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Form Approved
OMB NO. 0938-0390

. Centers for Medicare & Medicaid Services

‘naintaining data neecled,

heluding suggestions for reducing the burden, to GMS, Office of Financial Management

Reduction Project (0938-0390), Washington, D.C. 20503,

(Y1) Provider/ Supplier / CLIA /
Identification Number

53A043 -« -

(Y2} Multiple Construction

A. Building
B. Wing 01 - MAIN BUILDING 01

{Y3) Date of Revisit
11/28/2005

Name of Facility

PLATTE COUNTY MEMORIAL NURSING HOME

Street Address, City, State, Zip Code

204 15TH STREET

WHEATLAND, WY 82201

-—

" This report is compleled by a qualified State surveyor for the Medicare, Medicaid angfor Clinical Laboratory Improvement Amendments program, to show those deficlencies previously

reported on the CMS-2567, Statement of Deficiencies and Plan of Gorrection that have bean corrected

fully identified using either the regulation or LSC provision n
requirement on the survey report form).

and the date such corrective action was accomplished, Each deficiency should be
umber and the identification prefix code previously shown on the

CMS-2587 (prefix codes shawn {o the laft of each

(Y4) Item (Y5) Date (Y4) ltem (Y5) Date {Y4) Hem (Y5) Date
Correction Correction Corraction
Completed Completad Complated
1D Prefix 10/28/2005 ID Prefix 10/28/2005 1D Prefix 12/15/2005
Reg. # NFPA 101 Reg. # NFPA 101 Reg. # NFPA 101
LSC Koo27 LSC Koo02o LSC Koos6
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix B
Reg. # Reg. # o Reg. #
Lsc LSC - LSC B
Correction Correction Correction
Completed Completed Completed
IDPrefix ID Prefix ) o 1D Prefix o
Reg. # Reg. # - Reg. #
lsc T LSC I Ltsc
Caorrection Correction Correction
Completed Completed Completed
DPrefix ID Prefix N DPrefx o
Reg. # Reg. # Reg. # o .
Ls¢c ~ —— Lksc ~~  — Lsc -
Correction Correction Correction
Completed Completed Completed
iD Prefix - ID Prefix IDPrefix _
Reg. # Reg. # _ Req. # L o
ksc T Lksc _ ~ T Lsc .
_— . —— —s e -
ReviewedBy | Reviewed By Signatyre of Surveyor Date:
_State Agency 5> R s OO, dber | 12 f57E
Reviewed By Reviewed By Signature of SUWeyo;/ ey Date:
CMS RO (
Followup to Survey Completed on: Check for any Uncorrected Deficlencies. Was a Summary of
10/7/2005 Uncorrected Deficiencles (CMS-2567) Sent to the Facility? YES NO
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