENTS KOo0a
3ldg. 50
A Life Safety Code revisit survey was conducted on
0B/26/2026 for deliciencies identified on 05/20/2026.

All deficiencies have been corrected, and no new
noncompliance was found, The fachlity is in
compliance with all reguirements in accordanse with
42 CFR 483.470.

\ny deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
:afeguards provide sufficient protection to the patients. {See reverse far further instructions.) Except for nursing homes, the findings stated ahove are disclosable
10 days following the date of survey whether or not & plan of correction is provided, For nursing homes, the above findings and plans of correction are disclosable
4 days following the date these documents are made available to the facility. If deficiencies ave ciied, an approved plan of correction is requisite to continued
rograny participation.
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