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This State Rules and Regulatlons s nol met as
evidenced by:

AlLlle Salaty Gode survey was conducted at your
faclilly on July 17, 2013 by the ollice of
Healthcare Licensing and Surveys, (HLS),

The faclllly was a single-atory, fiully sprinkiersd
buitding of Type V (111) conslruclion buill in 2008,
The building was equipped with a superviged,
sltomallc wet 13 R sprinklar system with an
antl-freeze branch and an addrassable fre alarm
system. The facllity had a capacily of 16 llcensed
beds with & census of 12 resldenle;

Wy;omlng Dapartmant of Health Aglng Divislon
Rulas .

Rules and Regulations for Licensure of Asslsted
I Livtng Facililies Chapler 4

| Secllon 10, Life Sataly and Etectrical Safely. The
requiremonts In the Department of Feallh
Chaptar lll, Conslruclion Rulas for Health
Facliltiea apply.

(I} Asslsled Living Facllllles oparaling peiar to the
effeclive date of these rulss, shall mest the Life
Galaly Code of (he National Fire Proteclion
Assoclalion that was In effect at tha Ume (he
faclllly was licansed as an Assislad Living Faoility.

All references ara based on e regulirements of
NFPA 101, Life Safaty Code, New Board and |
Care, 2000 Edllion, unless olherwlse note,

This regulalion was NOT MET as evidence hy:

A. Based on observallon and staff interview, the . I
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: facility falled to ensura hazardous areas were
saparatad from vee greas In 2 of B hazardoys -
locations. The findings were: !
! 1, Qbservalion of lha fiot water hester raom on
THTN3 8t 9:61 AM showed thres unsealed plpe
penatrations. The largest gap measured % of ah '
Ineh acrass, Al the time of the chservation, the
thanager repofted hazardatls areas ware not . . .
Taulinsly inspected to ensure panelrations were A. The facitity will ensure that all pipe
| sealed. - penefrations will be properly filled in
' ‘accordance  with NFPA 101, 2000
2. Qbearvalion of the kitohén pantry on 717114 at Bition.
| 10:18-AM showsd the corridor door was
ek romovet 0 S ol dovioo toned Contractor. Will - ponfinely _inspect
1 h v J " t-
lhe door was not akle (o fully ateh the daor Into llmzalldons ?LZﬂS (;m t?m;:;f &?ﬂe{ﬁ;ﬁ:ﬁ
the dgor frame, with threa allompla. At the lime of o
the observalion, the manager reported she was quartetly repoxie to facility.
unawars the wood block wag prohiblled. She was , ,
also ynaware that doars to all slorage reoma B. Self-closing devices will bo monitored
ware raquired to fully fatoh Into the door frame . fo ensure that they fufly lnteh into the
with he power of the Instafled self-olosing device, door fiame with the power of the installed
. . zelfclosing device,
Reference NEPA 104, 2000 Edilion;
32.2,3.2 Protection from Hazards, i o for cominli
Any hazardous area shall ba groleoted in Menager yeill monitor for compliauce.
aceordange with 32.2.3.2.1 and 32,2,3.2.3, 09/15/2013

Wyomling Dept 5T Health,-Aghg Division, Hoallhoare Tcansing and Suve
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82.2.3.2.2 Any hezardous area [hal is on the
same flook as, and |z in or abuts, a primary
means of sscape or a sleeping room shall be
protectad by one of the following means.

(a) Protectlon shall be an enclosure with a fire
reslstanca rating of not less than 1 hour, with a
gali-nloalng or automalle-closing fire deor in
aceardance with 7.2,1.8 that has = fire prateclion
rallng of nol less than 3/4 hour. The enclostre
shall be protected by an autornatls flre defection
systemn connected to the fire alarm system

; pravidsd In 32.2.3.4.1.
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SALE Conlinued-From-page-2 BALE

| {b) Prolectlon shall be automalic eprinkler

, protection, in accordance wilh 92,2.3.5, and a

. smoke parlitlon, In accordance with 8.2 4, localed
hetwean the hazardous arga and the elasping
aroa or pifmary escape roule, Any doors Ih such
separation shafl he self-elosing or
automalle-closing In ascordance with 7.2.1.8.

B. Basgd on obsenvallon, record raview, and afaff
Inletview, the facflily falled to enstre 4 of 4
batlary powerad amergenay egress lighls were
operatlonal and failed to’ensure 2 of 2 amergenay
batlery lighl tests weré perfarmed. The fndings
were:

i
|
1. Okservallon of the wesl corridor on 771713 at i

11:26 AM showed nelther of the two battery
powerad endergency sgrass lights would

[ The facility will ensure that the Dbattery

‘powered  emergenoy  egress Iightsl

lluminate onge the tast button was deprossad, illuminate omee fhe test button st
Further obgarvallon showad nellher of the lwo doptessed, and that testing is completed |
baltery powerad emargency egress lights would monthly for 30 second testing and 90!
Hluminate when lested, [n the aast corridor, Al the minute testing anrvelly,

time of lhe obsarvallon tha manager could not ,

axplain why the lights faled. Reparts of the testing will be kept on file

2. Revlaw of lhe emergency ballery llght tasling at the facility

|

vecords showed the monthly 30 second test was
i lasl performed on 1/19/13, Review also showed
 thefaciiity did not have record-of 1ha lagt lime (he
annual 90 minute lest was lasl performead, On
THTI3 at 11:20 AM [hs manager conflimed sha
¢hid not have any olhet records to review.

Marager will monttor for cmnpﬁauce, 09715113

Referance NFFA 101, 2000 Edillon;
4.6.12.1 Whenavar or whersver any device, i
equipment, system, conditlon, arrangement, level
of proleclion, or any olher fealtre [s requltad for ;
compllance with the provislons of lhie Code, suah
devioe, equipment, syatom, condltion,
arrangamel, lavel of pralection, or olher faalure

Wyoming Oapl of Health, Aglng Division, Heallhpare Liceneing and Sunvéys
STATE FORN L Ez¥YT11 I colinttalion steal 3 of 14
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' shall Iheresfter be canlinyotsly matnialned In
Aecondance with appllcakle NFPA requirements
; oras directed by Iha authorily having jurlsdiction,
1 7.9.3 Perlbdle Tésling of Emergenay Lighting
Fouipmant. A functional fest shall be conducted
on every requlred emergency (ighling system at
A0-day Wlervals for not less than 80 saconds. An
aphual test shall be conducted on every required
baltaty-powared emeigency lighting system, for
not less thin 1~H2 hours, Equipment shall be
filly operatlonal for the duralion of the test.
Willten récords of visual hapselions and losts
shall be Kepl by ths owner for inspection by the
aulhority haviiig Jurisdiofion,
G. Basad on observalion, record review, and a{gff . . )
Tntaiview, the faoility failed to snsure escutchean A, The frollity will ensure that all
rings mialntalned & continuous smoke barder, sprinkler Jioad escutcheon rings are in
fallpd to ensure gxposed CPVC sprinklérs plping place in accoidange with NEPA, 101,
were alteched to the building surface, and falled 2000 Editton.
to ensure sprinklér tasls ware performed during
the last wo quarters. The findings were: '
. _ . . 1. The facility will ensure ihat the CPYC
1. O.bse.rvatlon of ihe televiston room on 7/17/18 pipe for the maiu sprinkler riser is
at 8:17 AM showed 1 of 8 sprinkler heatls was mounted diteatly to the building surface
missng [he escutcheon ring. At the ime of the NEPA 1 Oi’ 2000 Edit
obrervalion, the manager was unaware the as por s drion.
eselleheon ring was redqulrad to malntaln a .
smoke raslglant barrier for sprinkler acllvallan, C. Spriukler gystem festing (supervisor
She was unsune If the sprinkier malntenance signal devices “and watorflow devices)
techniclan reviewed eaoh aprinldor haad to will be completed quacterly by contractor,
: ensia they wera In praper working order.
2 0b on of h : hotwela heat Contractor will complete testing recor(s
. Obsarvation of the hot waler heater room on t fle Facility.
7:!17!13 at 2:51 AM showad the maln sprinkler fo'be kept at ¢ Y
E;ﬂ‘;ﬁiﬁgpigggiﬁg& rnas%g;';;] dﬁﬁ:gigéwgs 5 Manager will monitor for compliance. 09/15/201
fest long and was 10 inches away from (e ,
nearest wall. On 711713 at 11:20 AM tha owner
l reported thal he was unaware exposed CPVC I

Wynming Depl of Hesll, Aglng Diviston, Hesfhzars Licen®ing &nd Survays
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plpe was requlred to ba fnstalied adjacent fo a
bullding surfaca,

3. Review of the sprinkler system testing record

| showed (he quarterly waterflow and supsrvisory
signal devicas were lasl tested on 12M5/12, more
(han & monlbs ago, On 717M% at 11:20AM he
owner Goultl not axplain why the lesting records
were notIn the malntenanca snd lesting foldar,
He could not verlfy If the tesls had besn
performed.

Reference NFPA 101, 2000 Edilion, 32.2.3.5.2,
0.7.1.1, NFPA 13, 1599 Edilion;
32,72 Esculchaon plates usad wilh a recessad
or lush-lype sprinkler shall be part of a fisted
sprinklar assembly.
3-3.6 Other lypes of plpe or Whe Invasligated for
sullabilily in automalls sprinkler Installations and
listad for this service, Including but not limlted to
polyhulyiene, CPVC, and sleal differing from (hat
provided In Table 3-3.6 shall be permitted where
Installad In aecordance wilh Lheir listing
imktations, Including instaltation Instruclions ...
Harvel Blazemaster manufaclures Installallon
guide for exposad Instgliation staled * Pandeni
Sprinklers Light Hazard or Residential Pendent
Bptklars ... The piping &hall be mountsd directly
fo the bultding surface "
Refarence NFPA 101, 2000 Edition, 32.2.3.4.1,
9.6.1.4, NFPA 72, 1999 Editlon;
Table 7-3.2 Tesling Fraquencies.
15, Inltialing Devices
J- Bupervisory Slgnal Davices,
K. Walarllow Devioas, .. . v v

D. Based on observation and staff Interview, the
facility felled lo ensure 1 of 2 designated smoking
areas ware provided wilb safe type ashirays, The
findings wera

quarterly
quiarterly

BALR

|
|
!
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Ohsérvallon of e baok pallo on 71713 at 9:42
AM showed the smoking area was provided with
open top eahfrays. This lype of eshiray |s not
deslgnated as a aafe lype as the wind could blow
1he clgarslte bulta or hot ash out of the lray. Al
the fime of lhe gheervallon, the maneger was
unawaie open ashtrays ware not consldered
safe.

Relerence NFPA 101, 2000 Edltion;
32.7.4.2 Where smoking Is permilted,
noncombusliible safely-lyps ashirays or
receplacios shall be providad In cohvenlent
thoations,

E, Based on observation and staif interview, 1he
facility failed ks ensiire temporary aleclricel wiring
did Yiot replace permanent fixed wiring. The
findinga wers;

Cbeervalion of the Jaandry room on 717/13 at
10:24 AM showed both of the clothes drlars were
pluggad Inte an orange sxtension cord. Furthat
observallon showed slaolren! roceplatles were
hof located hehind the dries, g0 an extension cord
was required because of lack of accassibilily, At
the UIme of the observalian, the manager could
not explain why new electdeal receptacles were
not Installed so that tha extension cord was not
needatl.

Reference NFPA 101, 2000 Editlon, 92.2.5.1,
0.1.2, NFPA'70, 1998 Edillan:

400-8, Uses not permilted, Unless speciticelly
permitted In sectlon 400-7, flaxible cords and
tablas shall not be used for the following:

{1) As a subslitute for the fixed wiring of a
slructure

(2) Where run through holes in walls ...

4y | SUMMARY BTATEMERT OF DEPICIENGIES Io PROVIDER'S PLAN OF CORREGTION we |
PREFiX . (EACH DEFIGIENGY MUST BE PREGEDED BY FULL PREFX {EACH GORRECTIVE AGTION SHOULD R COMPLETE
TAG RAEGULATORY OR LSC IDENTIFYING INFORMATION) ThG CROSS-REFERBNGED ‘TO THE AFPPROPRIATE DATE
DEFICIENGY)
SALE-Canltinved-From-page-5 —SALF

A. The facility will enswe fliat alf
amoking avens have a noncombustible

safely-type  nshtray provided  in
convenient locations,
Managor will monitor for complinnce, -09/15/2013

A. The facility will ensuro that femporary
electrical wiring does not 1eplace
pexntunent fixed wiring in accordance
with NEPA 101, 2000 Bdition.

Permenent wiring will be placed fn the
leundicy room for the diyer conuesiions. |

i

Manager will monltor for compliance. 09/145/20

1
1
i
]
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(%) Where run through doorways, windows, or
simllar openings
{4) Where altached to hulldtng surfaces

F. Based on polioy review and stalf Interview, the
facliity falled to onsitre 2 of 7 emergenoy policles
were provided. The findings were;

Raview of the emergency preparedness policies
showad the facllily dld not have a fica watch policy
for the impalrment of tha firs alarm system or
aprinkler system, On 7H7M3 at 9 AM the -
mianager raporled she did nol have @ fire walch
pollcy fo raview, On 7/17/13 at 10:04 A the
sprinkler systam was shut off at (he maln Hser
bacause of a lsaklng plpe above the east furnacs
toom. Inletvlew with cerlified nurses asslalant #1
reported sha was awate the sprinkler syslem was
nat operational and that an hourly inspaclion of
Ihe faciiity was being petformed. Op 7/17/43 at
10:16 AM the owner reportad thal he was unsure .
!if the fagillly had a widtlen lira walch polloy, He

- also reported that he was awars the sprinkler
systom was not operational slhca 712113, but the
local fire department had not hean notifiad of this
. fact nor was the stale health deparliment, He was
unaware thess governing hodies. wera requirad ko
be nolifled when & llfe safaly syslem was

| impairad.

| Reference NIFFA 101, 2000 Edillon, 32.2.3.5.2;

| 8.7.6.1 Where a required automaflc sprinkler

: systam |s out of service for more than 4 hoyrs Jn
a 2-hour perfad, the authorlly having Jurisdiclion
shall be notified, and the bullding shall he
evacuated or an appraved fra watch shall be
provided for all partles left unprolectad by the
shutdown unlil tha sprinkler system has bean
raturned fo setvige,

Relerence NFPA 101, 2000 Editlon, 32.2.3.4.1;

A, The facility will clnvnlop. a fire watch
policy,

The staff will be training on the policy by
the manager.

Manager will monitor for eompliance,

J

09/15/2013

Wyoniing Depl of Health, Aging Diviaion, Haaoars Lcensiny and &u Ivbys
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9.6.1.8* Where a requirad fire alarm system s out
of gervice for more than 4 hours n a 24-hoyr
pariod, Ihe aulherily having Jurlsdiction shall be
nofifled, and the building shall be evacualed or an
approved fire watch shall be provided for alf

j parties loft unprotocted by the shutdown unti the
i fire alarm syslem has baan returned o sarvice.
Reference NFFA 101, 2000 Ediilon, 32,2352,
8.7.5, NFPA 25, 1999 Edition;

11-3.1 Atag shall be used lo indlcate Lhat a
system, or par thereof, has hean removed from
aelce,

11-3.2 The fag shall he posted at sach fire
deparimenl cenneclion and system conlrol valve
Indicating which system, ar part thereof, has baen
removed from servica, The authorlty having
Jurisdiction shall speclly whare the tag 2 to be
placed.

| 116 Preplannad Impalrment Programs. Al
preplanned Impafrments shall be authorized by
the impairment coordlnatar , .

(b} The areas of buildings Involved have bean
inspecled and the increased risks delarminad.
{®)Recommendallons have baen submilted to

: managament or billding ownaer/manager. Where
j a requlred fire proteclion system is out of sarvice
for mara than 4 hours in a 24-hour perlod, Ife
impalrment coprdinator shall arrange for one of
lher following:

1. Evacuallon of the building or poition of he
bullding affected by the system out of service,

2. An approved fire watch

(d) The fire depariment has been notitied

(e) The Inaurance carrler, the alarm company,
huliding owner/manzager, and other authoritias
having Jurtsdiclion have been nolified.

() The supsrvisors In the areas (o be afisclod
have heen nolifled ...

() Atag Impalrmant sysiem has been
Implamenled (swe Seollon 11-3,)

|

BTATE FORM

Wyomlng Depl of Haallh, Aginp DivisTon, Figallh vare Licanzing snd Surveys
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Conlinued Erom_page.0

11-7 Resloring System lo Service. When all
Impalrod equipment is restored to normat working
order, the Impalrment coordinator shall verily hat
the foltowing proceduras have been implemented;
(=) Any necessary Inspeclions and test have been
conducted ,,,

{b) Supervisors heve baen advised that protacilon|

i5 restored,

(€) The Hire department las been advisad hat
prolection fs restored,

(d) The bullding owner/manager, Insurance
cayrier, alarm company, and other aulhorilies
having jurigdlclion have bean advised hat
proleclion is restored.

() The impairment &g has bean ramovad.

T T,

\é\f}iommg Repartment of Health Aging Divislon
ules

Program Adminislralion of Assisted Living
Facllifes Chapler 12

Seclion 7, Asslsted Living Facliity (ALF) Core
Servicas,

(n) Furnishings, Buildings, Physloat Plant.

() Sleeping rooma shall be homslike, well
lighted, venlilated and equippead In compllarce
with the requlrements bslow;

(£) Portablo space hoalers shall not e used,
(e.9. eleclic or kerosene).

This regulation was NOT MET as evidenced by:

...............................

G. Basad on observallon and slaff Interview, (he
facillly failsd to ensiwe portable space healers
were nof used in 2 of 14 resldent ropms. The
{indings ware:

—3ALE

Wyoming Dspl of Heallh, Aging Division, Heallheara Licenalng and Strvays
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TAG

I SUMMARY STATEMENT OF DEFICIENGIES
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D
PREFIX
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bATE
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wALF

SALE

Conlinusd-From-page-9

Obaorvation on 7/17/13 belweaen 10:30 AN afid
11 AM showed portable space heaters wera In
resident room #7 and #11. On 7/17/18 at 10:35
AM lhe manager raported she was awara
portable gpace heators were prohlblted, She also
reported thal residenl rooms were not roullnely
- Inspected for space heatérs, bl (hat staft
mambers wera In regident rooms nealy eVery
day. She gould not explain why slaff embers
had not.noliced and-removed the aforemenlioned
space healurs,

V. ' e

I Wyoming Depariment of Health Aging Divislon
"Rules
i Program Admlnlsteation of Assisted Living
Faclliloy Ghapler 12
Secllon 7, Asslstad Living Faofllly {ALF) Core
Services. _
(v) Evacuation Capablity, Emergenay
Procedures, and Flre Safety.
() Flre Safaly,
 (E) Flre oxit drilla shall be conduclad in
accordance to the Life Safely Cads Operaling
Fealures secltons. The minimun number of drills,
as amended, shall be held at least lwelve {12)
times per year on a monthly basis wilh
minlmom of ane drill conducted eash quarter on
eadh shitt, Fire st drill racords over a two-year
pegiod shail he avallable upoh request at the
facillly.
i (I) The facllly shall be responisible for racordlng

fire exil drills o an evaluation form that Include at
! Isast the following:
+{1.) Dale of drill;

(2.) Times oF gay;
1 (3-) Typs of drlll (Practioe, Athounce, Surpriee);
I (4.} Residenis who parliclpaled Inoluding statf
Yand family members; »

A. The facility will ensure portable space

|
|
i
heaters are nof used within ike fheilily. |

|

09/15/2013

Manager will monitor for compliance,

A, The fucility will ensure that fire sxit
deills will be completed at & mimimum of
one deill ench quacter on each shift,

The dosymentation will tnclude the date
of duill, timo of day, type of duill,
participaots, time requirad, comnwnts,l
signature and date of person comploting
the evaluation.

09/15/2013

|
1

r ,
f

Manager will mondtor for compliance.

Wyosming D?;pt of Health, Aging Division, Hesliheare Licenaig and Suvays
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(6.) Time raquired (minules and saconde) to

1 avacuate all resldenls (Including slaff) from (ha
oceupled areas to a polnl of assembly a3 defined
In the Llfe Safety Gode;

(6.} List of anyone, Including sleff and family
membaers, who did nat avacuate In (he reduired
lime allowed by the evacuatlon capabilily rating of
ihe faclllly. Evacualion capabliity raling for each
fecllily shall be lislod on the form;

(7.) Commanla on the factors (hat conldbuted to
each Individual’ g inabllily to evacuate
suocessfully 2nd any correclive acllons
recommendad; and

{.) Signature and dale of lhe person campleling
tha Foren.

This regutation was NOT MET as evidenced by;

A LA e

H. Based on observation and slaff interview, b
facliily fallad lo ensura fire drills were hald on
each ahllt on 3 of the past 4 quarters, The
findings were:

Raview of the {ire il vecords showed the g
shifl oceurred between 11 PM and 7 AM. Further
reviaw showed a fire dilfl had nol besn copducted
on the lhird shift during the fourlh quarter of 2012
and the firet end second guarters of 2013, On
7TMT7H3 the manager could not explain why the
previous manager had nol conductad flra drills on
(he: thirdd shill for the aforemantioned guarlers,

L P I S A —— L LA VYR T R P —

Wyoming Deparlment of Heallh Aging Divislon
Rules

Program Adminlsiration of Agsisted Living
Facllllies Chaplar 12

Wyomlng Depl of Heallh, Aglny Divisforr, Heallhcare Licansing and Gitveys
STATE FORM wi EZYT Itcontinuation sheel 1 of 14
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Seclion 7, Assistad Living Faollily (ALF) Coxe

Sarvices. :

(0) Evacualion Capablily, Emergenay

| Procadures, and Fire Salely.

() Evacuation Capabllily,

{A) The evacuation capabiiily rating for the group

of resldents, as definad by the Life Safaly Code,

In accordance with licensura rolss, shall meet

prompl or slow for facilllas with ning (93 or more

restdents, and (he raling shall meet prompt for

facilllles of elght (8) or fewer rasldenls. The

faclity shall be respansible for maintalning

?Eﬁnuatlon capabiliy ratings by imed flre exit
rills.

(1) Exception shall be a facilily whera the

conslruction meaats the Impractiosl evaciallon

oapabilily raling.

{B) Evacuallon Gapabliily Ralings;

{) Prompl - maxlmum of three {3) minutes

(I1) Slow - hetween lhras (3) and Ihirtean (13)

minutes

(M) Impractical - more than thirteen (13) minutes

(ill) Flre Sofaly,

{€) Fire exit drills shall ba cohdusied In

accordance to lhe Life Safely Gode Opuraling

Fealures secllons, The minimum number of drills,

a5 emended, shall be held af lasst walve (12)

limes por yaar on a monthly basls wilh a

minimum of one drlll conducted each quarter on

each shifl. Fire ext drill records over a lwo-year

patiod shall be avallable upan request al the

faclilty,

(1) The Facilily shall be responsible for recording

loast (he following;

{6.) Time raquirad (minules and seconds) to

i evacuata all residents (including staff) from the

1 oceuplsd areas lo & pulnt of assembly as defined
! [n tha Llfa Safely Cods;

i {6.) List of anyone, ncluding slaff and family

flre exit drills on an evaluation form that include at |

Wyontlng Depl of Heallh, Aging Divieion, Heallhcare Licansing wnd Survaya

STATE FORM
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PROVIDE 'S PLAN. OF CORRECTION C

x40 | SUMMARY STATEMENT OF DEFICIENCIES 1D ,
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BALF! Continued From page 12 SALF

! mernbers, who did not evacuala In the required

the facillty. Evacuation capabilily rating for each
faciiity shall be lisled an the form;

(7.) Commenls on the factars that contributed to
| each individual ' s inabilify to evacuate
successlully and any corrective actions
regommended; ahd

| This regulaiton wag NOT MET ag evidenced by:
|

| - . . eionl ana
{
|

Ly, Based on observation and staff interview, the

| fagility falled to ensure 1 of 12 residents was not
i capable of evacyation without sssistance. The
findings were:

Obseivalion of a fire drill on 7/4713 at 11:26 AM
showkd the resldant in room #14 was not capable
, of evacualion wilhout staff naslstance. Two staff

| members were reguired to remove the resident
from his hospital gtade bed and transfer him to
a wheelchair. On 771713 at 11:33 AM itie
cerfified nurses assistant#1 confimed the
regidant was nol abls'to tranisfer himself fo a

| wheelchalr without staff aissistance, On 717113 at
11:85 PM the manager reported she was
unaware fasidents (hat were not capatile of
 evacuation withiout assistance were nof eligible

‘ resjdents n assisted living facililies.

H ,

i Reference NFPA 101, 2000 Edition;

1 32.7.3 Emergency Egress and Relocation Drills.
j ... The drills shall involve the aictual evacuation of
+ all residents to an assembly polnt as specified in

I the emergency plan and shall provide residents

I with experience in egressing through all exits and
" means of escape faquired by the Code. Exils and
| means of escape nat used in any drill shall not be

| time allowed by the evacuation.capablity ratirig of |

The facility will ensore residents are
capable of evacustion with minima)
assistance.

A)

B)

0)

D)

Resident in room #14 has been
given (along with family) the
options to have 24 hour caregiver
assistance provided by the family
to assist with evacuation if the
resident is unable to evacuate by
himself. '
If the residont chooses not to
accommadate the requost (A) then
the resident will be given the
notioce that they are no longer able
to stay at the facility and will need
to find new placement by
08/31/2013,

The staff will provide infermittent
assistance if needed for any
regident. If & fesident is wnable to
be agsisted mtermittently a plan of
correction will be implemented to
facilitate independence by utilizing
homs health therapies or 24 hour
assistance provided by family.

The facility will ensure that all
residents are able to evacuate with
intermittont assistance. If resident
changes in condition or noted the
Yacility will schedule a physician

Wyoming Dept of Health, Aging Division, Haalthuzre Ticahsing and Surveys
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consult -to obtain home health

i I d - " 1
credited in meeting the requlrements of this Code assistance with independence, 1f

. for board and care facililies,

| Exception'No. 2; [f the hoard and care facilily has the resident is not able to become
an evacualtion capabllily olass(fication of independent the facility will notify
impractlcal, those resldents who canrol the family of the resjdents ingbility !
meaningiully assist in their own evacuation or t6 continue placement in assisted

who have special health problems shall nof be
required ta atlively participte In the drili, Seciion
18,7 shallapply In such instancas,

living and will nieed be given a 30
-day notice of intent to transferto a =~
skilled nursing facility. . 09/15/13
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