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THE HEALTHCARE RESORT OF LEAWOOD - IRON HORSE HLTH

STREET ADDRESS, CITY, STATE, ZIP CODE

5401 W 143RD STREET , LEAWOOD, Kansas, 66224
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An offsite revisit survey was conducted on08/04/25 for
all previous deficiencies cited on 06/12/25. All 
deficiencies have been corrected as of the compliance 
date of 07/15/25, and no new noncompliance was found. 
The facility is in compliance with all regulations 
surveyed. 
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