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STATEMENT OF DEFICIENGIES | (1) PRDVIDER/SUPPLIERVGLIA ((2) MULTIPLY CONBTRUCTION (X5) DATE RURVEY
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535040 - B NG 06/08/2005
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X4 1D BUMMARY STATEMENT OF DEFICIENCIES I FROVIDER'E PLAN OF CORRECTION o
PRERI (BAGH DEFIGIENGY MUST BE PRECEEDED BY FULL PREFIX (EACH GORREGTIVE ACTION SHOULD 8E COMELETION
TAG REGLLATORY OR LSC IDENTIFYING INFORMATION) TAG CROBS-REFERENCED 70 THE APPROPRIATE DATE
DEFICIENCY)
{F 154} | 483.10(d)(3) FREE CHOIGE {F 164} [he facility will ensura personal 7/30/05
88=p privacy will be maintained for sach
The resident has the rigit to persohal privacy and resident. This will be accomplished
sonfidentlality of his or her peraonal and clinical by:
racords. .
All staff will be Inserviced concerning
Personal privasy includes accommodations, privacy issues. These lssues are to
medical traatment. wiltten and telephone address privacy to Resident #22 as
carmunications, personal care, visits, and wall as the other residents in the
mestings of family and resident groups, but this facility. These privacy issuss are to
doss not require the faciity to provide s private include knocking on the doar to the
roam for each resident. resident room, prior to entering, and
walting for a response from before

Excapt as provided in paragraph ()(3) of this entering the room. Staff will alao be
sectlon, the resident may approve of refuss the instructed to aiate what department
releass of parsonal and clinical racords to any they are from, L.e. dietary, nursing,
individual outside the facility. housakeeping, ete.

_ _ _ _| The resident's right o refuse releass of personal | | Nursingetaff aswellasHelping 3 = _
and clinical racards does not apply when the Herds, will be inserviced monthly as to
resident is transferred to another health vare these privacy issues.

inafitution; or record release s required by law. ) .
Documentation of these inservices will

be maintained by Administration, .

This issue will alue be addressed In
This REQUIREMENT I8 not mat as avidenced Q.A.

by:

Based on obaservation the facllity falled to ensure

privacy during cares for one of six sarple
residents (#22) for whom cares wers observed. ' VED

The findings were:
' Observation on 6/8/05 at 2:30 PM revenled 8 UL 06 2005
cerlifiad nurse aide removed resident #22's ton.
A "Helping Hand" aide entered the resident's WYOHING QEPTQF"EALW

bathroom, and the resident, who was still
bare-chested, was unhasessarily exposed,

LABORATORY DIRECTOR' W@DEWSUPFI ER REPRESENTATIVE'S 8IGNATURE TITLE {8 DATE
_@ﬁm 2/t VA € oo [os

Any dsflclency stater:{lfﬂtend e wiih an asterisk (*) denotes A defloienty which the instiiution mizy be axiused from correcting providing It s determinad that
uther safaguards provide sufficient profection to {he patlents. (See instructions.) Except for nursing horas, the findlngy statad above are disslosable 90 days
fotlowing tag date of survey whathar or not & plan of corection is provided, For nursing homes, the above findings and plans of conestion ere discionaile 14

days foltawing the dats these documents are made available o the facllily, H geficlancies are lted, an approved plan of correction (8 requisits 1 confinuag
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FORM APPROVED
GENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
‘STATEMENT QOF DEFICIENCIES (A1) PROVIDPR/SLUPFLIER/CLIA {%2) MULTIPLE CONSTRUCTION (Xa) DATE SURVEY
AND PLAN OF CORRECTION IRENTIFICATION NUMBER: COMPLETED
£, BUILDING
R
535040 B WING 0BI0BI2008

NAME OF PROVIDER OR SUPPLIER
MICHAEL MANOR

STREET ADDRESE. CITY, STATE, 2IP SODE
1108 BIRGH STREET
DOUGLAS, WY 82831

CRoC 'nl

(54 1 SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION x8)
PREFTY (EACH DEFICIENCY MUST BE PREGCEEDED BY FULL PREEEK (EACH CORRBOYIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG [DENTIFYING INFORMATION) TAS cnoss-naFEREggE'% IE:; (':r%e APBROPRIATE DATE
{F 318} | Continued From page 1 {F 318} This facility wilf ensure that a resldent 7130005
. i with a limited range of motion racsives.
F 3;:191% 489.25(s)(2) QUALITY OF CARE {Fae} appropriate treatr?xent ant sewicie!ﬁs
"KE=E . "
. neres
Based on the comprehensive assessment of a 'prgf:':feﬂ:?t?]g? c?;é?:;‘; g Iﬁ”g r;ouf
resident, the facilly must ensure that a resident motion. This will be accom |shge 4 by:
with a imited range of mation recelves ) womp y:
appropriate treatment and setvices to increase ; )
range of motion and/or to prevent further ;LuRc:fetgrtshﬁ ?}iien‘ggleg;{fm
decrease In rangs of motion. performiing range of mation
This REQUIREMENT s nat met as avidanced gzgu;?;;;?ztg'ilgfsﬁﬂ%thgﬁ:gg?:'aﬂ
by: _ ' restorative tasks. Restorative aide wil
Basad an medical racord review, review of facility be sent fo another faciity that has a
policies, and etaff interviews, the facility fafied to | good restorative pragram for this
provide range of motlon services for five of six iraining,
sample residents with limitad rangs of motion
(ROM)(#10, #171, #22, #39, #43), The findings 2) The last hour of the shift of the
were: _Restorative aite will be designated for
N dacumentation purposes,
Interview with the restorative alde on 6/8/05 af i
1:35 PM revealed the aide was being reasaigned 3) Range of motion exercises are fo
te routine nurse aide dutles about three times per include residents #10, #11, #20. #30
week and was not, therefore able to complete and #43 ag well as other residents
regtorative tasks for residents per orders. founel to be In need of range of mofion,
Review of the restorative record buok revealed 4) Restorative aide will be 4l
residents #32 and #22 who had identifed R eorative eid ¢ Crmaned to
restorative needs had raceived no restorative fioor, if neceasary, if available, to help
services during the month of May 2005, Resident her complete her tasks '
#23 was documented &3 recelving restorative ’
exerciaes 9 days in May, although ordered to 8) If tha CNA staff is short
receive range of motion exertlses 3 times per Restorative Aide will be schedulad to
week, Resident #45's May restorative work the fioor until after the morning
doqumentation showed the resitient refused mel,
once, and had received restorative services on
6/6/05 mnd 5/10/06. There was no docurnentation 8) CNAg can assist e wi
. , : ssist restorative with
for any resident the first & days in June. ambulating residents under restorative
eto
Review of the 3/2/05 quarterly minimum data set care to the dining room for meas.
FORM CME-2667(02-50) Previeus Varsions Obaolele Event | B3CE2 Facllty I WYDO16 If continuation shect Page 2 of 8
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FORM AFPROVED

OMB NO. 0538-0391

DERARTMENT OF HEALTH AND HUY | SERVICES

CENTERS FOR MEDICARE & MEDICAID S8ERVICES
l STATEMENT OF DEFICIENCIES (X1) PROVIDERISUPALIER/CLIA (X3) MULTIPLE CONSTRUCTION [3) DATE SURVEY
AND FLAN OF GORREGTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
' R
535040 B G 08/08/2005
HAME DF FROVIDER CR SUPFLIER STREET ADDRESS, GITY, 8TATE, ZIP GODE
1108 BIRGH STREET
MICHAEL MANGR DOUGLAS, WY 52639
oAl SUMMARY STATEMENT OF DEFICIENCIES D PROVIDERS PLAN OF CORRECTION o8)
PREFIX (EAGH DEFICIENCY MUST BE PREGEEDED BY FULL PREFIX (EACH GORRECTIVE AGTION SHOULD BE COMPLETION
e REGULATORY OR LT IDENTIEYING INFORMATION) TAG CROBY-REFERENCED TO THE APPROPRIATE DATE
; DEFIGIENGY)
{F 318} | Continued From page 2 {F 318} | F 318 (Continued from page 2)
(MD&) assessment revealed resldent #43 had
ROM limitations in the following areas: neck, both These Instances will be reported to
hands, both legs, and both feet. Review of g Reetorative Alde for dotumentation.
11/19/04 hospital diszharge summary showed the
resident had flexion contrastures. Review of the 7) This program will be evaluated in
11/19/04 admission nursing note showed the 90 days. If the program has not
resident was etiff in the jnints that ware procaeded satisfactorily within 80
coniractad. Review of the restorative nursing plan days, steps will be token to remedy the
dated 9/7/04 revealed the resident was supposed program fo satisfaction. Ancther staff
to receive ROM to the upper extremities, Review member ey be hired to assist
of the January 2008 restorative flow sheat Restorative Aide.
showed the resident recaived ROM sarvices five _
times. Raview of the February and March 2005 8) The activity director will confinue
restorutive flow sheats revealed thay wers blank; the weekly exercise program for the
there wera no documented ROM services residents.
previded. Raview of the Aprll 2008 flow sheet (up i
through 4/7/08) revealad It was also blank, During 8) Inzervices will be held for all staff 0%

an interview on 4/7/06 at 11:05 AM, the

| adminletrafor stated the previoug restorative aide |

did not decumant servicas provided, She further
stated the current rastorafive aide was belng
pulled off of restorative to "work the floor” (as a
pertified nurss aide),

Review of the 3/25/05 quarterly MDE
assessment showad resident #22 had ROM
limitations in the following aress; both legs, bath
faet, and other limitations. Review of 8 1/6/05
physical therapy clarification order showed the
resident was discharged to restorative, Review of
the 1/14/05 restorative referral showed the
resident was supposed to receive lower extramity
exercises and ambulaticn one to two timas per
waek. Review of & 3/23/05 physician progress
note showed the regident had pain in the knees,
and the faoliity was supposed to do a re-trisl of
restorative care. Review of the care plan dated
116105 showed the rasident received the
restorative program as toterated. However, review

as to the nacessity of ensuring range
“of miotion Tor residents. Nursing staff
can assist wih range of motlon
exercises at periodic times during the

day.

10) Care plans wil be updated for
residents #10, #11, #22, #38, and #45.
Care plang will be updated to raflect
information on the MDS, M8
Caordingtor will inform Restorative
Aide of any changes in the MDS which
refiect the restorative neads of any
resitdents, including restdents #40,
#11, #22, #39, and #43.

11} PCPC team will seview regidents'
teads and the communication of these
needs to restorative care at their
guarterly PCPC meetings,

Thig izzue will aise be addressed in
04,

FORM CMS-2667(02-08) Previous Yersiane Qbsaalste

Evenl [Ir: BSGEGE12

G 4 FGEE DN

Fegilly R:  WYDC1E

KITYIR 1444

If contiryation sheel Page 3of 8

MG LL GOOT DL ing




W
P :
DEPARTMENT OF HEALTH AND HUh’hﬁ\1 SERVICES ~ R!Fr-:gS!\DA A%B;%%’%ng

CENTERS FOR MEDICARE & MEDICAIL BERVICES : OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES 1) PROVIDER/BUPPLIER/CLIA {X2) MULTIFLE GONSTRUGTION {X8) DATE SURVEY

i BER
AND PLAN OF CORRBCTION IDENTIFICATION NUMBER A BUILDING COMPLETED
R

06/09/2004

B WING

536040
NAME COF PROVIDER OR SUPPLIER BTREET ADDRESS, CITY, STATE, ZIF CODE

1108 BIRCH STRERT
MICHAEL MANQR DOUGLAS, WY 82633

o) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDERS MLAN OF CURRECTION (8}
BRERIX {(EACH DEFICIENCY MUST BB PRECESDED HY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMELETION
TAG REGULATORY OR L3C IDENTIPYING INFORMATION) TAG CROBS-REFERENCED TO THEAPFROPRIATE | DATE
DEFIGIENGY)

{F 318} Continued From page 3 {F 318}

of tha February, March, and Aprit (throtgh 4/7/05)
2005 restorative flow sheets showed they were
blank, During an Intarview on 4/7/05 at 11:05 AM, ‘
the administrator statad the pravious restorative
aide did not dosurnent services provided. She
further siated the currant restorative alde was
being pulied off of restorative to "work the flaor
(2% a cerlified nurse aids).

Review of the 3/4/05 quarerly MDS assessmant
showad resldent #10 had ROM limftations in bath
legs and feet. Review of the 9/9/04 RAP moduls
far activities of dally living showed tha residant
had one or more limbs that was severaly
impaired, The 3/1/06 nursing summary indlcated
the resident had a contractures to the leg and
foot. Review of the medical record revealed no

- | = - —|evidence the resident received ROM-serviges— - - | -~ - = - — « oo o o -
The care plan dated 3/17/05 did not address the '
residents ROM limitations, Review of {he
restorative documentation book provided by the
faclity revealed the resident was not receiving

. restorative gervices. During an interview on
47108 at 11:05 AM, the administrator slated i
thare was no documentation in the restorative
bowk, then the resident was not racelving
restorative services,

Quring an Inferview on 417/08 st 11:05 AM, the
administrator siated the previous restorative alde
didd not docurment services provided. She furher
statad the current restorative alde was being
pullad off of resterative to "work the floor” (as &
certified nurse aide), Review of restorative flow
sheets In the restorative hook showed the
regtorative alde documented he/she was pulled to
I work as a certified nurse alde on 2/28/08, 3/2/05,

3/3/08, 34105, 3ITI0B, 3/8/06, 3/9/05, 3/21/05,
3723108, and 32405,
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PRINTED: 08/23/2008

FORM AFPROVED

QOMEB NO. 0938-0301

STATEMENT OF DEMCIENGIES K1) PROVIDER/SUPPLIBR/GLIA (42 MULTIPLE CONSTRUCTION (%3) DATE SURVEY
ANE}PLAN OF CORRECTION IDENTIFGATION NUMEER; COMPLETED
A BUILDING
B WING
635040 (06/09/2005
NAME OF PROVIDER OR SUPPLIER STREET ADDREBS, GITY, STATE, ZIP COUE
1108 BIRGH STREET
HAEL MAN
MICHAEL MANOR DOUGLAS, WY 82633
) I SUMMARY STATEMENT OF DEFICIENGIES In PROVIDER'S PLAN OF CORRECTION x5
" BREFIX {EAGH DEFICIENGY MUBT BE PREGEEDED BY FULL, PREFIX {BAGH CORRECTIVE AGTION SHOMLD BE GOMPLETION
TAG REGULATOIRY DR LSC IDENTIFYING INFORMATION) TAG GROSE-REFERENGED TO THE AFFROPRIATE BaTE
DEFICIENCY)
{F 318} Continued From page 4 {F 318}
Ruview of the facility's policy for ROM exerclses
(NP2-1802, 1/88) showad ROM exercizes
improve ar maintain jolnt mobilily and help to
prevent contractures. The policy stated the Jaints
exercised and the number uf repetitions should
be documented on the restorative nursing flow
shésls,
- o ol huy
F ﬁ?‘g 483.25(hY(1) QUALITY OF GARE {F 323} This faciity will ensure that each
OIS

The facllity must ensure that the resident
environment remaing as free of ecoident hazards
a5 i pogsible.

This REQUIREMENT is not met a8 evidenzed
_by:_ e —— o e ——m _—— . T
Basad on observetion, the facility failed to store
nursing supplies out of reach of resldents,and to
ensure 2 dimbwailer was not accessibla to
residents, The findings were:

1. QObservation on 4/7/05 at 4,35 PM revealad 2
clean utility reom which had an unlocked door.
This was again observed ont 68//05 at 11:00 AM,
I one of the: unincked cabinets, there wera
; medical supplies including iading swabstioks and
two, 16-0z bottles of mineral oil. On the countar
top there was a galion container labeled "i0:1
Bleach Water," which had no lid and was
approximately 1/8th full, The contents smelied
lixe blegch. In addition, the mom contained a
dumbwalter (elsvator) to trangport clean linen
: fram the basement to the mair faor, The door to
the dumbwalter was not locked. The opening to
the dumbwalter meastrad 23 inches by 33
Inches. Upon looking Inslde, the elevator was in

resident’s environment remains as fras
of aceident hazards as is possible,
This will be accomnplishad by:

1) The locking door knob on the clean
uiility rom, which containg madical

|- supplies, was remaoved and repiaced -
with a key padicombination lncking

door handle. The door cannat be
opened without entering the
combination, This not only Keeps the
residents safa from the meadical
supplles but also keepe the residents
from possibly entering the dumbwaiter,

2) The locking door krobh on the
basement door was alse replaced with
& key pad/combination losking door
handle. This pravents residents from
opening the basament daor, thua
preventing an accidental fall,

3) Cabinet doors at the nuraing station
are equipped with jocks. Staff has
been instructed to keep those cabinets
losked when not In use. This is being
monitored &% oftan as poasible by
other staif to ensure compliance.

6/12/05

6/12/05

7130105
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MEPARTMENT OF HEALTH AND HUN . S8ERVICES FORM APPROVED
_ CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO: 0938-0391
STATEVMENT OF DEFIGIENCIEE  [{X1) PROVIDER/SUPPLIER/GLIA (22) MULTIPLE GCONSTRUGTION (X$) DATE SURVEY
AND PLAN OF GORREGTION IBENTIECATION NUMBER COMFLETED
A, BUILDING
R
B, WING
538040 M 06/09/2008
NAME OF PROVIDER OR BUFPLIER STREETADDRESS, GITY, STATE, ZIP CODE
1108 BIRCH STREET
MICHARI. MANGR DOUGLAS, WY 82633
o D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN DF CORREGTION )
PREFIX (EAGH DEFICIENGY MUST BE PRECEEDED BY FULL PREFIX (EAGH GORRECTIVE AGTION SHOULD BE GOMPLETION
1A REGULATOKY OR LSC IDENTIFYING INFORMATICN) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{F 323} | Continued From page & {F 323} F323 (Continued from paga 5)

the down position (at the bagement), therefore ) s
there was a drop off down to the basement. This 4) The swinging entry deor to the 1/40/05

problern was not corrected as of /8/06 at 2:30 nurses statlon is equipped with 2 lock.
M. Staff has been Instructad to keep the

swinging door locked when not in use.
Thig le being monltored as often ae
possibla by other staff to ansure
compliarcs,

2, Qbsarvation on all days of the survey showed
the cabinets at the nurses' station were not
Jonked antd contained such iteme as syringes,
neades, and alcohol and Betadine wipes. In
addftion, insulin was kepf in the refrigerator, and
the 172 door at the nurses' station wag not always
lucked so the area behind the daor wee
acceseible to residants, Unlocked nureing supply
ciabinats ware again obsarved on B/8/05 at 1,45
FPM and 2:20 PM.

This issue will be addressed in QA

This portion removed as a resuit of the
Informal Dispute Resolution held

July 25, 2005 per Jean McLean, RD,
Acting Manager, Office of Healthcare i
Licensing and Surveys. ) .
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B} ; PRINTED: 08/23/200
DEPARTMENT OF HEALTH AND HUX ) 8ERVICES G(/"“‘ FORM APLRLa
CENTERS FOR MEDICARE & MEDICAID SERVICES QME NG, 0938-0381
STATEMENT Off DEFICIENGIES (X1} PROVIDER/SUHPLIER/GLIA (%2) MULTIPLE CONSTRUCTION {43) DATE BURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: GOMPLETED
A, BLILDING
R
B, N
535040 ® 06/08/2005
NAME QF PROMIDER OR SUPPLIER STREET ADDRESS, GITY, BTATE, 2P CODE
1108 RIRGH STREET
MICHAEL MANOR POUGLAS, WY B2833
o 1D SUMMARY BTATEMENT OF DEFICIENCIES He PROVIDER'S PLAN OF CORREGTION (XE)
PREFIX {EAGH DEFICIENGY MUST BE PRECEEDED BY FULL PREFIX (BACH CORRECTIVE ACTION SHOULD BE COMPLETICN
TAG REGULATORY OR L3C IDENTIFYING INFORMATION) TAQ CROSS-REFERENCED TO THE APFRUPRIATE DATE
DEFICIENGY)
This portion removed as a result of the
Informal Dispute Resolution held
July 25, 2005 per Jean McLean, RD,
Acting Manager, Office of Healthcare
Licensing and Surveys. " )
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o~ PRINTED: D8/23/2008

o~
DEPARTMENT OF HEALTH AND HUN ! SERVICES FORM ARPPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES QMEB NO. 06380381
STATEMENT OF DEFICIENGIES (X1y PROVIDER/SUPPLIER/CLIA (%2 MULTIPLE CONBTRUBTION () DATE BURVEY
AND PLAN OF CORRECTION SDENTIFICATION NUMBER; COMPLETED
A, BUILDNG
B, WinG R
536040 ’ 0B/092008
NAME OF PROVIDER OR SUPELIER BTREST ADDRESS, (ITY, STATE, ZiP GODE
1408 BIRCH STREET
MICHAEL MANOR DOUGLAS, WY 82633
(%43 1D SUMNARY STATEMENT OF OEFICIENGIES D FREVIDER'S PLAN OF CORRESTION 8
BREEX (EAGH DEFICIENGY MUST BE PREGEEDED SY FULL PREFIX, (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY DR L8C IDENTIFYING INFORMATION) TAG CROZB-REFERENGED T3 THE APPROPRIATE DATE

REFICIENGY)

This portion removed as a result of the
Informal Dispute Resolution held :
Tuly 25, 2005 per Jean McLean, RD, ‘
Acting Manager, Office of I-Iealthcale _ :
Licensing and Surveys, ,{: ) )
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Department of Heaith and Human Service-

. Centers for Medicare & Medicaid Service

Form Approved
OMB NO. 0938-0390

Post-Certification Revisit Reporf

Public reporting for this collection of information Is estimated to average 10 minutes per response, including time for reviewing Instructions, searching existing data sources, gatharing and
maintaining data needed, and completing and reviewing the colleciion of information, Send comments regarding this burden estimate or any other aspect of this collection of information

including suggestions for reducing the burden, to GMS, Office of Financlal Management, P.O. Box 26684, Baltimore, MD 21207; and fo the Office of Management and Budget, Paperwork
Reduction Project (0938-0390), Washinglon, D.C. 20503,

(Y1)

Provider/ Supplier / CLIAf

Identification Number
535040

(Y2) Multiple Construction

A. Building
B, Wing

{Y3) Date of Revisit
6/9/2005

Name of Facility
MICHAEL MANCR

Stroet Address, City, State, ZIp Code

1108 BIRCH STREET
DOUGLAS, WY 82633

This report is completed by a qualified State surveyor for the Medicare, Medicald and/or Clinicat Laboratory Improvement Amendments program, to show those deficiencies previously
reported on the CMS-2567, Statement of Deflcienclas and Plan of Cerrection that have been corrected and the date such corrective action was accomplished. Each deficiency should be
fully identified using elther the regulation or LSC provision number and the Identification prafix code previously shown on the CMS-2587 {prefix codes shown to tha Ieft of sach

requirement on the survey repart form).

(Y4) Item {Y5) Date (Y4) Item (Y5) Date (Y4) Item (Y5) Date
Correction Correction Corraction
Completed Completed Completed
ID Prefix  Foz21 05/23/2005 ID Prefix  Fp225 05/12/2005 ID Prefix  Fo241 05/05/2005
Reg. # 483.13(a) Reg. # 483.131c)1)(ii) Reg- # 483.16(a)
LsC LSC LSC
Correction Correction Corraction
Completed Completed Completed
ID Prefix  Fo253 05/23/2005 D Prefix  Fo271 05/23/2005 ID Prefix  Fo274 05/23/2005
Reg. # 483.45(h)(2) Reg. # 483.20(a) Reg. # 483 20(bX2)i)
LSC LSC LsC
o _ _Correction | _ ) _ __ Correction |- o _ Correction
Completed Completed Completed
(D Prefix  Fo278 05/23/2005 ID Prefix  Fozgq 0412512005 ID Prefix  Fo3ne 05/10/2005
Reg. # 483.20(q) - (h) Reg. # 483.200k)3)(i) Reg. # 483,25
LsC LsSC LSC
Correction Correction Corraction
Completed Completed Completed
ID Prefix  Fo312 05/05/2005 ID Prefix  Fo3q4 05/23/2005 ID Prefix  Fo316 05/241£2005
Reg. # 483 250a)(3) Reg. # 4g3.25(c) Reg. # 483.25(d)2)
LsC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix  Fo324 05/23/2005 ID Prefix  Fo327 0412812005 ID Prefix  Fo329 05/23/2005
Reg. # 483.25(hy2) Reg. # 483.25()) Reg. # 483.25(1)(1)
LsC _ LsC LsC
Reviewed By 3 Reviewed By Date: Sig ature of Surveyor: Date:
State Agency %%% “@ ~77-0 SJ
Reviewed By Reviewed By Date: SignMure of Surveyor Date:
CMS RO
Form CMS - 25678 (9-92) Page 1 of 2 EventiD: BSCG12
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. Centers for Medicare & Medicaid Servicet OMB NO. 0938-0390

Post-Certification Revisit Report

Public reporling for this collection of informallon Is estimated to average 10 minutes per response, including time for reviewing instructlons, searching existing data sources, gathering and
maintaining data needed, and completing and reviewing the collection of information. Send comments regarding thls burden estimate or any other aspect of this ccllection of infermation
including suggestions far reducing the burden, to CMS, Office of Financlal Management, P.O. Box 26684, Ballimore, MD 21207, and to the Office of Management and Budget, Paperwork
Reduction Project {0938-0380), Washingion, D.C. 20603,

(Y1) Provider/ Supplier!/ CLIA/ (Y2) Multiple Gonstruction {Y3) Date of Revisit
Identification Number A. Building
535040 B. Wing 6/9/2005
Name of Facility Street Address, City, State, Zip Code
MICHAEL MANOR 1108 BIRCH STREET
DOUGLAS, WY 82633

This report Is completed by a qualified State surveyor for the Medicare, Medicaid and/or Clinical Laberatory Improvement Amendments program, to show those deficiencles praviously
reported on the CMS-2567, Statement of Daficiencies and Plan of Gorrection that have been corrected and the date such corrective action was accomplished, Each deficiency shouid be
fully Identified using either the regulation or LSC provision number and the identification prefix code previously shown on the CMS-2567 (prefix codes shown fo the left of each
requiremnent on the survey report form).

{Y4) Item {Y5) Date {Y4) ltem (Y5} Date (Y4) ltem (Y5)  Date
Correction Correction Corraction
Completed Completed Completed
D Prefix  Fo406 04/28/2005 ID Prefix  Fo454 05/23/2005 1D Prefix  Fo467 05/23/2005
Reg. # 483.45(a)(1)8(2) Reg. # 483,70 Reg. # 483.70(h}(2}
LSC LSC LsC -
Correction Correction
Completed Completed
ID Prefix  Foges 04/11/2005 D Prefix  Fos20 05/23/2005
Reg. # 483.75(e){4) Reg. # 483.75(o)(1)
LSC LsC

Reviewed By Reviewed By Date: Signatyre of Surveyor: Date:
State Agency % )/}/) ate'/.,' é -/ ) =0 Ky

el

Reviewed By
CMS RO

Reviewed By Date: Signature of Surveyon Date:

Followup to Survey Completed on: Check for any Uncorrected Deficiencles. Was a Summary of
41712005 Uncorrected Deficiencies (CMS-2567) Sent to the Facility?  vypg

NO

Form CMS - 25678 (9-92) FPage 2 of 2 Event1D: BSCGi2



