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20503,

(Y1) Provider/ Supplier/ CLIA / (Y2) Multiple Construction (YJ) Date of Revisit
Identification Number A, Bu_ilding 01 - MAIN BUILDING 01 10/10/2006
53A043 B. Wing

Name of Facility Street Address, City, State, Zip Code
PLATTE COUNTY MEMORIAL NURSING 201 14TH 8T

WHEATLAND, WY 82201

This report is completed by a qualified State surveyoer for the Medicarg Medicaid and/or Clinical Laboratory Improvement Amendments program to show those deficiencies previously reported on the
CMS-2567, Statement of Deficiencies and Plan of Correction that have been corrected and the date such corrective action was accomplished Each deficiency should be fully identified using sither the
regulation or LSC provision number and the identification prefix code previously shown on the CM&567 (prefix codes shown to the leff of each requirement on the survey report fort)

P ey Vot 7S,

(Y4 Ttem (Y5) Date (Y4) Item (Y5) Date (Y4) Item (Y%  Date
Correction Correction Carrection
Completed Completed Completed
ID Prefix 10/01/2006 1D Prefix 10/01/2006 1D Prefix 10/01/2006
Reg # nNppa 101 Reg # NEPA 101 Reg.# nrpa 101
LSC K0018 LSC K0062 LSC K0147
Correction Correction Correction
Completed Completed Completed
ID Prefix 1D Prefix 1D Prefix
Reg, # Reg # Reg #
L5C LSC LSC _
Corrgction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg # Reg # Reg #
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg, # 7 Reg, #
LSC Lsc LSC
Correction Correction Correction
Completed Completed Completed
1D Prefix 10 Prefix ID Prefix
Reg # - Reg, # Reg #
LSC Lsc LSC
Reviewed By L Reviewed By Date: Signature of Surveyon: - Date:
E nfetfle | —Bmers  Nasc )2/
Reviewed By Reviewed By Da;n: Signature of SI}r{reyor. B _{‘p _4‘?¥
CMS RO -
Followup to Survey Completed o | Check for any Uncorreeted Deficiencies, Was a Summary of Uncorrected _
08/21/2006 Deficiencies (CMS-2567) Scnt to the Facility?  ypg NO
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