PRINTED: 07/23/2007

DEPARTMENT OF HEALTH AND HU, N SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED

A. BUILDING
c
535048 B. WING : 07/19/2007

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

1901 HOWELL

WORLAND HEALTHCARE AND REHABILITATION CENTER WORLAND, WY 82401

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES |5 PROVIDER'S PLAN OF CORRECTION (X5}

PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD 8E COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY}

F 000 | INITIAL COMMENTS F 000
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On 7/19/07 a complaint investigation was
cohducted for Worland Healthcare and
Rehabilitation Center located in Worland,
Wyoming. It was determined, based upon the
findings of the survey team, that no deficiencies
were identified pertaining to the complaint
investigation,
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