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(Y1) Provider/ Supplier/ CLIA/ (Y2) Multiple Construction (Y3) Date of Revisit
Identification Number A, Building 01 - MAIN BUILDING 01 01/10/2006
535048 B. Wing

Name of Facility Strect Address City, State, Zip Code Ve
WORLAND HEALTHCARE AND REHABIL 1941 HOWELL
WORLAND, WY 82401 'l

CMS-2567, Statement of Deficiencies and Plan of Correction that have been corrected and the date such corrective action was aggomplished Each defifigndy should be fislly identified using either the
regulation or LSC provision number and the identification prefix code previously shewn on the CM&567 {prefix codes showngo/fiis left Wire ent on the survey report forn),
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Followug to Survey Completed o Check for any Uncorrected Deficiencies. Was a Summary of Uncorrected
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