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: ‘ corractio
(F 181} | 483.10(2)(") ASBURANCE OF FINANCIAL {F1en) IQ;Z&’E{Z,:’OU‘: ;"gga':iun of |19/

§8«E | SECURITY compliance. New

The faciity muet purshsse a surety bond, of - POC
otharwise provide asaurence satisfactory to the | Date
Secrotary, (o sasure the ascurity of sl personal
funda of regidents deposited with the facliy,

A new surety bond will ba - 7/18/08 |-

This REQUIREMENT |g not met ea avidencad implemanted that will address .
v and meet the federal

Basod o review of the gortificate of properny guidelines.
insurance and l:rﬂ_' Ic:\ftmlaw. t‘m lemfh”:d ’a:
ssiure the securlty of parsenal resident funds for This will be reviewed vearly b
managed managed by the facilty, At the tme of !

1h» sUrvey, the faciity census waa 74. The
findings ware:

Raview on 1he dets of tha follow-up survey
revoried no change hud been made in the
protection of tha residents’ Fust gesount. A latiar
from the Department of Administrabon and

| Information, dated 3723/08 and slgnod by the
| Stete Risk Analyst, revealed the Public Employae
Dishonesty Coverage with a $25,000 deductible
waa the primary covaraga the 1acility had in place
o pay In the svent a resident suatained aloss of :
funds, Accarding o tha Istter, coverage ol less
than the daduclible mount weould be provided by
“ssiHineursnce.” which is not accaptabis to fhe
Secretinry. Interviaw with the facility's.
administrator on 5/15/08 at 17:30 AM varifled the
(ack of a gyrely bond or othar similgr cnvara?:
the! wauld provide protection for any lossgs for
any follure by the faciity (e heid, safeguers,
manage, and account for raaident funds.
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STATEMENT OF DEFICIENCIES (%1) PROVIDER/SUPPLIBR/CLIA {X2) MULTIPLE CONBTRUGTION . (X3) DATE SURVEY '
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R
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NAME OF PROVIDER OR SUPF'U‘ER STREET ADDRESS, CITY, 8TATE, ZIP CODE

290 HWY 20 SOUYH

WYOMING RETIREMENT CENTER BASIN, WY B2410

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIER D PROVIDER'S RLAN OF CORRECYION o
PREFIX {EACH DEFIGIENGY MUST BE PRECEEDED BY FULL, PAERIX {EACH CORRECTIVE ACTION SHOLLD BE combLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG cnoss-nerensgg;% 11.'&% g%e APPROPRIATE DATE
{F 276} [ 483.20(g) - U) RESIDENT ASSESSMENT (F278)| . F278 —The faciiity wlll ensure the  {3/1¢/08
SS<E ‘ | resldent assessment will accurately
The aseassment myst accurately reflect the . reflact the resident’a status, A
resident's atatus, , regiatered nuree will sign and New
. _ cerlify that the assessmant ja POC
A registerad nurse must conduct or coordinate completed, and each Individual whg Date
each aseessmant with the appropriate completas a portion of the
participation of heatth profeselonals, ' nsseasimant will sigh and esrtify the
A regigtered nurse must sign and certify that the accuracy of his/her portion of the
assessment is complated. assessmant. ‘
Each lndividual who completes a portion of the This will be accomplished by:
assesament must sign and certify the accuracy of
thet portion of the assessment. _ 1) Resident #12 ~ The Medl(care 5/16/08
' ve (5) day Minimum Da
Under Medicare and Med|cald, an Individual who {La &Ld[cgrgn 1l'ourteen (1?) 3:;3'“,

wilifully and knowingly certifies a materlai and
‘false statement In & resident asaesament ie
subject ta n civll money penalty of not mora than

Minimum Data Set assessments
have been signed by the Minimum

$1,000 for sach ansessment; or an Individual who Data Set Coordinater and the
willtully and knowingly causes another individual professionals who participated In

to certlty a material and faise atatemant in a the asseasmant process, The
resident assessment |s subject to a civil monay predated date on the R2B has beer]
penalty of not mora than $5,000 for egch corrected tu reflect when the
msaessment, Minimum Data Set was signed by

| SRS L registerad nursa coordinator.
Clinkcal disagraement does not constitute a 9 Inator

material and foloe statement. 2) Resident #18 — The quarterly | 6/16/08
_ | ' Minimum Data set has been signed|
This REQUIREMENT is not met as evidencad and dated by all professionalz who
by: : corpplet?d a portlon of the
Based en medical record review and staff resident s assessment. Tha
Interview, the facllity failed to ensure the Minimum registered nurse coordinator has
Data Set (MDS) sesessments for 3 of 4 aample signed and dated the verification of
residents (#12, #18, #74) were signed and dated the completion of the asasasment,
| by participating profassionsl steff. Tha findings The predated date haa besn
were. S changed to refles] when

_ , assepament was signed.
ORM CMS-2557 (C205) Previouk Varsiony Obeslste Event [D: X1)Ut2 Fagilty 1D Wwynose H continuation shest Fage 2 of 8
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NAWR OF PROVIDEA OR 8URPLER STRRAT AUDRESS, GITY, STATE, B CODE R
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WYOMING RETIREMENT CENTER BASIN, WY 82410
e 1D SUMVARY BTATEMENY OF CEFICIANGINR D AROVIPEAH PLAN DP CONRECTION L]
H ey Gy Ful : en |
| GURRERRATEIGN | e oJapemeieciige | cfbe
DEFIGIENGY)
(F 278) | Continuad From page 2 . (F278)  3) Resident #74 — The Madlears
Record Jn\rlow rme:ad rulfidem ¥12 wag. five (5) day Minimum DTta St
a‘dm!de on 4/27/08 for gkiliod awrvices. The assessment has been slgnad an+
Medicere § day Minimum Data Set {MDS) dated by all professionals who |
asssaament hed an apsegsmont referance date {sted a portion of the
(ARD) of 5/3/08, Further raview showed the compieted a p .
.. |interim care plan for this rasiden! wag completad. .. ...........|.. .Bs3essment. The registered. | | .
" [However, pg of & 18/08 the MDS had hot been | nurse coordinalor has signed-and
slarr‘\i:‘d h‘y e:r;y ?': tr:a mfa'?m?lnaiso :Jho t dated tha verification of the
participaied in the collection or nsseggmean _ i ant.
process. In addition, tha line fer the RN %i:plr%;]ar:g Lh;: f‘:?;gn
aeaeesmani Coordinator's algnalure was P
Pra-dated wilh the date 5/a/08, but had sisa nol | changed to reflact when
been cigned, Reeident ¥12 had & secona MDB : assessment was signed.
Ellml‘bo‘n&?mw and was geslgnatgd a:
e Medlcars 14 day agseasmant, This MDS hp 0 nurse manager and nurse 7/18/0F
&n ARD of 5/7/06, This MDS was glso not sipnad Igucglil;r will in-sgérvice all i
or dated by any of the Individusie who completad fassionale Invelvad in th
# portion of this particular MDE, The RN prolaasionais Invelved in the
asessament Coprdinator signuiume line was Minimum Data Set process on
predatad with tha dute 5/10/08; however, thare ' the revised pellcy and procedure
was no aignature on (he document, of ensuring the assessment ia
] : regulates
Regord roview revealed recidont #18'e current ::gg?rg ;’;g dﬁﬁ;gnr;haen%%r “:md
quartedy MDS azsessment had an ARD of . \ h{
$/6/06, The dooument tacked sl signatures and audit waekly for one month for
datax for Individuale who compieted 2 portlon of the compliance of this correction
tcm f;rlm.‘:unllnrlr?oro‘“ma RN au;:atgonlt and will report at the manthly
oardinator signature line wed pradated with the Quality Improvement meeting tha
date 5/12/08, but was not signed ap of 1ha Burvey : :
oole of 518108, results of audit for review and
recommendations,
Record review revealod resldent 474 had an MDS
icenifisd as » Maedicars 5 day asoesemen| with The facility manager and nurse
#n ARD of 5/6/08. As of the survey date of Irtanager will monitor,
5/18/08, there ware no signatures of any parsons -
who complated e portion of the MDS, In addition.
there wey a pra-ated mignature line of 6/92/06 '
for the RN Coordinatora signature, however, he

FORM CMLE-2A4T(02-00) Pryviaun Vemioas Of jokie Evaal 1Dz X jUnz fogiify 10 Weropos « [V continuation sheat Pags 3 ot e
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STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/GLIA {X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIEICATION NUMBER: A BUILOING . COMPLETED
R
£35021 B WiNG 05/18/2006
NANE QF PROVIDER OR SUPPLIER STREEY AODRESS, CITY, STATE, ZIP CODE
B9 HWY 20 8OUTH
WYOMING RETIREMENT CENTER BAGIN, WY 82410
o) 1D 9UMMARY STATEMENT OF DEFICIENCIES m [ PROVIDER'S PLAN OF CORREGTION Y
PREFIX (EACH DEFICIENCY MUST BB PRECEEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OA LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APFROFRIATE DATE
DEFICIENGY)
{F 278}| Continued From page 3 {F 278)
document remasined unsigned,
Raeview of other MDB assessments in the records
provided by the facility showed that the RN
Coordinatar's signature was routinely dated by the
computer and was never corracted by the
individual who signed the documant.
Interview with the DON on 5/16/06 at 10:52 AM
verified there were no othsr current MDS
- | documients for residenta #12, #18, and #74 to
review,
{F 371}| 482.35(h)(2) SANITARY CONDITIONS - FOOD {F 371)| F371 «~The facility will ensure the  |3/19/08
ss=F | PREP & SERVICE storing, preparing, distributing and | New
, getving of food under sanitary POC
The faclity must stora, prepare, distribute, and conditions. : Date
serve food under sanitary conditions. A :
- This wiil ke accomplished by:
This REQUIREMENT i not met as evidenced .
by 1) Dietary manager has 5/16/06
Based on one of ane obyervation, ataff interview, demonstm‘teg to d.'etanj a'd.e #1 the
and review of facilty policy, the facillty failed to proper procedure in scrapping
+ | enaure sanitation and food safaty In the main dishes, unloading clean dishes,
Kitchen. The fihdings were: proper usage of gloves, proper
, o hand washing, and the removing of
Obsarvation (n tha dlah raom on 6§/16/06 at-8;30 disposable apron when leaving the
AM revealed one dietary aide (1) was scrapping “dirty side" of dish ream. The
dishes over a aink squipped with & garbage diatary manager has removed the
disposal, load;(nsg the el.cra ped dishware and “dip" buekat and the exam gioves
utenails in racks, and {oading full racks of soiled : '
Nems Inta the warswashing machino, A seconc Utlity gloves are now bsing used.
dietary aide (#2) was bussing tables In the main . . .
dining room and unloading an enclosed cart that 2) Hand washing sink has been | 6/16/08
contalned solled dlshes, cups, glazsea, and installed by maintepance in the
utensils. Dietary aide #2 put all soiled tableware "dirty side” of dish room,
DRAM cMa-zSﬂ(ﬂz'ﬂﬁ] Fravln!.qurllcnn Oboainly . Evanl 10; X11U12 Faalllly 1ID:  YW0O0SE [t continyation sheeat pngo 4nly .
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{X1) PROVIDERISUPPLIER/CLIA

(X2) MULTIPLE CONSTRUCTION

OMB NO. 0936-0381_

(3) DATE SURVEY

AND PLAN OF CORREGTION IDENTIFIGATION NUMBER: A BUILDING GOMPLETER
535024 B, Wine 08/16/2008
NAME OF PROVIDER OR BUPPLIER STREET ADDREBS, CITY, ETATE, ZIP GORE
800 HWY 20 SOUTH
WYOMING RET(REMENT CENTER BARIN, WY 22410
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION x6)
PREFIX (EACH DEFIGIENCY MUST BE PRECEEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD DE COMPLETION
TAG REGUIATORY OR 1.SC IDENTIFYING INFORMATION) TAG CROS8-AEFERENCED YO THE APPROPHIATE DATE
DEFICIENCY)
{F 371} | Continued Frem page 4 (F 371}
3) The door to the bathroom on .| 5/16/08
thmugh a window for accesy by dietary aida ¥1, “dil'ty gide" of dish room will remain
During the procedure dietary aide #1 was closed except durlng cleaning and
observed to dip dishes and Utensils that wers int P Ylons. Dieta
soiled Into the stending water In the acrapping maintenance operations. Listary
aink thet contalned a large quantity of foating foud manager ha_s postad a notice on
debris that had been previously temaved from the deor regarding this.
dirty dishes, During this activity, dletary alde #1'
hands were in contact with tha soiled dishes and An in-service wae presented on §/23/08
the dirly water and garbage floating in the sink. 5/23/08 by the dletary manager to
“The aide wore a palr of exam gloves that reachod dietary staff on the importance of
up to her wrists, Har arms were notad to ba.wet keeping bathroom door closed and
above the wrists from contact with the solled survey deficiancies were digcussed
watar, Dietary aide #1 was pbserved on three .
separate vocasions 1o lsava the contaminated by the facility manager with the
area, tuck her soilad disposable apron Into the blb corrections ta be implemented,
of the apron to axpose her unlform heneath, dip
her gioved hands [n a strong bleach solution a) Thousand Island dressing 5/16/08
(>400 ppm chiorine according o ihe paper test container was removed and
strip), and foliowing a rapld In and out motion of discarded by dietary manager.
her hands inta the solution, proceed o remove ‘
clesn llema from the washed and sanitized racks b) The two squeeze bottles In £/16/08
of dlidahm‘aretand HF:”““"“' “r‘:]" a);.forduse :.V question have been discarded by
L‘:i?i:::z at another medl, No handwaghing was dietary manaer‘ |
Aceording to Food Code 2005, U.S. Public Hesith ¢) New squesze bottles with lids | 7/6/06
Sarvies, 2-301,14: "Food employees shall ¢lean nave been implemented,
thelr hands and exposed portions of their o
arma...akter handling aviled equipment or Utenafle. d} Maintenance relocated the 5/16/06
(2-301.15) Faod empioyees shall clean thelr grease buckets (o the dirty dish
hands In & handwashing sink or approved room. in addition each bucket is
autornatic handwashing facility ... 2-301,16 (A} "A contained In & small trash can with
hand antlseplic used...as a hand dip shall....(3)Be lid. Maintenance will empty grease
applled only to hands that are cleaned as ' P
spBci " buckets at least weekly, and
pocified under 2-301.12,
cleaned a& nesdod by
Observation In the dishreom on 5/16/08 at £:30 . maintenance.
AM revasled a tollet room with the door open Into
'ORM CMS-2667(02-09) Previous vergons Obsolete Event |B; X1(U12 Facllity 107 Wraeds If continuation sheet Fage Yof 8,
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535021 WING 05/18/2008
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04y 1D SUMMARY STATEMENT OF DEFICIENCIES 1o PROVIDER'S PLAN OF GORRECTION (x5
PREFIX (EACH GEFICIENOY MUST BE PRECEEDED BY FULL PREFIX (EAGH CORRECTIVE AGTION SHOULD RE 0OMPLETION
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OEFICIENCY) ,

the dishroom thraughout the entire aperation,
Ascording ta Food Code 2008, US Public Health
Service, 6-501,10: Except during cleaning and
maintenance operations, tollet roam doors...shall
be kept ¢closed.

Obearvation in the kitchen-on 5/16/06 at-8;:50 AM
revealed lhe following concerna:

a, In the walk~in refrigerator a one gallon
containar of Thousand Igland dressing was noted
to be nearly gone and had naver been dated,

b. Two squeeze bottles were storad in the
walk-in refrigorator and were uncapped, One
bettie contained Thousand Island dressing, and
one contalned a white colored product that
resembled Ranch dressing. The iatter preduct
was Unlabeled and undated.

¢. The dry storage reom contained S-galion
buckets of usad grease, and a large gquantity of
greaae residue was visible an the extarior.
surfaces of the Jida of the two of the buckets,

d, The blade on the cen opener located In the
dry storage room had an accumylation of
blackened residue on its surface. The basa of the
can opener glao had a black bulld up around the
adgen where it was meuntad to the tahle.

Intarview with the dletary manager an 5/16/06 at
10 AM revaaled there was no policy or procedure
for ¢leaning and sanitizing the two Ice machines
locatad in the Kiichan. Interview with 2 member of
the maintenance staff at 11AM revealed he
¢leaned and "senitizad" the machine routinely
sceording to manufacturer’s instrucions, He
indicated he would fax those Instructions to our
office for review, Review of the information

‘submittad by fax on 5/22/06 revealed the

procedyra was for descaling the machine,

opener have been thoroughly
cleaned by dietary staff and will
continue as per cleaning schedule,

4) Distitian and dietary manager
have written a policy and procedure
according to manufacturer's

. Instructions for (he cleaning and
sanitizing of the ice machines,

On 6/8/08 the facility manager and
cansulting diatitian presentsd an in-
service to all dietary staffon hand .
washing, glove usage, procedure
for handling soiled and cisan
dishes, removal of disposable
apron, and storage of feod (cover,
label, and date).

On 8/22/08 al| dietary staff attended
an in-sarvice on “Golng for the
Gald" an intermediata food safety
training program developed by the
Wyoming Food Safety Coalition
and presentad by the Department
of Agriculture,

The maintenance department has
received a copy of the pelicy and
procedure for ¢leaning and
sanitizing ice machines. A roster
will be kept by tha maintenance
department when the ice machines
are ¢lpanad.

5/16/08

5/8/08

6/22/06

SORM CMS<2667{02-05) Previous Verslons Obaolate
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CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDERSUPPLIER/CLIA (X2) MULTIPLE GONBTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION ‘ IDENTIFICATION NUMBER. A BUILDING COMPLETED
R
535021 B WiNG 06/16/2000

NAME OF PROVIDER QR SUPPLIER
WYOMING RETIREMENT CENTER

STREET ADDRESS, CITY, BTATE, ZIP CODE
BBO HWY 20 SOUTH

BASIN, WY 82410

oA 1D SUMMARY STATEMENY OF DEFICIENCIES ID PROVIDER'S PLAN OF CORREGTION {x5)
PREFIX {(EAGH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAQ REGULATORY OR L5G IDENTIFYING INFORMATION) TAG GROBE-REFERENCED TO ;ge APPROPRIATE DATE
F 571} | Continued From page 6 F37yy) Diatary manager or designee wili
Fa7i) Pag _ { ) perform daily audits of all areas of
including the ice storage bin, only. Thera was no deficiencies for two months. The
ccuipmant for e achine wore ouinsly ooanad results of the audkts will be reported
anrd sanitized es food contact surfaces to assure ﬁgggnrg?g:rﬁgv%uwagtg dlmpmvemem
safa atorage for ice usad for human consumption, recommendations. Audits will
: conlinue ‘at random as per Quality
{F 614) | 488.75(1)(1) CLINICAL RECORDS {F 514} |mprovement recommendaticns,  |3/19/08
$S=E Faclli itor,’
The facliity must maintain olinical records on sach aclity manager will mon|
voaident in accordenca with accepled professional
standards and practices thal sre compieta, - ,
aocurstaly documanted; readlly accassible; and F§1,4"Th° facliity will maintain
accordance with accepted POC
The ¢linical record must contaln sufticlent professional standards and Date
Information to identify the resident; a record of the practices that are complete;
resigent's essessments; the plan of care and accurately documented,; readily
seivices provided; the reeults of any accesslble; and systematically
preadmisslon seremning conducted by the State; organized
and progress rotes, - '
. This will be accomplishad by:
This REQUIREMENT is not met as evidenced
by | 1) Resident #12 — The nurse 7/5/08
Basad on madical recond review and staff manager has filed according to fhe
interview the facility failod to mainiain medical facllity's policy tha resident's
records for 4 (212, #18, #38, #74) of 4 sample current Minimum Data Set under
rasidents according to acceptable standards, the care plan section of the chart.
Mediza! racords were unorganized and The remalining fifteen (15) months
Incomplete, The Minimum Dala Set (MDS) of Minimum Data Sels ara kept in
assessments were not canaistently filad in & the resldent's purged file at the
specific location in the main body of the medica! nurses' station.
.| records. The findings were: ' :
i) - 2) Resldent #18 — Tha nurge 7/5/06
Review of resident #38's medical record revealed .
the resident's cutrent Minlmum Data Set (MDS) manager hee filed according to the
assessment could not ba located. Mnterview on facllity’s policy the resident’s most
FORM CM3-2887(02-99) Previous Verviona Cbagiew Event D X1lU12 FAgliy )0 WY 00ad If continuaticn sheet Page 7 of 8
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NAME OP PROVIDER OR GUPPLIER BYREST ADDRESS, CITY, BTATE, ZIP CODE T
WYOMING RETIREMENT CENTER 890 KWy 20 soUTH
BAS|N, WY 82410
a0 EUMMARY BTATGMENT OF DEFICIANCIES ) PREVIDER'S PLAN OF GORREGTION x>
{EAGH DEFICIENGY MUST BE PRECEECED BY FU :
"’%ia'"" REAULATERY OR L8T Jnez 'FIF\‘ING INFORMAWGHE P?EE" cn(g'e\x%'.‘q%gg:legégf ‘Pa&'rri-?ﬁn Aaprlg%li?nﬁrs sg‘&rgnm"
DEFICIENCY)
(F 514} | Continued From page 7 (F 814)
5/16/08 at 8:45 AM with the DON revesled sha '
| eould zlso rtg)’t nditin ﬁ;?d‘ rc;:m orthe sl recent Minimum Data Se! under
-supplemental manifla foider, It was aventually {ho aare plan gection of the
found (v the aectlon tabbed for care plane, The chart. Tr?e remaining fifteen (16)
DON staled {hal eomeona was fillng them there, .. months of Minimum Data Sets .
(RO A : e o A L LT ] BECP Sl 1 g |t U o | e
" Ragidant #12 had twd racant MDS agpaasrmeniz _P C ?I‘: kfgjﬂ"l“:ﬁé?&?g: purged 1
thaf were r;notd flied in the magical racord, Both e 8l e nurs '
were pravided a3 soparale docyments by the .
DON, Ono of 1neat kad o BBsessman jeference 3) Resident #38 — The nurss
date (ARD) of 8/2/08 ond the sther hac an ARD manager has filed according to 7/6/08
of 3/7/08, ‘ the facility's policy the resident's
most recent Minlmum Data Sel
Rasident #48 had s Fabruary 2008 MDS I tha under the care plan section of
manile supplemental flie, Instaad af in the mals the chart. The remaining fiftesn
record, howevar thed residant's current quartery (15) months of Minimum Data
‘r"?:f":ﬂﬁt. will 'ngA§D of 5/8/08 :‘m.éld not be Sets are kept in the ravident's
ocatad. It was provided as a ecparate docurment ' .
by the DON on 818/06 as [t had nat yat bawn fllad purged fila &t the nursas’ station
inha madjcs! tavord 4) Residont 474 The nurso a0
A current MDS agsessmgnt fof residant #74 eoutd managar has flled according to
not be lozated in the medical record, A Medicare the faclhty'.s policy the resident's
5 day ssnessmant with an ARD of 5/6/08 was
provided by tha DON an 5/18/08 g & seperate , .
‘document, Medical records will rmndemiy
audit regldents’ charts quartery
Ploase ses F274 roltited to unsigned MDS for compllance and report to
nsusssment doouments for residents #12, #18, monthly Quality Improvement
and #74, - meating the reaults of audit for
- review end recommendation.
The facility manager and nurse
managor wlll monitor, 7/18/08
|
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DEFICIENGY)
(F 514} | Continued Fram page 7 {F B14)
6/16/06 at 5:45 AM with the DON ravasled shs Madics! records will randomly 7118/08
coult) Risn hot find L in the record or the audlt residents' charts guanerly
supplamarial manilla foide:, i was eventualy for complianca and report to
foung {n the section tabbad for care plank, The - monthly Quality Improvement
DON stmted thai someons wae fillng them thare, mesting the results of audit for
I P G e L aebiepfnaeatote | - POV ANG TEORAORNENRHOR w2
TR Resident #12 h3d two racent MDS sanexsments | o
thal werg not filed in the medieal racord, Both The faclity manager and nurse
DON. Ona of tnase had an saBosIMEN! refarence
date (ARD) of 5/3/08 and the other hiag wi ARD
of 8/7/08. . |
Resident #18 had a Febtuary 2006 MOS in the
menlia suppiemontal filg, Instaad of in the maln
record, howavar that regident's ¢yurrent quarterly
astessment, with an ARD of 5/8/06 could nat ke
located, It wag providag as a separate cocument
by (he DON on 6/16/05 es |t had not yet been filed
in the med|eal record, =
A curmant MD$S assessment for rasident #74 sould
1ot be Jocaied in the madical record, A Medicare
5 day saseeament with an ARD of 5/6/08 was
provided by the DON on 5/18/08 a8 b soparste
document,
Plasse sos F278 raiatad o unsignad MOS
psepaamant gocumants for realdants #12, #18,
and #74,
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Post-Certification Revisit Report

l;liblic ieporting for thig collection of Information Is estimated t¢ average 10 minutes per response, including time for reviewing instructions, searching existing data sources, g-;fﬁerlng and
maintaining data needed, and completing and reviewing the collection of information. Send comments regarding this burden estimate or any other aspect of this collection of information
including suggestions for reducing the burden, to CMS, Office of Financial Management, P.O. Box 26684, Baltimore, MD 21207, and to the Office of Management and Budget, Paperwork

Reduction Project (0938-0300), Washlington,

DG, 20803,

{Y1) Provider/ Supplier/ GLIA/
Identification Number

535021

(Y2) I\lgl\ugiplldq Construction (Y3) Date of Revisit
o V\‘ji'ng'“g 5/16/2006

Name of Facility

WYOMING RETIREMENT CENTER

Street Address, City, State, Zip Code

890 HWY 20 SOUTH
BASIN, WY 82410

This report Is complated by a qualified State surveyor for the Madicare, Medicaid and/or Clinical Laboratory Improvement Amendments program, to show those deficiencies previously

reparted an the CMS-2567, Statament of Deficiencies and Plan cf Correction that have been corrected and the date such corrective action was accomplished, Each deficiency should be
fully identlfied using elther the regulation or LSC provision number and the identification prefix code previousty shown on the CMS-2587 (prefix codes shown to the left of each

requirement on the survey report form}.

(Y4) Hem {Y5) Date (Y4) ltem {Y5) Date {Y4) Item (Y5)  Date
Correction ' Correction Correction
Completed Completed Completed
ID Prefix Foq59 03/19/2006 1D Prefix  Fo224 03/19/2006 iD Prefix  Fo242 03/19/2006
Reg. # 483.10(c)23-(5) Reg. # 483.13(a) Reg. # 483.15(0)
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix  Fp248 03/19/2006 ID Prefix  Fo272 0319/2006 ID Prefix  Fo279 03/19/2006
Reg. # 483 15(h(1) Reg. # 483,20, 483.20(b) Regd. # 4g3.20(d), 483.20(k)(1)
LSC LSC LSC
Correction Correction Correction
Complated Completed Completed
ID Prefix  Fo282 03/19/2006 ID Prefix Fo286 03/19/2006 ID Prefix  Fo324 03/19/2006
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix  Fpa54 03/19/2006 ID Prefix _Fo468 03/19/2006 ID Prefix  Fo468 03/19/2008
Reg. # 48370 Reg- # 433 70(h) Reg. # 483.70(h(3)
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
1D Prefix o520 0319/2006 ID Prefix  Fo521 03/19/2006 1D Prefix
Reg. # 453 76(0)(1) Reg- # 483.75(0M2)-(4) Reg. #
LSC LSC L.SC
ReviewedBy | Reviewed By Date: Signature of Surveyor: Date:
State Agency E L/I j/O(O L %/I ﬁ_ Sif/’ﬂé
i Y
Reviewed By Reviewed By Date:l Sign#ure of Surveyor: Date:
CMS RO
Followup to Survey Completed on: v Check for any Uncorrected Deficiencies. Was a Summary of
2/2/2006 Uncorrected Deficiencies (CMS-25667} Sent to the Facility? ¢gg NO
Form CMS - 2567B (9-82) Page 1 of 1 Event ID; Lx-rnﬁz



