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Healing Hearts Home Health

STREET ARDDRESS, CITY, STATE, ZiP CODE
802 £ 3rd S, St 200, Gillette, Wyoming, 82716
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Ruies and Regulations utilized for this survey are:

Rules and Reguiations for Program Administratien of
Home Health Agencies, Chagier 8, effecive
10/15/2081.

Rules and Regulatons for Licensure of Home Health
Agencies, Chapter 20, effective 11/01/2001.

A revisit survey was canducted fram 7/21/26
through 7724026 for alt previous deficiencies citsd
on G728, Alt deficiencies have been found
carrectad, and ne new noncompliance was found.
The facility is i compliance with alf requlations
susveyed,
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