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K 000 | INITIAL COMMENTS K 000
The regulatory reference is 42 CFR 483.70 (a)
except where a different regulation may be
specifically referenced. j
K052 ;
K3: Building: Type V (111} single story building
with two complete automatic supervised dry The facility will ensure that a
sprinkler systems and fire alarm system. : o : :
K6: Date of Plan Approval: 1985 S“perglsory S‘.ag"“ lls)gcl’glldgd n
K7: Life Safety Code surveyed under 2000 accordance with NF cction
Existing Health Care 19.3.4.1, 9.6.1.4, NFPA: 72 Section
K8: Total Beds=60;SNF/NF=60 5-2.2. This will be accomplished by:
if)i?g;?gﬁsbased onh an acceptance of g plan of of May 18, the service
_ technician established the
"NFPA" National Fire Protection Association correct protocol with the
central alarm company
{K 052} | NFPA 101 LIFE SAFETY CODE STANDARD {K 052) ensuring that when the fire
SS=F alarm activates the central
A fire alarm system required for life safety is alarm company notifies the
installed, tested, and maintained in accordance local sheriff’s office of the
with NFPA 70 National Electrical Code and NFPA alarm via a phone call. The
72. The system has an approved maintenance heriffs office th '11
and testing program complying with applicable sheriif’s ottice then calls
requirements of NFPA 70 and 72.  9.6.1.4 Rocky Mountain Care to
confirm the alarm. This
process has been tested on:
two occasions since the
reactivation of the correct
protocol and has tested
successfully. This process
will be confirmed and
This STANDARD s not met as evidenced by: documented each occurrence
. ) . of an.alarm whether it is for a
Based on observation and staff interview, the drill or false al
facility failed to provide a supervisory station ir i or falsc alarm.
9e§ordance with NFPA 101 Section 19.3.4.1, _ _ _
‘G TITLE (%8} DATE

Ailyninis b for &, / o

k(%) denotes a defi clendy which the institution rmay be excused from correcting providing it i is de{ermlned that

Arevide £180] ol
followmg the dale of survey whether o a plan of correctmn is provided, For nursing homes, the above f ndings and plans of correction are disclosable 14 -
days following t Qﬂﬁt Tﬁfe?ﬁﬁ ents are made avallable to the facility. If deficiencies are cited, an approved plan of correction is requisite to continuad
program participati ( Em

F‘aﬁ‘i@%‘i@%ﬁﬂﬁw&s@m&éﬁm
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supervising station had called the facility to see if
the alarm was a real fire or a fire drill. The nurse
reported & fire drill was occurring, and the
supervising station did not retransmit the fire

.| alarm signal to the sheriff's department,

2. Record review of the fire alarm system testing
records on 05/16/06 at 9:40 AM revealed the
supervisory station station was not a listed central
station as required by the Code.

3. Observation on 05/16/06 at 9:44 AM revealed
the required central station placard was not
posted within 36 inches of the fire alarm panel.
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PREFIX (EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{K 052} | Continued From page 1 {K 052}
9.6.1.4, NFPA 72 Section 5-2.2, The findings
were: ) ]
1. Observations on 05/16/06 at 9:35 AM revealéd 2. The supervisory alarm |
the following issues during a fire drill: station has been changed to a
. s . : isted station as required
Prior to the fire drill the local sheriff's department EL hi{ d d
dispatch office was contacted to inform them of y code. ;
the impending fire drill; they were asked to record ) _ |
the time the supervising station contacted them. 3. The required UL listed
After the fire drill, the sheriff's office was again central station placard has !
confacted to see when the supervising station ) 1 il inches
had contacted them. The sheriff's office reported been pgs.ted within 361 me
the supervising station had not contacted them. of the fire alarm panel. _
Nursing staff at the facility reported the 5.18-06
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{K 056} | NFPA 101 LIFE SAFETY CODE STANDARD {KO86H 1 occ
88=F : 5
If there is an automatic sprinkler system, it is
installed in accordance with NFPA 13, Standard The facility will ensure the fire
for tf]e Installation of Sprinkler System_s, to sprinkler system is properly drained
prc_w;gle complete coverage for all po.rtlops of.the and prevented from freezing pipes in
building. The system is properly maintained in d {th NFPA 13 Section 5
accordance with NFPA 25, Standard for the accordance witl ection -
Inspection, Testing, and Maintenance of 14.2.1. This will be accomplished
Water-Based Fire Protection Systems, it is fully by: ‘1
supervised. There is a reliable, adequate water 1. 'The facility has contacted {
supply for the system. Requ:red sprinkler four firms to take a look at |
systems are equipped with water flow and tamper ih The facilit 1
switches, which are electrically connected to the ¢ system. Lhe-facility was
building fire alarm system. 19.3.5 successful in arranging for
: one fire sprinkler systern
engineering firm to review
the system on June 1, 2006.
This STANDARD is not met as evidenced by: Based on the findings of the
Based on staff interview, the facility had not firm the facility is .e.valuatmg
provided a sprinkler system which properly Wl}et.her to convert the
drained and prevented freezing of pipes in existing dry/wet system to a
?cgprdance with NFPA 13 Section 5-14.2.1. The wet system, following
indings were: ‘ . 1
1. Maintenance staff interview on 05/16/06 at 8:15 ’?111) pr(t)ptnate apprm(;ia ihfrom
AM revealed a fire sprinkler system engineering ¢ state, orupgrade the
firm had not been able to review the sprinkler current system. The facility
system. When administrative staff was asked continues to wait for a
how they would insure the sprinkler system would proposal from the firm that
not freege next winter the.y reporteq they were did the review. The facility
contracting with a fire sprinkler engineering firm to h ted . d
review the system, but they had not been able to as requested a waiver an
review the system to date. received approval to work on
rection of the system until
L0 Coveats i) IL-DL2 WMATE. corree
UL (ORI 20, 2400, PT¥F— October, 2006,
- | BpNw RO WETH FZNNS ERVETZ- 6/1/06
A4 lpl, @) =205 @ | e , .
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K062
{K 062} | NFPA 101 LIFE SAFETY CODE STANDARD {K 062}
§S=F | e .
Required automatic sprinkier systems are (@c) ) The facility will ensure the remote
continuously maintained in reliable operating signaling system is functional and
Condltlorl and are inspected and fested o ensure the fire alan‘n System i8 funy
ggngd;cglly. 19.7.6, 4.6.12, NFPA 13, NFPA operational and properly maintained.
P This will be accomplished by:
1. During the system inspection
of May 18, the service
This STANDARD is not met as evidenced by: technician established the
Refer tot hK052 reigart_:ling [t-he faciléty‘s failure to correct protocol with the
ensure the remote signalling system was
functional. Refer to K056 regarding the facllity's central alfl?r: c‘;lmpiﬁy .
failure to ensure the sytem was fully operational ensuring thal when the re
and properly maintained, alarm activates the central
alarm company notifies the
local sheriff’s office of the
alarm via a phone call. The
sheriff’s office then calls
Rocky Mountain Care to
confirm the alarm. This
o # AW process hqs been tested on
lL“Obl W" two occasions since the
fde= MIMW eNEZ, \}kp‘\ﬂﬁ" reactivation of the correct
o, TP O protocol and has -tested
00 MM 25 g : successfully. This process
Coverz. frin Sarpvdies UNTIL. Depes will be confirmed and
20200l Por- Franitie CVERE- documented each occurrence
TR oA NS (7/\ 40t @ of an alarm whether it is for a
' drill or false alarm.
SN5PM.
2. The supervisory alarm
station has been changed to a
UL listed station as required
by code.
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{K 062} | NFPA 101 LIFE SAFETY CODE STANDARD {K 062}
S8=F . .
Required automatic sprinkler systems are @‘1.1) 3. The required UL listed ;
continuously maintained in reliable operating central station ‘plz?ward pas !
condition and are inspected and tested been posted within 36 inches |
periodically.  19.7.8, 4.6.12, NFPA 13, NFPA of the fire alarm panel. |
25,9.7.5 !
4. The facility has contacted
four firms to review the
This STANDARD is not met as evidenced by: system. The facﬂltg( was
Refer to K052 regarding the facility's failure to successful in arranging for
ensure the remote signalling system was one fire sprinkler system
functional. Refer to K056 regarding the facility's engineering firm to review
failure to ensure the sytem was fully operational the system on June 1, 2006,
arld properly maMntained. Based on the findings of the
firm the facility is evaluating
whether to convert the
existing dry/wet system to a
wet system, following
appropriate approvals from
the state, or upgrade the
current system, The facility
continues to wait for a
proposal from the firm that
did the review. The facility
has requested a waiver and
received approval to work on
correction of the system until
October 20, 20006.
6/1/06
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Publie reporting for this collection of information is estimated to averagel 0 minutes per response, ineludling time for reviewing instructiong searching existing data sources gatheting and maintaining data
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burden, to CMS, Office of Financial Managemenf P.O. Box 26684, Baltimore, MD 21207, and to the Office of Management and Budgef Paperwork Reduction Project (0938-0390), Washington, D.C.

20503,

(Y1) Provider/ Supplier/ CLIA/
Identification Number

535038

{Y2) Multiple Construction

A, Building 01 - MAIN BUILDING 01

B. Wing,

(Y3) Date of Revisit

05/16/2006

Name of Facility

ROCKY MOUNTAIN CARE EVANSTON

Street Address, City, State, Zip Code
475 YELLOW I CREEK ROAD
EVANSTON, WY 82930

This report is completed by a qualified State surveyor for the Madicarg Medicaid and/cr Clinical Laboratoty Improvement Amendments program lo show those deficiencies previously reporied on the
CMS-2567, Statement of Deficiencies and Plan of Correetion that have been corrected and the date such corrective action was accomplished Each deficiency should be fully identitied using either the
regulation or LSC provision number and the identification prefix code previously shown on the CM&567 (prefix codes shown to the left of each requirement on the survey report form).

(Y4} Ytem (YS) Date (Y4 [tem (Y3) Date (Y4 Item (Y5}  Date
Correction Correction Correction
Completed Completed Completed
ID Prefix 13/31/2006 ID Prefix 03/31/2006 1D Prefix
Reg # NFpA 101 Reg. # NFpA 101 Reg #
~ LSC Ko0154 LSC KO0155 LSC
Correction Correction Correction
Completed Completed Completed
1D Prefix ID Prefix 1D Prefix
Reg # Reg. # Reg, #
) LSC _ LSC LSC -
Correction Correction Correction
Completed Completed Completed
1D Prefix ID Prefix D Prefix
Rep, # Reg. # Reg, # N
. Lsc LSC LSC M;
Correction Correction Correction
Completed Completed Completed
[D Prefix 11> Prefix 1D Prefix
Reg. # Reg, # Reg, #
LSC - LSC LSC
Correction . Correction Correction
Completed Completed Completed
1D Prefix ID Prefix 1D Prefix
Reg, # Reg # o Reg #
LSC LSC LSC
Reviewed By Reviewed By Date: Signature of Surveyon Date:

5/06/0k

State Agency % L%,‘z/dk

/ 8z |
Reviewed By Revicwed By Date: / Signature of éﬁﬁyon
CMS RO

Followup to Survey Completed o

Zlile/ore

Check for any Uncorrected Deficiencies. 'Was a Summary of Uncorrected
Deficiencies (CVS-2567) Sent to the Facility? YES NO
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