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There were no state regulation 5/14/09
On 5/11/09 through 5/14/09 a recertification deficiencies identified during the
survey was conducted at Castla Rock _ re-certification survey conducted
Convalescent Center in Green River, Wyoming. It May 11-14, 2009.

was determined, based upon the findings of the
survey team, that no state regulation deficiencies
were identified.

Wyoming Dept of Health, Office of Healthcare Licensing and Surveys

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE
STATE FORM 6899

Office of Hea
Censing ang Surveys

lthearg



