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{%4) ID SUMMARY STATEMENT OF DEFICIENGIES I PROVIDER'S PLAN OF CORRECGTION 15
PREFIY {EACH DEFICIENCY MUST BE PRECEDELD BY FULL, PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSY-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
{K 000} ¢ INITIAL COMMENTS (K 000)
|
i N
{K 038} | NFPA 101 LIFE SAFETY CODE STANDARD {K 038}
§8=D ! :
Exi-aceessisaranged-so-that-exits-are-roadily
accessible at all fimes In accordance with section .
7.1. 18.2.1 I 1(038: o ¢
. : The contractor will provide single [/
e s . action egr m
‘ This STANDARD I not met as evidenced by: . & estz hflt‘ldw?rehtg I eet c? de t
Based on cbservation and stedf Interview, the requiremnents at the technology close
' facliity failed to ensure corridor doors were _ corridor door.
: provided with adequate latching hardware In 1 of
|-2 smake compartmants, The findings were: ‘;Egress hardware on the corridor
' Interview with the nursing home techpology closet door will be
- administrator/guide on 8M1/12 &l 2 PM revealed monitored on a quarterly basis by the
. the corrdor door to the computer room was not maintenance technician to assure they
_provided with latching hardware that was re functioni
: operable from within the room, The latch also are functioning proparly.
_required two actions to release and open the
door. This issue was observed on 67112 and Any egress hardware found not to be
' c:léedi c:ntthte 5;'8!1 d2 sulrvay‘ Th: J o 8112 612 : working effectively will be replaced
* administrator/guide also reported on a i o
' PM that new latching hardware was ordered, but | ang acgu(rzl 1tem§ reported to the Safety
" sha was unsure when It would be installed. and QA Committees,
' Reference, NFFA 101, 2000 Edition,
118.2.2.2.1 Doors complying with 7.2.1 shall be
- permitted, '
1 7.2.4.5.1 Doors shall be arranged to be openad ;
: readily from fhe egress side whenaver the |
s bullding s occupted. Locks, i provided, shall not
. reguire the usae of a key, & tool, or apeclal f :
“knowledge or effort for operation from the sgress 1 !
; side. ; _
mnozf‘? RECTHRS OR PROVIDER/SUBRLIER REPRESENTATIVE' SIGNATURE TITLE {6) DATE
A ~ A i
AW MEAA R @m‘cm&ﬁr&w‘ g17/1>

Any deficlency siatemeﬂ{ ending with an asterisk (%) denotes a deficiensy which the institution may be excused from corresting providing it s tetermined that
other safeguards provide sufficient protection to the patients. (See Instructions.) Extept for nursing homes, the findings stated above are disclosable 90 days

following tha date of survey whather or not a plan of conection s provided, For nursing homas,

the above findings and plans of correction ara disclosable 14

days fofiowing the date these dosuments are made avaliable to the faclly. | daficiencles are ciled, an spproved plan of eorrection Is requisite fo continued

rarn parlisipation.
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GENTERS FOR MEDICARE & MEDRICAID SERVICES OMB NO, 0938-0391
STATEMENT OF DEFIGHENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION %31 DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER,; COMPLETED
A BUILDING 01 - SCOTT BUILDING
R
B WING
WY0042 08/01/2012
MHAME OF FROVIDER OR BUPPLIER STREET ADDRESS, GITY, S8TATE, ZIP CODE
2311 BHIRLEY COVE
R IVING IDAN
GREEN HOUSE LIVING FOR SHER SHERIDAN, WY 62601 jZé
X4y 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIGER'S PLAN OF CORRECTION (X5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
AG REGULATORY OR LSC IDENTIFYING INFORMATIDN) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE:
. DEFICIENGY)
{K 038} Continued From page 1 {K 038}

7.2.1.5.4" Alatch or other fastening device on a
. door shall be provided with a releasing device
i having an obvious mathod of operation and that
-1 Is readily operated under all ighting conditions.
: The_releasing_mec:hamsm_fmnuamb_ahaib_e

" located not less than 34 in. (86 cm), and not more
than 48 in. (122 cm), above the finishad fioor, : ;
Doors shall be opsrable with not more thanons |
relsasing oparation,
18.2.2.2.4 Doors within & required means of
egress shall not be equipped with a latch or lock

I that requires the use of a tool or key from the
| 80r8ss side,
' 18.3.6.3* Corridar Doors.

. 18.3.6.3.2 Doors shall be provided with positive
latching hardware. Roller fatches shali be

: prohibited.
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STATEMENT OF DEFICIENCIES {X4) PROVIDERISUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND BLAN OF GORRECTION IDENTIFICATION NUMBER: ABULONG 07 WATT BUILDING SOMPLETED
. R
WY0042 B WING 08/01/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE, ZIF GODE
2541 SHIRLEY COVE
GREEN HOUSE LIVING FOR SHERIDAN SHERIDAN, WY 52804
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S FLAN OF GORRECTION o
PREFIX (EACH DEFICIENGY MUST 8E PRECEDED BY FULL FREFIX {(EACH CORRECTIVE ACTION SHOULL BE GUMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) A CROSS-REFERENCED TO THE APPROPRIATE DATL
DEFICIENCY)
{K 000} ; INITIAL COMMENTS (K 000)
{K 038) NEPA 101 LIFE SAFETY CODE STANDARD {IK 038} .
88=pn' .
~Exitacoessisatranged-so-that-exits-are-readily
-pceessible at all times In accordance with section ;
’ 81
'The contractor will provide single
! action egress hardware to
! This STANDARD 1s not met as evidenced by: : T ot ts al thwt bt r}neet clo de
Based on observation and staff interview, the requirements ai the technology closet
facllity failed to ensure corridor doors were corridor door.
: provided with adequate latching hardware in 1 of :
1 2 smoke compartments. The findings were: Egress hardware on the corridor
¢ Interview with the nursing home : technology closet door will be
s administrator/igulde on BM/12 at 2 PM revealed monitored on a quarterly basis by the
the corridor door fo the computer room was not . maintenance technician to assure they
_provided with latching hardware that wes ' ' s onin
_operable from within the roort. The tatch also gre fonctioning properly.
requirad two actions to release and open the
door. This lssue was obsatved and clied during Any egress hardware found not to be

, the 6812 survey, The administratorfguide also wOrkjng effectively will be replaced

i reported on B/1/12 at 2 PM that new latching - S .
| hardware was ordered, but she was tinsure when ' 3and action 1Lem's reported to the Safety
and QA Committees,

it would be instefled.

. Reference, NFPA 101, 2000 Edition; )

: 18,2,2.2.1 Doors eomplying with 7.2.1 shallbe  ~ t
‘ permitted,

; 7.2.1.6.1 Dowors shall be arranged to be opened

: readily from the egress side whenever the

- building iz oceupiad, Locks, i provided, shall not

. require the use of a key, a tool, or spacial :

" knowledge or effort for operation from the egress

i gide,

j
LABORAK?Y DIRECTOR® OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {XB) DATE
. Lol - A
/(M g%'ﬂv\.d Qeézﬁmwﬁm(@)v glhi1]la

Any defliciency statamem.e’ndlng wilh an asterlsk () denotes a deficiancy which the institution may be exgused from corracting providing it is delatmined that
other sefaguards provide sufficlent protection to tha patients. {See Instructlons.) Except for nursing hornes, the findings stated above are disclosable 90 days
foliowing the dela of Burvey whether or not a plan of correstion is provided, For nursing homes, the above findings and plans ol correction are disclosgble 14
days following tha date these documents are mads avallable to the facility, if defivlencies are clied, an approved plan of corraction is raquisite 1o continuad

ropyram participation,
R?gocp. Mw | Mtz spmansitsr Ny o0 Blishe.
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FORM APPROVED
CENTERS FOR MEDIGARE & MEDICAID SERVICES OMB NO, 0638-0391
STATEMENT OF DEFICIENGIES (X1} EROVIDEFAI_?IU!;P#:?&%%&A (X8 MULTIPLE CONSTRUCTION [%3) ESLE SURVEY
AND PLAK OF CORRECTION IDENTIFICATIO ! COMPLETED
c A BULDING 02 - WATT BUILDING
R
B. WING
WY0042 08/01/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, 8TATE, 2IP CODE
231 SHIRLEY COVE
B DA
GREEN HOUSE LIVING FOR SHERIDAN SHERIDAN, WY 82801 é
X4y 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION ! %5
PREFIX (EACH DEFICIENGY 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)
{K 038}, Continuad From pags 1 {K 038)

7.2.1.5.4% Alatch or other fastening device on a
_door shall be provided with & releasing device
 having an abvious method of operation and that

is readlly operated under all lighting conditions.

Therreleasing-mechaniem-for-any-lateh-shal-be

| focated not less than 34 in. (86 cm), and not mors -
than 48 in. (122 cm), above the finishad fioor. :
Doors shall be operabls with not more than one |
releasing operation. ,
18.2.2.2.4 Doors within a required means of !
wgress shall not be squipped with 2 Jatch or lock

that requires the use of a tool or key from the

" egress side,

'18.3.6.3* Corridor Doors.

+18.3.6.3.2 Doors shall be provided with positive

"atohing hardware, Roller latches shall be

" prohibited,

s
1
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WY Dapt of Hoctih
AUG 1 0 2012 PRINTED; 08/02/2012
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
.CENTERS FOR MEDICARE & MEDICAID SERVICES QMB NO. 0938-0391
STATEMENT OF DEFIGIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
R
WYD042 08/01/2012

NAME OF PROVIDER OR SUPPLIER

GREEN HOUSE LIVING FOR S8HERIDAN

STREET ARDRESS. CITY, STATE, ZIP CODE
2311 SHIRLEY COVE
SHERIDAN, WY 82801

PROVIDER'S PLAN OF CORREGTION

) 1D BUMMARY STATEMENT OF DEFICIENCIES I ) \ e
PREFIX {EACH DEFICIENCY MUY BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC iDENTIFYING INFORMATION) TAG CROSE-REFERENCED TO THE APPROPRIATE BATE
DEFICIENGY)
{K 000} - INITIAL COMMENTS {K 000}
{K 038) " NFPA 101 LIFE SAFETY CODE STANDARD {K 038}
§8=D . ‘ ‘
| EXIT 606665 18 Aranged S0 that exits are readly
*accessible et all tmes in accordance with section | ;
74, 18241 :
: | KO038: By
¥ 1 H
i ‘The contractor will provide single
This STANDARD ie not met as evidenced by: acthn egress hardware fo meet code
_ Based on observation and staff intarview, the requirements at the techniology closet
| facility falled to ensure corridor doors were corridor door.
| provided with adequate latching hardware in1 of :
12 smoke compartments, Tha findings wers: Feress hardware on the corridor
 Interview with the nursing home ‘ tech1:1ology closet door will be:
: administrator/guide on 8/4/12 at 2 PM revealed 1 monitored on a quarterly basis by the
oot athing harwars fatwas maintenance techoiclan to assure they
i operable from within the room, The latch also are functioning properly.
. required two actions to release and open the :
door, This issue was observed and oited during | Any egress hardware found not to be
the £/8/12 survey. The administrator/guide also - working effectively will be r
| reported on 8/1/12 at 2 PM that new latching o ia C,f i 'y rltlt!d: gplageg
! hardware was ordered, bul she was unsure when : and action items reported to the Satety
it would be installed. - ‘ and QA Commitiees.
: Reference, NFPA 101, 2000 Edition;
{8.2.2.2.1 Doovrs complying with 7.2.1 shall be
permitied. _
'7.2.1.5.1 Doors shall be arranged to be opehed
readlly from the egress side whenever the
building Is occupled. Locks, if provided, shall not
reguire the use of a key, a fool, or special
- knowladge or effort for operation from the egress
{ side. ) .
LABOI Y DIRECTOR'S OR PROVIDERSUPPLIER REPRESENTATIVE'S SIGNATURE ﬂ . THiE £X0) BATE
/wi,mm 4 KQ/JMMJE&J,[@A« ST

Any deficienay slatamo@{ onding with an asterisk (%) denotes n deficlancy which the Institution may be excused Irom cortacting providing It is determined that
olher safeguards provide aufficiant proteclion to the patients. (See instructions.) Except for nursing hores, the findings stated above are distiusable 90 days
fallowing the dale of survey whather or nol a plan of correction is provided. For nurging hotnes, the above findings and plans of conection are disclosable 14
diys following the date these documents ara made avallable to the faciity., if deficlancles are ofted, an approved plan of correction Is requisiie ta continued
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
.GCENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 08{02/2012
FORM APPROVED
OMB NO, 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1} PROVIDERSUPPLIERICLIA
INENTIFICATION NUMBER,

WYO0042

(42} MULTIPLE CONSTRUGTION
A BUILDING D3 ~WHITNEY BUILDING

B WING

(X3) DATE SURVEY
COMPLETER

R
08/01/2012

NAME OF PROVIDER OR SUFFLIER

GREEN HOUSE LIVING FOR SHERIDAN

STREET ADDRESS, CITY, STATE. ZiF GODE

2311 SHIRLEY COVE
SHERIDAN, WY 82801

I

{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES
PREFIX {EACH DEFICIENGY MUST BE PRECEDED RY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATICON)

D

PREFIX

TAG

: PROVIDER'S PLAN OF CORRECTION ()
(EACH CORRECTIVE ACTION SHOULL BE COMPLE TION
CROSS-REFERENGED TO THE APPROPRIATE DATE:

DEFIGIENGY)

{K 038} - Continued From page 1

{K 038}

7.2.1.5.4* Alatch or ofher fastening device on a
" door shali be provided with a releasing device
- having an obvious method of operation and that
is readily operated under all lighting conditions.

The-teleasing-mechrnism-for any latch shall be

_iooated not less than 34 In. (88 om), and not more

‘than 48 in. (122 cm), above the finished floor.

' Doors shall be operable with not more than one

' raleasing operation,
18.2.2.2.4 Doars within a required means of
agress shall not be equipped with a latch or fock
that requires the use of a tool or key from the

1 egress slde,

: 18.3.8,3" Corridor Doors,

" 18,3.6,3.2 Doors shall be brovided with positive

latching hardware. Reller latches shall be

. prohibited,

FORM CIS.2567(02-80) Previous Varsions Obsolete Evenl i0:808027 | Facllity 1D WY0042
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. . PRINTED: 0B/02/2012
DEPARTMENT OF MEALTH AND HUMAN SERVICES FORM APPROVED

.CENTERS FOR MEDICARE & MEDICAID SERVICES DMB NO, 0938-0391
STATEMENT OF DEFICIENCIES (%%) PRO\HDEE}:‘SLH;PLIERIOLTA 1%2) MULTIPLE GONSTRUCTION (X8 l)ALEF f’;’ﬁg’f*
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A GULDING 1. FOUNDERS BUILDING GOMPL R
L WING
WY0042 F 08/04/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2341 SHIRLEY COVE
GREEN HOUSE LIVING FOR BHERIDAN SHERIDAN, WY 82801
(X4) 19 SUMMARY STATEMENT OF DEFICIENCIES W PROVIDER'S PLAN OF CORRECTION (X5
PREFIX (BACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG . REGULATORY OR LBG IDENTIFYING INFORMATION) - TAG CROBS-REFERENCED TO THE APPROPRIATE DAVE
A : DEFICIENGY)
{K 000} INITIAL COMMENTS {K 000}
{K 038} : NFA 101 LIFE SAFETY CODE STANDARD {K 038}
£8=0 | .
HExltaccessisarranged-so-that-exite-arereadlly—
' accessible i all imes in accordance with sectlon .
74 1821 'K038: 2hii-

"The contractor will provide single

f action cgress hardware to meet code
This STANDARD Is not met as evidenced by: :
: Based on observation and staff Interview, the requirements at the technology closet
' facifity falled to ensure corridor doors were ‘ corridor door.
_provided with adequate latching hardware in 1 of

-2 smoke compartments. The findings ware: :Bgress hardware on the corridor

“ Inferview with the nursing home : technology closet door will be

| administrator/guide on 8/1/12 at 2 PM revealed monitored on a quarterly basis by the
1 the corr;doq door to the computer room was not -maintenance technician to assure they
* provided with latching hardware that was : i R
. operable from within the room. The latch aiso are functioning properly.
 required two actions to release and open the :

i door. This issUe-was cbserved on &/7/12 and Any egress hardware found not to be

! citad on the 5/8/12 survey. The ‘working effectively will be replaced

adminlstratorfguide also reported on B/1/12 at 2 fan '
- PM that new latching hardware was ardered, but - and action items reported to the Safety

- she was unsure wher it would be instalied. and QA Committees.

* Referance, NFRA 101, 2000 Edition;

:18.2.2.2.1 Doors complying with 7.2.1 shall be

; permitted, _ .

:7.2.1.6.1 Doors shall be arranged to be opened '
. readily from the egrass side whenever the

i buﬂdlng is nooupied, Locks, If provided, shall not
: fequire the use of a key, a tcaoi or special ,

+ knowtedge or effort for operation from the egress | ,

: side. !

LABDRAT@? CTOR'S 1 PROVIDER/SUR R REPRESENTATIVE'S SIGNATURE TWLE . X0 DAYE
Z:M £ A(mn@m[ Lo 8/t

Any deficiency stalement nnd]p{g wlth an aslerisk () denotes a daficlency which the instifution may be excusad from correcting providing it iz determinet the
other safepuards provide sufficlent protection (o the patients. {See instrustions.) Except for nursing homes, the findings sieted above are disciosable 60 days
following e date of survey whether or not & plan of correction is provided. For nursthg homes, the above findings and plans of eorraction are disclosable 14
days tollowing the dafe these docurnents are imade available to the faclity, If deficiencies are cited, an approved plan of correction 1s tenuisite 4o continued

program parj{eipation,
w/_Oxozas, Soimwaye, MW o Pliohz
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D.EPARTMENT OF HEALTH AND HUMAN SBERVICES

PRINTED: 08/02/2012

FORM APPROVED
- CENTERS FOR MEDICARE & MERICAID SBERVICES OMB NO, 0938-0391
STATEMENT OF nem%ﬁmcées (xX1) lpaov:qlﬁmsgzpmﬂgéua (X2) MULTIPLE GONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTIO DENTIFIGATI R ABLUILONG 04 FOUNDERS BUILDING COMPLETER
R
B. WING
WYQ042 08/01/2012

NAME OF PROVIDER OR SUPPLIER
GREEN HOUSE LIVING FOR S8HERIDAN

2311 SHIRLEY COVE
BHERIDAN, WY 82801

STREET ADDRESS, CITY, STATE, ZIP CODE

P

17.2.1.6.4* Alatch or other fastening device on a
i door shall be provided with o releasing device

- having an ohvious mathod of operation and that
' is readlly operated under al lighting conditions,

Thereleasing mechanism-for-any-iateh-shal-be

®4) D - SUMIMARY STATEMENT OF DEFICIENGIES i PROVIDER'S PLAN QF CORRECTION Kby
PREFIX (EACH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX {EAGH CORREGTIVE ACTION SMOULD BE COMPLETION
TG REGULATORY OIR LSC IDENTIFYING INFORMATI Ny TAG CROSS-REFERENGED TO THE APPROPRIATE OATis
) DEFICIENGY)
{K 03B} Continued From page 1 {K 038}

| focatted not less than 34 in. {88 om), and not more :'

i than 48 In. (122 em), above the fintshed floor,

| Doors shall be pperable with not more than one

. releasing operation, !
18.2.2.2.4 Doors within a required means of
egress shall not be equipped with & latch or lock

- that requires the use of a tool or key from the

| pyress side.

£ 18,3.6.3* Corridor Doors.

: 118.3.6,3.2 Doors shall be provided with pasitive
latohing hardware, Roller latches shall be

' probibited.

FORM CMS-2567(02-80}-Previous Versions Gbsolate : Evont iD: 805022
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Department K/tl‘ Hu_aalth ?g:ld Hufna.n Servi.ces o o Form Approved
Centers For Medicare & Medicaid Services OMB NO. 0938-0390

Post-Certification Revisit Report

Public reporting for this collection of mformation is estimated to average 10 minutes per response, including time for reviewing instructions, searching existing data sources, gathering and maintaining data
needed, and completing and reviewing the collaction of infonnation. Send comments regarding his burden estimate or any other aspect of this collection of information including suggestions for reducing the
burden, to CMS, Office of Finaneia! Management, P.O. Box 26684, Baltimore, MD 21207; and to the Office of Management and Budget, Paperwork Reduction Project (0938-0390), Washington, D.C. 20503,

(Y1) Provider/ Supplier / CLIA/ (Y2) Multiple Construction (Y3) Date of Revisit
Identification Number A, Building 01 - SCOTT BUILDING 08/01/2012
WY0042 B. Wing
Name of Facility Street Address, City, State, Zip Code
GREEN HOUSE LIVING FOR SHERIDAN 2311 SHIRLEY COVE

SHERIDAN, WY 82801

This report is completed by a qualified State surveyor for the Medicare, 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 either the
regulation or LSC provision number and the identification prefix code previously shown on the CMS-2567 {prefix codes shown te the left of each requirement on the survey report form).

(Yd)  Item (Y5) Date (Y4) Item (Y5) Date (Y4) ltem (Y5) Date
Correction Correction Correction
Completed Completed Completed
1D Prefix 061272012 ID Prefix 06/01/2012 1D Prefix 06/12/2012
Reg # nrpa 101 Reg.# Nppa 101 Reg-# Nppa 101
LSC Ko011 LSC K0029 LSC KO0056
Correction Correction Correction
Cempleted Completed Completed
ID Prefix 06/01/2012 ID Prefix 06/12/2012 ID Prefix 06/12/2012
Reg. # NEpA 101 Reg. # nNrpa 101 Reg. # NFPA 101
LSC K0062 LSC K067 LSC K006%
Cotrection Correction Correction
Completed Completed Completed
ID Prefix 06/15/2012 ID Prefix 1D Prefix
Reg. # nppa 101 Reg. # Reg. #
LSC k6141 LSC LSC . o
Correction Correction Correction
Completed Completed Completed
1D Prefix 1D Prefix ID Prefix
Reg. # Reg, # Reg. #
LSC - LSC LSC -
Correction Correction Correction
Completed Completed Completed
1D Prefix 1D Prefix 1D Prefix
Reg, # Reg. # Reg. #
LSC LSC LSC B
Reviewed By | Reviewed By ] Date: Signature of Surveyor: Date:
AL %
State Agency 4 2/ =2,
- Al - = & 2zf2
Reviewed By Reviewed By Date: Signature of Sit )
CMS RO
Followup to Survey Completed on: | Check for any Uncorrected Deficiencies. Was a Summary of Uncorrected
05/08/2012 Deficiencies (CMS-2567) Sent to the Facility?  vps  NO

Form CMS - 2567B (9-92) 805022



Department of Health and Human Services

F
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 average 10 minutes per response, incliding tice for reviewing instructions, searching existing data sources, gathering aixl maintaining data
needed, and completing and reviewing the collection of informaticn, Send ¢comments regarding this burden estimate or any other aspect of this collection of information including suggestions for reducing the
burden, to CMS, Office of Financial Management, P.O. Box 26684, Baltimore, MD 21207; and to the Office of Management and Budget, Paperwork Reduction Project (0938-0390), Washirgton, D.C, 20503,

(Y1) Provider/Supplier / CLIA/ (Y2) Muttiple Construction (Y3) Date of Revisit
Identification Namber A, Building 02 - WATT BUILDING 08/01/2012
WY0042 B. Wing
Name of Facility Street Address, City, State, Zip Code

2311 SHIRLEY COVE
SHERIDAN, WY 82801

GREEN HOUSE LIVING FOR SHERIDAN

This report is completed by a qualified State surveyor for the Medicare, 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 vsing either the
regudation or LSC provision number and the identification prefix code previously shown on the CMS-2567 (prefix codes shown to the left of each requirement on the survey report farm).

(Y4) Item

Item (YS) Date (Y9 (YS) Date (Y4} liem (Y5)  Date
Correction Correction Correction
Completed Completed Completed
ID Prefix 06/01/2012 1D Prefix 06/12/2012 ID Prefix 06/12/2012
Reg. # NFPA 101 Reg.# Nppa 101 Reg. # nrpa 101
LSC K0029 LSC K056 LSC K067
Correction Correction Correction
Completed Completed Completed
ID Prefix 06/12/2012 ID Prefix 06/292012 iD Prefix
Reg. # Nppa 101 Reg. # NppA 101 Reg. #
LSC K069 LSC K0141 LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC _
Correction Corvection Correction
Completed Completed Completed
ID Prefix ID Prefix 1D Prefix
Reg. # Reg. # Reg. #
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix 1D Prefix
Reg. # Reg. # Reg. #
LSC ] LSC LSC i
Reviewed By _ | Reviewe B)'S/ / ' Date: Signature of Surveyor: Date;
State Agency [ 5 L / /
| Al , 22
Reviewed By Reviewed By Date: Signature of Surveyor: D
CMS RO
Follownp to Survey Completed on: | Check for any Uncorrected Deficiencies. Was a Snmmary of Uncorrected
05/08/2012 Deficiencies (CMS-2567) Sent to the Facility?  ypg NO

Form CMS - 2567B (9-92)

8D5D22
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OMB NO. 0938-03%0

Post-Certification Revisit Report

Public reporting for this collection of information is estimated to average 10 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, to CMS, Office of Financial Management, P.0. Box 26684, Baltimore, MD 21207; and to the Office of Management and Budget, Paperwork Reduction Project (0938-0390), Washington, D.C. 20503.

(Y1) Provider/Supplier / CLIA / {Y2) Multiple Construction (Y3) Date of Revisit
Identification Number A, Building 03 - WHITNEY BUILDING 08/01/2012
WY0042 B. Wing

Name of Facility Street Address, City, State, Zip Code
GREEN HQUSE LIVING FOR SHERIDAN 2311 SHIRLEY COVE

SHERIDAN, WY 82801

This report is completed by a qualified State surveyor for the Medicare, Medicaid and/or Clinical Laboratory Improvement Amendiments program, to show those deficiencies previously reported on the
CMS-2367, Statement of Defiviencies and Plan of Correction: (hat have been corrected and the date such corrective action was accomplished. Each deficiency should be fully identified vsing either the
regulation or LSC provision number and the identification prefix code previously shown on the CMS-2567 (prefix codes shown to the left of each requirement on the survey repert form).

(Y4)  Item (Y5) Date (Yd) Item (Y5) Date (¥Y4) Item (Y5) Date
Correction Caorrection Correction
Completed Completed Completed
1D Prefix 05/25/2012 1D Prefix 06/12/2(H2 ID Prefix 06/12/2012
Reg- # nppa 101 Reg. # Nrpa 101 Reg. # Nrpa 101
LSC Ko0029 LSC K0056 LSC Kiog7
Correction Correction Cotrection
Completed Completed Completed
ID Prefix 06/12/2012 ID Prefix 1D Prefix
Reg. # Nppa 101 Reg. # Reg. #
LSC K0069 LSC LSC
Correction Correction Correction
Completed Completed Completed
D Prefix 1D Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC B LSC B
Correction Correction Correction
Completed Completed Completed
1D Prefix 1D Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LsC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix D Prefix 1D Prefix
Reg. # Reg. # Reg. #
LsSC LSC LSC
Reviewed By . Reviewy @ Date: Signature of Surveyor: Date:
State Agency 6 5 ’l x
At o
Reviewed By Reviewed By Date: Signature of Survcyéﬁ;\ﬁ____)
CMS RO o
Followup fo Survey Completed on: - Check for any Uncorrected Deficiencies. Was a Summary of Uncorrected
05/08/2012 Deficiencies (CMS-2567) Sent {o the Facility? YES NO

Form CMS - 25678 (9-92) snebz2



Department of Health and Human Services k' : ' :

. L . Form Approved
Centers For Medicare & Medicaid Services

OMB NO. 0938-0390

Posi-Certification Revisit Report

Public reporting for this collection of information is estimated to average [0 minutes per response, including time for reviewing instructions, searching existing data sources, gathering and maintaining data
veeded, 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, to CMS, Office of Financial Management, P.O. Box 26684, Baltimore, MDD 21207; and to the Office of Management and Budget, Paperwerk Reduction Project (0938-0390), Washington, D.C. 20503,

(Y1} Provider/Supplier/CLIA/ (Y2) Multiple Construction (Y3) Date of Revisit
Identification Number A, Building 04 - FOUNDERS BUILDING 08/01/2012
WY0042 B. Wing

Name of Facility Street Address, City, State, Zip Code
GREEN HOUSE LIVING FOR SHERIDAN 2311 SHIRLEY COVE
SHERIDAN, WY 82801

This report is completed by a qualified State surveyor for the Medicare, 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 either the
regulation or LSC provision number and the identification prefix code previously shown on the CMS-2567 (prefix codes shown o the left of each requirement on the survey report form).

(Y& 1tem (Y5) Date (Y4 ltem (Y5) Date (Y4) Item (Y5)  Date
Correction Correction Correction
Completed Completed Completed
ID Prefix 06/12/2012 ID Prefix 06/12/2012 ID Prefix 06/12/2012
Reg. # Nppa 101 : Reg. # Nrpa 101 Reg. # Nppa 101
LSC KO0056 LSC K0067 LSC KO0069
Correction Correction Correction
Completed Completed Completed
1D Prefix ID Prefix 11> Prefix
Reg. # Reg. # Reg, #
LSC LSC LSC B
Correction Correction Cortection
Completed Completed Completed
1D Prefix 1D Prefix I Prefix
Reg. # Reg. # Reg. #
LSC B LSC ) LSC -
Correction Correction Correction
Completed Completed Completed
ID Prefix D Prefix ID Prefix
Reg. # Reg. # Reg. #
L8C LSC LSC 3
Correction Correction Correction
Completed Completed Completed
1D Prefix D Prefix 1D Prefix
Reg. # Reg. # Reg. #
LSC LSC - LSC
Reviewed By i Reviewed B 8/ Date: Signature of Surveyor: Date:
State Agency s ! ?/ %ﬁl /’
z——
Reviewed By Reviewed By Date: Signature of Surveyor: 5
CMS RO o
Follownp to Survey Completed on: | Cheek for any Uncorrected Deficiencics. Was a Summary of Uncorrected
05/08/2012 Deficiencies (CMS-2567) Sent to the Facility? YES NO

Form CMS - 2567B (9-92) sDeD22



Department of Health and Human Services
Centers For Medicare & Medicaid Services

Form Approved
OMB NO. 0938-0390

Post-Certification Revisit Report

Public reporting for this ¢ollection of information is estimated to average 10 minutes per response, including time for reviewing instractions, searching existing data sources, gathering and maintaining data
necded, and completing and reviewing the collection of information. Send comments regarding this burden estimate or any other aspeat of this collection of information including suggestions for reducing the
burden, to CMS, Office of Financial Management, P,O, Box 26684, Baltimore, MD 21207; and to the Office of Management and Budget, Paperwork Reduction Project (0938-0390), Washington, D.C. 20503.

(Y1) Provider/Supplier / CLIA/
Identification Number

WY0042

{Y2) Multiple Construction
A. Building 05 - ROBERTS ADMINISTRATION BUILDING
B. Wing

(Y3) Date of Revisit
08/01/2012

Name of Facility

GREEN HOUSE LIVING FOR SHERIDAN

Street Address, City, State, Zip Code
2311 SHIRLEY COVE
SHERIDAN, WY 82801

This report is completed by a qualified State surveyor for the Meclicare, Medicaid and/or Clinieal Laborato:

CMS-2567, Statement of Deficiencies and Plan of Correction that have been corrected and

regulation or LSC provision number and the identification prefix code previously shown

ry Iinprovement Amendiments program, to show those deficiencies previously reported on the
the date such corrective nction was accomplished, Each deficiency should be fully identified using either the
on the CM$-2567 (prefix codes shown te the left of each requirement on the survey report form},

(Y4d) TItem (YS) Date (Y4 Item (Y5) Date (Y4) Item Date
Correction Correction Correction
Completed Completed Completed
1D Prefix 06/29/2012 ID Prefix 1D Prefix
Reg. # wppa 101 Reg. # Reg. #
LSC K0029 LSC LSC
Correction Correction Correction
Completed Completed Completed
1D Prefix 1D Prefix ID Prefix
Rep. # Reg. # Rep. #
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
1D Prefix 1D Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC __ LSC _
Correction Correction Correction
Completed Completed Completed
1D Prefix 1D Prefix 1D Prefix
Reg. # Reg. # Reg. #
LSC } LSC B LSC )
Correction Correction Correction
Completed Completed Completed
1D Prefix 1D Prefix 1D Prefix
Reg. # Reg. # Reg. #
LSC LsC LSC .
Reviewed By ___ | Reviewed By g/ ; Date: Signature of Surveyor: Date:
State Agenc ; /
sy B "Bl e B0\
] Y ——
Reviewed By Reviewed By Date: Signature of Slh'ry'o{ Q
CMS RO
Followup to Survey Completed on: | Check for any Uncorrected Deficiencies. 'Was a Summary of Uncorrected
05/08/2012 Deficiencies (CMS-2567) Sent to the Facility? YES NG

Form CMS - 25678 (9-92)



