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NAME OF PROVIDER OR SUPPLIER

LIFE CARE CENTER OF CASPER

STREET ADDRESS, CITY, STATE, ZIP CODE

4041 SOUTH POPLAR STREET
CASPER, WY 82601
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SNH

LIC REGS FOR NURSING HOMES

This State Rules and Regulations is not met as
avidenced by

Licensure Survey;

A survey was conducted by the Office of
Heaithcare Licensing and Surveys on 9/28/09
through 9/30/09. Based upon the findings of the
survey team, it was determined that this facility
was in compliance with the state requirements.
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