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If the building has a common wall with a
nancenforming building, the commen wall is a fire
barrier having at least a two-hour fire resistance
rating constructed of materials as required for the
addition. Communicating openings occur only in
corridors and are protected by approved
self-closing fire doors. 18.1.1.4.1, 19.1.1.4.2

This STANDARD is not met as evidenced by:
Based on observation and st&ff interview, the
facility failed to ensure the fire barrier wall was

; continuous from floor to ceiting. The findings

were.

1, Observation of the fire barrier on 6/20/12 at
11:23 AM showed the self-closing device on one
of the two west therapy deors would not latch the

that they latch to the door frame,

The Maintenance Director/Designee
sealed the conduit penetrations above
the ceiling near the therapy gym.

Identification of Other Residents
Having the Potential to be Affected
by the Same Deficient Practice:

The Maintenance Director/Designee
will conduct a facility-wide audit to
confirm that self-closing device
doors latch to the door frame.

XD SUMMARY STATEMENT OF DEFICIENGIES [ PROVIDER'S PLAN OF CORRECTION {X5)
PREF|X (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
‘ | DEFICIENCY) |
! ul
This Plan of Correction is the center's credible
K 000 INITIAL COMMENTS K 0001 allegation of compliance.
\ _ Freparation and/or execution of this plan of correction
Requirements for Long Term Care FaClhtlBS_ | does not constitute admission or agreement by the
Section 42 CFR 483.70 {a) except as ctherwise provider of the truth of the facis alleged or conclusions
provided in the section, the facility must meet the set forth in the statement of deficiencies. The plan of
applicable provisions of the 2000 edition of the correction is prepared and/or executed solely because
Life Safely Code, Existing Health Cars, of the- it is required by the provisions of federal and state law,
National Fire Protection Assoclatian. -
K-011: NFPA 101 Life Safety Code
The facility was a fully sprinkled three story Standard
building of Type it (222) and Il (111} construction
built in 1966 and 1972, respectively. The building . .
was equipped with a supervised automatic wet Corrective Actnpn(s) for Those
sprinkler system with an addressable fire alarm Residents Found to Have Been
system. The faci[ity_ hgd a capacity of 146 certifiad Affected by the Deficient Practice:
Medicare and Medicaid beds with a census of
1086. . . .
K 011 | NFPA 101 LIFE SAFETY CODE STANDARD K 011| The Maintenance Director/Designee
S8=E repaired the west therapy doors so

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

20 )

TITLE

{X8) DATE

EXxcoN IOy OD-Y3-) 2

Any deficiency statement ending with an asterisk {*) dencles a deficiency which the institution may be excused from correcting providing it is determined thal
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosabla 80 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days fallowing the date these documents are made available to the faility. I deficiencles are cited, an approved plan of correction is requisite to continued

Bl

program pariicipatiﬁn.
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[%4) ID SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION (x8)
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX (EACH GORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
. DEFICIENGY)

K 000 | INITIAL COMMENTS K 000

Requirements for Long Term Care Facilifies i
Section 42 CFR 483.70 (&) except as otherwise
provided in the section, the facilliy must meet the
applicable provisions of the 2000 edilion of the
Life Safety Code, Existing Health Care, of the
National Fire Protection Association.

The facility was a fully sprinkled three story
building of Type 1l (222) and H {111) construction
builf in 1966 and 1872, respectively. The building
was equipped with a supervised automatic wet g
sprinkler system with an addressabls fire alarm . !
system. The facllity had a capacity of 146 certified
Medicare and Medicaid beds with a census of
108,

K 011 | NFPA 101 LIFE SAFETY CCDE STANDARD K011
§8=E

{
!
i
|
i
If the building has a common wall with a i
noncenforming building, the common wall is a fire
barrier having af least a two-hour fire resistance b= T T
rating constructed of materials as required for the “| The Maintenance Director/Designee
addition. Communicating openings occur only in t will conduct a facility-wide audit to

corridors and are protected by approved : d
self-closing fire doors, 19.1.1.4.1, 19.1.1.4.2 confirm that fire barrier holes have

! been sealed.

This STANDARD is not met as evidenced by
Based on observation and staff inferview, the
facility failed to ensure the fire barier wall was
continuous from floor to ceiling. The findings
were:

1. Observation of the fire barrier on 6/20/12 at
11:23 AM showed the self-closing device on one
of the two west therapy doors would not latch the

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TTLE E(XG} DATE

Any deficiency statem‘ent ending with an asterisk {*) denotes 4 deficiency which the institution may be excused from correcling providing il is delermined that
other :safeguards provide sufficient protection lo the patients. (See instructions.) Except for nursing homes, the findings slated above are disclosable 50 days
foliowling the dale of survey whether or not 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 availabls to the facility. If deficiencles are cited, an approved plan of correction Is requisite to continoed
program pasticipation,
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A.BUILDING 01 - MOUNTAIN TOWERS HEA
535013 B PG 06/20/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
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: CHEYENNE, WY 82001 he vz
(%4) 1D SUMMARY STATEMENT OF DEFICIENGIES P PROVIDER'S PLAN OF CORRECTION *5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG ' CROSS-REFEREMGCED TO THE APPROPRIATE CATE
E DEFICIENCY)
K000 | INITIAL COMMENTS K 000
Requirements for Long Term Care Facilities j i
Section 42 CFR 483.70 (a) except as otherwise
provided in the section, the facility must meet the
applicable provisions of the 2000 edition of the
Life Safety Code, Existing Health Care, of the
National Fire Protection Association,
The facility was a fully sprinkled three story
building of Type 11 (222) and 11 {(111) construction
built in 1966 and 1972, respectively. The building ]
was equipped with a supervised automatic wet 7 |
sprinkler system with an addressable fire alarm i
system, The facllity had a capacity of 146 certified
Medicare and Medicaid beds with a census of
1086, . .
K 011 | NFPA 101 LIFE SAFETY CODE STANDARD kot1| Measures Put into Place/Systemic
SS=E Changes Made to Ensure that the
If the: building has a comimon wall with g Deficient Practice(s) Does Not
nenconforming building, the commen wall is a fire Recur
barrier having at least a two-hour fire resistance ;
rating constructed of materials as required for the ‘ .
addition. Comrunicating openings occur only in The Maintenance Director/Designee
corridors and are protected hy approved | will incorporate into their 3
self-closing fire doors, 19.1.1.4.1, 19.1.1.4.2 e . routine
rounds the inspection of self-closing
device doors to confirm that they
latch to the door frame.
This STANDARD is not met as evidenced by: ) ) )
Based on observation and staff interview, the The Maintenance Director/ Designee
facility failed to ensure the fire barrier wall was will incorporate into their routine
! ;c;r:gpuous from fioar to celling. The findings rounds the inspection of fire barrier
' | walls to confirm that penetration
1. Observation of the fire barrier on 8/20/12 at holes do not exist.
11:23 AM showed the self-closing davice on one |
of the two west therapy doors would not lalch the ;

LABORATORY DIRECTOR'S OR PROVIDERISUPPLIER REPRESENTATIVE'S SIGNATURE TITLE .(XS} DATE

Any deficiency statement ending with an asterisk (*) dencles a deficiency which the instilution may be excused from correcling providing it is delermined that
other safeguards provide sufticient protection to the patlents. (See Instructions.) Except for nursing homes, the findings siated above are disclosable 90 days
following the date of survey whether or nol a plan of correction is providad. For nursing hornes, the above findings and plans of correction are disclosable 14
days following the daie these documents are made avallable to Ihe facility. 1f deficiencles are sited, an approved plan of correction is requisite to conlinued
program partitipation. -
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535013 06/20/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
: 3128 BOXELDER DRIVE
CHEYE
KINDRED TRANSITIONAL CARE AND REHABILITATION CHEYENNE, WY 82001 - {\q h
AN 1D SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION [%5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG ' GROSS-REFERENCED TO THE APPROPRIATE DATE
: DEFICIENGY)
K 000 | INITIAL GOMMENTS koop Monitoring the Corrective

Action(s) Performance to Make !

Sure Systems are Sustained:

Requirsments for Long Term Care Facilities
Section 42 CFR 483.70 (a) except as otherwise

P'"O‘”[',idegli” the_s‘?CtiO"af tt?]e f;gggY fé‘{t{St m?tet: the The Maintenance Director/Designee
applicable provisions of the edition of the .

Life Safety Code, Existing Health Care, of the will report any concerns related to
National Fire Protection Association. penctration holes in fire barrier walls

and self-closing device doors to the

The facility was a fully sprinklad three story Performance Improvement

building of Type 1l (222} and I (111} construction

built in 1966 and 1872, respectively. The building Copumttee monthly ti'mes 3 for their
was equipped with a supervised aufomatic wet review, recommendations, and
sprinkler system with an addressable fire alarm i direction as needed.

system. The facility had a capacity of 146 certified
Medicare and Medicaid beds with a census of ) .
106. Date of compliance is August 5,

K011 | NFPA 101 LIFE SAFETY CORFE STANDARD Kot} 2012, .
88=E ;
If the building has a cornmon wall with a
nonconforming building, the commaon wall is a fire
bariier having at least a two-hour fire resistance
rating constructed of materials as required for the
addition. Communicating opanings occur enly in
corridors and are protected by approved
self-Clasing fire doors, 19.1.1.4.1, 19.1.1.4.2

A

This STANDARD is not met as evidenced by:
Based on ohservation and staff interview, the
facility failed to ensure the fire barrier wall was
- continuous from floor fo ceiling, The findings
waere:

1. Observation of the fire harrier on 6/20/12 at _
11:23 AM showed the self-closing device on one |
of the two west therapy doors weuld not laich the :

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE ' TITLE ‘(XG) DATE

Any deficiency stalement ending with an aslerisk (*) denoles a deficiency which the institution may be excused from correcling providing it is determined that
other safeguards provide sufficient protection to the pationts. {See instructions,) Except for nursing homes, e findings stated above are disclosabie 90 days
following the date of survey whether or not 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 available to the facillly, If deficlencles are cited, an approved plan of correction is requisite to conlinued
program participation.

FORM CMS-2567(02-89) Previous Versions Obsolele

Evenl [D:MI2J21 Facility |D: WY001B If continuation sheet Page 1 of 4

Y



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVIGES

PRINTED: 07/03/2012
FORM APFROVED
OMB NO. 09358-0391

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AMD PLAN OF CORRECTION {DENTIFICATION NUMBER: COMPLETED
A. BUILDING 01 - MOUNTAIN TOWERS HEA
B. WING
535013 06/20/2012
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(X4) 1D
PREFIX
. TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)

(%3)
COMPLETION
DATE

KoM

K 062
58=D

Continued From page 1

door into the door frame, with three attempts. At
the time of the observation the maintenance
manager could not explain why the doors had not
been noticed and repaired during the quarterly
inspections.

2. Observation of the fire barrier on 6/20/12 at
3:13 PM showed there were two unsealed conduit
penetrations above the ceiling tile. The largest
gap measured ¥ Inch across. Af the time of the
observation the maintenance manager could not
explain why the pepetrations had not been
noticed and repaired during the quarterly
inspections.

NFPA 101 LIFE SAFETY CODE STANDARD

Required automatic sprinkler systems are
continuously maintained in reliable operating
candition and are inspected and testad
periodically. 19.7.6, 4.6.12, NFPA 13, NFPA 25,
9.7.5

This STANDARD is not met as evidenced by:
Based on observation and staff interview, the
facility fajled to ensure sprinkler heads were not
coated with foreign material or corroded in 2 of 12
smoke compartments. The findings were:

Observation of the sprinkler system on 8/20/12
bebween 11 AM and 2:30 PM showed both
sprinkler heads in resident room #108 had sheet
rock texture sprayed on thern. Further
observation showed the bathroom sprinkler head |
in room #309 was corroded. At 11:07 AM the '
maintenance manager reported the sprinkler
system was inspected annually by an sutside

K011

K082

K-062: NFPA 101 Life Safety Code
Standard

Corrective Action(s) for Those
Residents Found to Have Been
Affected by the Deficient Practice:

The Maintenance Director/Designee
replaced both sprinkler heads in
Room #108.

The Maintenance Director/Designee
replaced the sprinkler head in the
bathroom in Room #309,

Identification of Gther Residents

Having the Potential te be Affected
| by the Same Deficient Practice:

The Maintenance Director/Designee
will conduct a facility-wide audit to
confirm that sprinkler heads do not

- have foreign material on them.
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i continuously maintained in relieble operating

i Based on observation and staff interview, the

Required automatic sprinkler systems are

condition and are inspectad and tested
periodically.  19.7.6, 4.6.12, NFPA 13, NFPA 25,
9,7.5

This STANDARD s not met as evidenced by:

facility failed to ensure sprinkler heads were not
coated with foreign material or corroded in 2 of 12
smoke compartments. The findings were:

Observation of the sprinkler system on 6/20/12
between 11 AM and 2:30 PM showed both
sprinkler heads in resident room #108 had sheet
rock tex{ure sprayed an them, Further
observation showed the bathroom sprinkler head l
in room #309 was corroded. At 11:07 AM the
maintenance manager reported the sprinkler
systein was inspected annually by an outside

i

E

l

Measures Put into Place/Systemic
Changes Made to Ensure that the
Deficient Practice(s) Does Not
Recur

The Maintenance Director/Designee
will incorporate into their routine
rounds the inspection of sprinkler
heads to confirm that they do not
have foreign materials on them.

The Maintenance Director/Designee
will incorporate into their routine
rounds the inspection of sprinkier
heads to confirm that they do not
have corrosion on them.

STATEMENT OF DEFICIENGIES {41) FROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
ENTIFICATION NUMBER: COMPLETED
AND PLAN OF CORRECTION tDEl ABUIDING 01 - MOUNTAIN TOWERS HEA
B. WING
_ 535013 06/20/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE Ao
KINDRED TRANSITIONAL CARE AND REHABILITATION-CHEYE 3128 BOXELDER DRIVE
CHEYENNE, WY 82001 \q hz
{Xa) I SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORREGTION os)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETIGN
TAG REGUIATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DaTE
DEFICIENGCY)
K011 Continued From page 1 K 011
door into the door frame, with three attempts. At
the time of the observation the maintenance
manager could not explain why the doors had not
been noticed and repaired during the quarterly
inspections.
2. Observation of the fire barrier on 6/20/12 at
3:13 PM showed there were two unsealed conduit
penetrations above the ceiling tile. The largest
gap measured ¥4 inch across, At the time of the
observation the maintenance manager could not R
EXP,Ia‘g why the Qendegratgons ;‘ad not b?e” The Maintenance Director/Designee
ir:jost:)ceecﬁsr?sd repaired during the quarterly will conduct a facility-wide audit to
K 082! NFPA 101 LIFE SAFETY CODE STANDARD Kogz| confirm that sprinkler heads do not
88=D | have any corrosion on them,
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STATEMENT OF DEFICIENGIES (1) PROVIDER/SUPPLIERIGLIA (X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATICN NUMBER: COMPLETED
A.BUILDING 01 - MOLUNTAIN TOWERS HEA
535013 B e 06/20/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP GODE \
' 3128 BOXELDER DRIVE
BILITA -CHEYE
KINDRED TRANSITIONAL CARE AND REHABI TION Y CHEYENNE, WY 82001 —7/(QI/|Z__
{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION P
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECGTIVE AGTION SHOULD BE © COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROPRIATE | DATE
‘ DEFICIENGY) ;
K 062 inued 2 Monitoring the Corrective
Continued From page , K 062 Action(s) Performance to Make
confractor, he could net explain why the S Svst Sustained:
aforementioned heads were nat noticed and ure systems are *
replaced. )
1 "The Maintenance Director/Designee
Reference NFPA 101, 2000 Edition, 19.3.5.1 : .
Qi ' ' concerns regardin;
9.7.5, NFPA 25, 1999 Edition: will report anyf o tg o &
2-2.1.1* Sprinklers shall be visually inspected the presence ol 1oreign materials or
from the floor level annually. Sprinklers shall be corrosion on sprinkler heads to the
frﬁe <_3f clc;rrosion, forg:igg Tl"l%te_rialts,”pacqiiqt, te:\nd Performance Improvement
physical damage and shall be instalied in the . : :
proper orientation (e.g., upright, pendant, or Corprmttee monthly t1.mes 3 for their
sldewall). Any sprinkler shall be replaced thatis IevIew, recornmendatlons, and
painted, corroded, damaged or loaded, or in the direction as needed.
improper arientation. ' .
l;;f[: NFPA 101 LIFE SAFETY CODE STANDARD K 147'E Date of compliance is August 5,
Electrical wiring and equipment is in accordance 2012. :
with NFPA 70, Nationat Electrical Code. 9.1.2 |
, . , |
This STANDARD is not met as evidenced by d
Based on observation and staff interview, the
facility failed to ensure temporary elestrical wiring
did not replace permanent fixed wiring in 1 of 12
smoke compartments. The findings were: .
| observation of resident room #308 on 6/20/12 at :
2:28 PM showed the oxygen concenirator was ‘
plugged into two surge proteclors, connected
in-line. At the time of the observation the
maintenance manager could not explain why the
adapters had not been noticed and removed
during the quarterly inspections,
| Reference NFPA 101, 2000 Edition, 19.5.1, 9.1.2, j
I NFPA 70, 1999 Edition: !
400-8. Uses not permitted. Unless speaifically
FORM CMS-2567(02-99} Previous Verslons Obsolele Event 1D:Mi2J21 Facility 1D: WYD018 If conlinuation shest Pags 3 of 4
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X4y ID SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION Y e
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE . COMPLETIGN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE ;.  DATE
DEFICIENCY) ;

K 062 | Continued From page 2 K 062 ?
contractor, he could not explain why the i
aforementioned heads were not noticed and i
replaced. :
Reference NFPA 101, 2000 Edition, 16.3.5.1, :

9.7.5, NFPA 25, 1999 Edition;
2-21.1* Spr]nklers shal} be visually mspected
from the floor level annually. Sprinklers shall pe
free of corrosion, foreign materials, paint, and
physical damage and shall be installad in the
proper orientation {e.g., upright, nendent, or
stdewall). Any sprinkler shall be replaced that is
painted, carroded, damaged or loaded, or in the
improper orientation. ' .

K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K 147! K-147: NFPA 101 Life Safety Code

S8=D Standard
Electrical wiring and equipment Is in accordance

i 0 fi E i L8, . .
with NFPA 70, National Electrical Code. 9.1.2 Corrective Action(s) for Those
Residents Found to Have Been
¢ | Affected by the Deficient Practice:
This STANDARD is not met as evidenced by: ‘
Based on observation and staff interview, the . . .
facility failed to ensure temporary electrical wiring The Maintenance Director/Designee
did not replace permanent fixed wiring in 1 of 12 removed one surge protector from
smoke compartments. The findings were: Room #308.
Observalion of resident room #308 on 6/20/12 at . . .
2:29 PM showed the oxygen concentrator was Identification of Other Residents
plugged into two surge protectors, connected Having the Potential to be Affected
m~I[ne. At the time of the observation the by the Same Deficient Practice:
maintenance manager could not explain why the
adapters had not been noticed and removed . . .
during the quarterly inspections. The Maintenance Director/Designee
| Re NEPA 101, 2000 Edition, 16.6.1, 6.4 2. will conduct a facility-wide audit to
eference ition, 1 s
| NFPA 70, 1999 Edition: confirm multiple surge protectors are
400-8. Uses not permitted, Unless specifically i not present. |
FORM CMS-2567(02-99) Previous Versions Obsolele Event ID:M12J21 Facility 1D WY0Q0148 If continuation sheet Page 3 of 4
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KINDRED TRANSITIONAL GARE AND REHABILITATION-CHEYE S soxeLoER Ve
) CHEYENNE, WY 82001 7halyz-
(X4} D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF GORREGTION T o
FREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORREGTIVE AGTION SHOULD BE * COMPLETION
TAG REGULATORY OR LSGC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THEAPPROPRIATE  :  DATE
DEFICIENGY) :
i
K 062 | Continued From page 2 K062 ;
contractor, he could not explain why the i
aforementioned heads were not noticed and :
replaced. ;
[
Reference NFPA 101, 2000 Edition, 19.3.5.1,
| 9.7.5, NFPA 25, 1999 Edition;
2-2.1.1" Sprinklers shal! be visually inspected
from the floor level annually. Sprinklers shall be
free of corrosion, foreign materials, paint, and
physical damage and shall be installed in the
proper orientation (e.g., upright, pendant, or
sidewall). Any sprinkler shall be replaced that is
painted, corroded, damaged or loaded, or in the
improper orfentation,
K 147 { NFPA 101 LIFE SAFETY CODE STANDARD K 147
5S=0 Measu i o |
Electrical wiring and equipment is in accordance C‘h res Put into Place/ Systemic !
with NFPA 70, National Electrical Code. 9.1.2 anges Made to Ensure that the
Deficient Practice(s) Does Not
Recur
i
This STANDARD is not met as evidenced by : . ) .
Based on observation and staff interview, the The Maintenance Director/Designee
facility failed to ensure temporary electrical wiring 1 - - hei .
did not replace permanent fixed wiring in 1 of 12 will incorporate into their routine
smoke compartments. The findings were: rounds on a facility-wide basis an

audit to confirm that there are not

Observation of resident room #308 on 6/20/12 at multi pl e surge protectors in use. .

2:29 PM showed the oxygen cancentrator was
plugged into two surge proteciors, conhected
in-line. At the time of the observation the
maintenance manager could not explain why the i
adapters had not been noticed and removed !
during the quarterly inspections, '

Reference NFPA 101, 2000 Edition, 19.5.1, 8.1.2,
NFPA 70, 1999 Edition; ‘
400-8. Uses not perrmitted. Unless specifically g

!
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STATEMENT OF DEFICIENCIES {(X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AMD PLAN OF CORRECTION IDENTIFICATION NUMBER; COMPLETED
A BUILDING 91 . MOUNTAIN TOWERS HEA
_ 535013 e 06/20/2012
NAWE OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, 2IP CODE

KINDRED TRANSITIONAL CARE AND REHABILITATION-GHEYE 3128 BOXELDER DRIVE

CHEYENNE, WY 82001 e fiz—
{X4) ID : SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATCRY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCEDR TO THE APPROPRIATE . DATE
DEFICIENCY) !
3

K 147 | Continuiad From page 3

permitted in section 400-7, flaxible cords and
cables shall nat be used for the following;

K147 Monitoring the Corrective
Action(s) Performance to Make

(1) As a substitute for the fixed wiring of Sure Systems are Sustained: ;
structure i
(2) Where run through holes in walls ... The Maintenance Director/Designee |
(3) Where run through doorways, windows, ar . d; !‘
similar openings will report any concerns regarding |
(4) Where attached to building surfaces the use of surge protectors to the !
. Performance Improvement j
Committee monthly times 3 for their

review, recommendations, and
direction as needed. :
f
i
Date of compliance is August 5, ;
|
2012. J
i
i

!
!
i
]
|
{
| | |
| I i
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