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CENTERS FOR MEDICARE & MEDICAID SERVICES _ _____OMB NO. 0938-039
STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: _ COMPLETED
A, BUILDING 01
R
B. WING
7 535038 - - _ _ 05/16/2006
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
475 YELLOW CREEK ROAD
ROCKY MOUNTAIN CARE EVANSTON ) ¢
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(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (%8)
PREFIX {EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{K 000} | INITIAL COMMENTS ‘ {K 000}

Surveyor #. 18185

The regulatory reference is 42 CFR 483.70 (a)
except where a different regulation may be
specifically referenced.

K3: Building: Type V (111) single story building
with two complete automatic supervised dry
sprinkler systems and fire alarm system,

K6: Date of Plan Approval; 1985

K7: Life Safety Code surveyed under 2000
Existing Health Care

K8: Total Beds=60;SNF/NF=60

K9: The facility meets the Life Safety Code
standards based on an acceptance of a plan of
corrections

"NFPA" National Fire Protection Association

LABZRA ;ORY DIRECTOR'S QR PROVIDER/SUPPLIER REFPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Apecp. (pee DAttt — /8 o

Etfiakds, GriSshciontepy t'Ij:tion to the patlents. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
(& ol BurVeyWhitherBisiot a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made avallable to the tacifity. If deficiencies are cied, an approved plan of cotrection is requisite to continued
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' . PRINTED: 06/01/200
PEPARTMENT OF HEALTH AND H. iAN SERVICES _ FORM APPROVE

CENTERS FOR MEDICARE & MEDICAID SERVICES . _ . . OMB NO. 0938-039
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED

A BUILDING 04
R
535038 B.WING _ , __05M16/2006
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
475 YELLOW GREEK ROAD ~c
ROCKY MOUNTAIN CARE EVANSTON EVANST QN:_ WY _ 8 2930 J'-'/ZO /pb
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORREGCTION (X5)
PREFIX {(EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{K 018} | NFPA 101 LIFE SAFETY CODE STANDARD {K 018}
SS=E :
Doors protecting corridor openings in other than
required enclosures of vertical openings, exits, or
hazardous areas are substantial doors, such as
those constructed of 1% inch solid-bonded core
wood, or capable of resisting fire for at least 20
minutes. Doors in sprinklered buildings are only
required to resist the passage of smoke. Thereis
no impediment to the closing of the doors, Doors
are provided with a means suitable for keeping
the door closed. Duich doors meeting 19.3.6.3.6
are permitted.  19.3.6.3
Rolter latches are prohibited by CMS regulations
in all health care facilities.
K018
The facility will ensure that the
corridor system is protected in
accordance with NFPA 101 Section
This STANDARD is not met as evidenced by: 19.3.6.3. This will be accomplished
Based on observations, the facility failed to by: '
protect the corridor system in accordance with 1. Doors to resident rooms 307, | 5/17/06
NFPA 101 Section 19.3.6.3. The findings were: 308 and 203 have been
1. Observation on 03/21/06 between 8:53 AM and corrected by installi
10:57 AM revealed the following corridor doors Warnock H); rse aS n:fk d
had gaps between the top edge of the doors and ; Y ©IIOkE an
the door frames which were greater than 1/8 inch: Draft Gaskets manufactured
a. Resident room #307. : by Pemko Manufacturing Co,
b. Resident room #308. ‘ ' on the doors and/or door
¢. Resident room #203. frames to provide protection
in accordance with the NFPA
101 Section 19.3.6.3.
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f - _ L PRINTED: 086/01/200
DEPARTMENT OF HEALTH AND 1 .AN SERVICES FORM APPROVEL

CENTERS FOR MEDICARE & MEDICAID SERVICES . _ OMB NO. 0938-039"
" | STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/GLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ‘ COMPLETED
A.BUILDING g1
R
535038 I 05/16/2006
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE A
475 YELLOW CREEK ROAD
ROCKY MOUNTAIN CARE EVANSTON EVANSTON, wy ._8?.9_3_0 ,bjw]ﬂ_(
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION] TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
DEFICIENCY)
{K 046} | NFPA 101 LIFE SAFETY CODE STANDARD {K 046}
§8=D
Emergency lighting of at least 1% hour duration is _ K046

provided in accordance with 7.9,  19.2.9.1.

I‘he faciiity will ensure emergency
lighting of at least 1 % hour duration

This STANDARD is not met as evidenced by: is provided in accordance with
Based on record review, the facility failed to test NFPA 101 Section 7.9.3 and 7.9.2,1
the emergency light system in accordance with ~and 19.2.9.1, This will be

NFPA 101 Section 7.9.3 and 7.9.2.1 respectively. | -accomplished by;

The findings were:
1. Review of generator powered emergency

lighting testing records On 05/16/06 at 9:05 AM 1. Ensuring the emergency 5/19/06
revealed the emergency generator transfer times generator transfer times are '
had not been collected since June, 2005, logged each week when the

generator is exercised and

specifically one time per
month under full load. The
recording of run times will be
the responsibility of the
Director of Maintenance with
the facility Administrator
monitoring to ensure that this
is completed as required by
code,

FORM CMS-2567(02-99) Previous Versions Obsolete Event I FQPY22 Facility ID: WY 0025 If continuation sheet Page. 3 of 7



DEPARTMENT OF HEALTH AND H. .AN SERVICES
GCENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 06/01/200(
FORM APPROVEI

" | STATEMENT OF DEFICIENCIES

(X2) MULTIPLE CONSTRUCTION

OMB NO. 0938-039:

(X1) PROVIDER/SUPPLIER/CLIA (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING 01
R
535038 B. WING 05/16/2006

NAME OF PROVIDER OR SUPPLIER
ROCKY MOUNTAIN CARE EVANSTON

STREET ADDRESS, CITY, STATE, ZIP CODE
475 YELLOW CREEK ROAD

EVANSTON, WY 82930

D

A
bz,

PROVIDER'S PLAN OF GORRECTION

A fire alarm system with approved components,
devices or equipment is installed according to
NFPA 72, National Fire Alarm Code, to provide
effective warning of fire in any part of the building.
Activation of the complete fire alarm system is by
manual fire alarm initiation, automatic detection or
extinguishing system operation. Pull stations in
patient sleeping areas may be omitted provided
that manual pull stations are within 200 feet of
nurse's stations. Pull stations are located in the
path of egress. Electronic or written records of
tests are available. A reliable second source of
power is provided. Fire alarm systems are
maintained in accordance with NFPA 72 and
records of maintenance are kept readily available.
There is remote annunciation of the fire alarm
system to an approved central station. 19.3.4,
9.6

This STANDARD is not met as evidenced by:

Based on record review, staff interview and
observations, the facility failed to maintain and
test the installed fire alarm system in accordance
with NFPA 101 Section 19.3.4.1, 9.6.1.4, NFPA
72 Section 5-2.2, Table 7-3.2, and Section
5-2.2.3.1.1. The findings were:

1. Review of the fire alarm system testing records
on 05/16/06 at 9:25 AM revealed the annunciator
panel, alarm notification appliances, manual fire
alarm boxes, heat defectors, smoke dampers,

-5-2.2, Table 7-3.2, and Section 5-
:2.2.3.1.1. This will be accomplished
‘by:

4 ID SUMMARY STATEMENT OF DEFICIENCIES (X5)
BREEIX {EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY)
{K 051} | NFPA 101 LIFE SAFETY CODE STANDARD {K 051} K051
88=F

The facility will ensure the
maintenance and testing of the
installed fire alarm system in
accordance with NFPA 101 Section
19.3.4.1, 9.6.1.4, NFPA 72 Section

1. The company responsible for
testing and maintaining the
fire alarm system did provide
a complete annual test of the
fire alarm system on 6/10/05
(see attached work order for
service rendered) including
the annunciator panei, alarm
notification appliances,
manual fire alarm boxes, heat
detectors, smoke dampers,
and smoke detectors. In
addition, batteries were
replaced along with two zone
cards. On May 18, 20006, a
complete annual test was
provided to include all the

| components as listed above
' as required by code. The
semi-annual System

Sensitivity testing was
provided on May 26.

FORM CMS-2567(02-99) Previous Verslons Obsolete

Event 1 FQPY22

Facllity ID:  WY0025

7 If continuation -sheet Page 4 of



DEPARTMENT OF HEALTH AND H ;AN SERVICES
GENTERS FOR MEDICARE & MEBICAID SERVICES

PRINTED: 06/01/20¢C
FORM APPROVE
OMB NO. 0938-039

STATEMENT OF DEFIGIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENT(FICATION NUMBER:

535038

{X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
. COMPLETED
A. BUILDING o1
B. WING . R
' 05/16/2006

NAME OF PROVIDER OR SUPPLIER

ROCKY MOUNTAIN CARE EVANSTON

STREET ADDRESS, CITY, STATE, ZIP CODE
475 YELLOW CREEK ROAD
EVANSTON, WY 82930

A~
b/zelne

D

PROVIDER'S PLAN OF CORRECTION

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES _ (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{K 051} | Gontinued From page 4 KOSt} 5, During the system inspection
and smoke detectors had not been tested in the of May 18, the service
past year as required by the Code. technician established the
tocol wi
2. Observations on 05/16/06 at 9:35 AM revealed con};eclt plr otocol with the
the following issues during a fire drill: central alarm company
ensuring that when the fire
Prior to the fire drill the focal sheriff's department alarm activates the central
dispatch office was contacted to inform them of alarm company notifies the
the impending fire drill, they were asked to record local sheriff’s office of the
the time the supervising station contacted them. 1 . h all. Th
After the fire drill, the sheriff's office was again alaim via a phone call. 1he
contacted fo see when the supervising station- sheriff’s office then calls
had contacted them. The sheriff's office reported Rocky Mountain Care to
,'_' the supervising station had not contacted them. confirm the alarm. This
1 Nursing staff at the facility reported the process has been tested on
] supervising station had calied the facility to see if . . th
the alarm was a real fire or a fire drill. The nurse two occasions since the
reported a fire drill was occurring and the reactivation of the correct
supervising station did not retransmit the fire protocol and has tested
alarm signal to the sheriff's department. successfully. This process
3. Record review of the fire alarm system testing :
records on 05/16/06 at 8:40 AM revealed the g‘u be Czngme}f and
supervisory station station was not a listed central ocumented each occurrence
station as required by the Code. of an alarm whether it be for
4. Observation on 05/16/06 at 9:44 AM revealed a drill or false alarm,
the required central statlon placard was not
posted within 36 inches of the fire alarm panel. ' 3. The supervisory alarm
station has been changed to a
UL listed station as required
by code.
4. The 1'elquirtc?d UI{ liStZdh S=18=07
central station placard has s
been posted within 36 inches 124%
of the fire alarm panel.
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S | PRINTED: 06/01/200¢
DEPARTMENT OF HEALTH AND H. AN SERVICES FORM APBRCAS

CENTERS FOR MEDICARE & MEDICAID SERVICES e _ ._ _ _OMB NO. 0938-038"
" | STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: " COMPLETED
A BUILDING o4
R
535038 S — | osnero0s
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE JA
475 YELLOW CREEK ROAD
ROCKY MOUNTAIN CARE EVANSTON | | _, EVAN_STON! WY_,8293D o P/Maz‘a
X4 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF GORRECTION (X6)
PREFIX (EACH DEFICIENGY MUST 8E PRECEEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REF‘ERESSEI% E?u g%e APPROPRIATE DATE
{K 056} | NFPA 101 LIFE SAFETY CODE STANDARD {K 056} K056
SS=F .
If there is an automatic sprinkler system, it is The facility will ensure the facility
installed in accordance with NFPA 13, Standard sprinkler system is installed in
for the Installation of Sprinkler Systems, to .1 io1 5-
provide complete coverage for all portions of the. accordance with NFPA. 13 Section |
building. The system is properly maintained in 6.4.1.1. This will be accomplished
accordance with NFPA 25, Standard for the by:
Inspection, Testing, and Maintenance of )
Water-Based Fire Protection Systems. It is fully -
supervised. There is a reliable, adequate water I Facility had placed an order | &fZ5/Pe
supply for the system. Required sprinkler for replacement sprinklers for
systems are equipped with water flow and tampet the following sprinkler
switches, which are electrically connected to the deflectors that are located

bulilding fire al system. 19.3.5 .
utding arm sys less than 1 inch from the

ceiling on March 24, 2006.
The vendor stated delivery of

. ) ) sprinklers would be on or
This STANDARD s not met as evidenced by: about May 15, 2006. We

Based on observations, the facility's sprinkler have atternpted on man
system was not installed in accordance with ions to obiai Y
NFPA 13 Section 5-6.4.1.1. The findings were: oceasions to obtain a

1. Observation on 05/16/06 between 8:10 AM and confirmation for delivery of
9:30 AM revealed the following locations had these sprinkler heads,
sprinkler deflectors located within 1 inch of the including 6/8/06, and have
ceiling: _ not received cooperation

a. The boiler room.

b. The restroom in resident room #301. from the vendor to this end.

¢. Resident room #309. Last verbal report for receipt
d. Resident room #311. of sprinklers is June 16,
e. Resident room #200. 20006,

f. The closet in resident room #202.

g. Resident room #210.

h. The restroom in resident room #211,

i. The 100 hall west bathroom.

2. Observation on 05/16/06 between 8:10 AM and
9:30 AM revealed the foliowing locations had
sprinkler deflectors located more than the allowed
6 inches from the ceiling:

FO-RM CMS5-2567(02-99) Previous Versions Oﬁsulete Event ID: FQPY22 Facllity ID: WY 0025 If continuation sheet Page 6 of 7




N o o _ PRINTED: 06/01/200
PEPARTMENT OF HEALTH AND K .AN SERVICES FORM APPROVE

CENTERS FOR MEDICARE & MEDICAID SERVICES o _ OMB NO. 0938-039
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ABUOING b1 COMPLZI’ED
535038 BWING , 05/16/2006
NAME OF PROVIDER OR SUPPLIER ‘ STREET ADDRESS, CITY, STATE, ZIP CODE XA
ROCKY MOUNTAIN CARE EVANSTON éﬁ;:;;gm%ﬁf:zgggn k]ZW
SR | (EACH DEFIIENGY MUST DE FRECREDED By FULL PREFIX (EAGH CORRECTIVE AGTION SHOULDBE | conizrion
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED T THE APPROPRIATE DATE
- BEF‘!CIENCY)
. a. The boiler room
{K 056} | Continued From page 6 {K 056} b. The restroom in
a. The dining room. resident room #301
b. The general storeroom. ¢. Resident room #3090
d. Resident room #311
e. Resident room #200
f.  The closet in resident.
room #202
g. Resident room #210
h. The restroom in
resident room #211
i. The 100 hall west
bathroom
2. Facility had placed an order 6/15/06

for replacement sprinkler
deflectors on March 24, 2006
to replace the following
sprinklers deflectors that are
located more than 6 inches
from the ceiling. The vendor
stated delivery of sprinklers

would be on or about May
- 15, 2006. We have attempted
~ on many occasions to obtain
a confirmation for delivery of
these sprinkler heads,
including 6/8/06, and have
1ot received cooperation
from the vendor to this end.
- Last verbal report for receipt
+of sprinklers is June 16,
2006.

FORM CMS-2567(02-09) Previous Versions Obsolete Event ID: FQPY22 Facility ID:  WY0025 If continuation sheet Page 7 of



B ARTY ' @ INTED: 06/01/
DEPARTMENT OF HEALTH AND | /AN SERVICES PRINTED: 06/01/z

_ FORM APPRO!
CENTERS FOR MEDICARE & MEDICAID SERVICES _ e o OMB_NO. 0938-0
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/GLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A.BUILDING o1
R
8. WING _
. | | 535038 - , _ | os5r6r2008
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE -
; 475 YELLOW CREEK ROAD
CCKY MOUNTAIN CARE EVANSTON
- ROCKY | EVANSTON,WY 82030 lof2o/fte
X410 SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF GORRECTION _ xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLEY
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{K 056} ] Continued From page 6 {K 056} a. The dining room

a. The dining room. b. The general
b. The general storeroom. storeroom
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Department of Health and Human Services

Form A
Centers For Medicare & Medicaid Services orm Approved

OMB NO, 0938-0390

Post-Certification Revisit Report

Public reporting for this collection of information is estimated to averagel 0 minutes per response, including time for reviewing instructions searching existing data sources gathering 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, 1o CMS8, Office of Financial Management P.O. Box 26684, Baltimore, MD 21207; and to the Office of Management and Budget Paperwork Reduction Project (0938-0390), Washingten, D.C.
20503,

(Y1) Provider/ Supplier/CLIA / {Y2) Multiple Construction (Y3) Date of Revisit
Identification Number A. Building 01 - MAIN BUILDING 01
. 05/16/2006
535038 B. Wing
Name of Facility Street Address, City, State, Zip Code
ROCKY MOUNTAIN CARE EVANSTON 475 YELLOW CREEK ROAD
EVANSTON, WY 82930

This report is completed by a qualified State surveyer for the Medicarg Medicaid and/er Clinical Laboratory Improvement Amendments progtam to show those deficiencies previously reported on the
CMS-2567, Statement of Deficiencics and Plan of Cotrection that have been correeled and the date such corrective aotion was accomplished Each deficiency should be fully identified 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 forn),

Upload 58— 1o 7574

1
(Y4 ltem (Y5) Date  (V4) Item (Y5) Date (V) ltem &/22/0f (v Datw
: 144
Correction Correction Correction
Completed Completed Completed
1D Prefix 04/28/2006 ID Prefix 04/28/2006 ID Prefix 04/25/2006
Reg # Nppa 101 Reg # Nppa 101 Reg # NFra 101
o LSC K0025 LSC K0027 LSC K0029
Correction Correction Correction
Completed Completed Completed
1D Prefix 04/28/2006 1D Prefix 04/28/2006 ID Prefix \,JMWZ,_ 05/01/2006
Reg. # NFPA 101 Reg # nNppa 101 Reg # NEPA 101
LSC K047 LSC KD0050 LSC Ko062
Correction Correction Correction
Completed Completed Completed
1D Prefix 04/28/2000 1D Prefix 04/29/2006 1D Prefix (4/28/2006
Reg.# NFPA 101 Reg # nppa 101 Reg # NrPA 101
LSC K0064 LSC K147 LSC K0154
Correction Correction Correction
Completed Completed Completed
1D Prefix ID Prefix 1D Prefix
Reg, # Reg Reg #
o wse LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg, #
LSC LSC o LSC
Reviewed By | Reviewed By Datg: Signature of Surveyor: Date;
State Agency 5 ;ﬂ 4
(:B D ——%@&va"\ “= IJ’/ﬁC/
e / { / y 7
Reviewed By Reviewed By Date: ! Signature of Sur\}:'for: Q
CMS RO i
Followup to Survey Completed o} Check for any Uncorreeted Deficiencies, Was a Summary of Uncorrected
03/21/2006 Deficiencies (CMS-2567) Sent to the Facility? YES NO
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