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K GOOI INITIAL COMMENTS <000 The facility will emsure corridor doors
: N | are smoke resistant in  all smoke
i Requirements for Long Term Care Facilies departments. i
Bection 42 CFR 433,70 (&) except as otherwise This will b lished by |
provided in the seotion, the facllity must meet the 1% Wil be accomplished by:
applivabla provisions of the 2000 Edition of the
Life Safety (ode, Existing Heallh Care, of the !
National Fire Protection Association. 1. Corridor door to resident roJm
#40 will withstand 5 1bs of force
The faciiity was a fully sprinklered, single story applied to the latch side of the
building with a basement of Typa V (111) door with the door latched into
cohstruction with plan approval In 1858 and 1087, the d £
The bullding was equipped with a supervised, © door frame,
| automatic wet sprinkler system with a dry branch 2, Corridor door to room #23
L and an addressabls fire alarm syster:. The West latch will insert bolt into the
‘and Central buildings had a capacity of 126 ' strike plate.
| certified Medicate and Medicaid beds. The facility 3. Corridor door to room 17 will
is comprised of the West, Central and East have latch that bolt inserts into
buildings with & combined census of 156 the strike plate :
reskidents. ! . : :
K 018 NFPA 101 LIFE SAFETY CODE STANDARD Kotgi 4 Corridor door to reom 14 will
prans no _]onger be impeded fro
"'Doors protecting corrider openings in other than _ closing by the door frame and
Frequired enclosures of vertical cpenings, exits, or | allow the door to latch in the
hazardous arsas are substantial doors, such as door frame. '
those constructed of 1% inch golid-bonded core 5. Maintenace Staff bein
wood, or capable of resisting fire for at least 20 i inserviced to the deficienc
minutes. Doors In sprinklered buildings are oniy : 6. The Mainte Di ty' "
required to resist the passage of smoke. Thers Is . e Maintenance Tirector w.
no impadiment to the closing of the doors, Doors review and if necessary revige
are provided with a means suitabls for keeping qtrly audit reports to assure
tha door closed. Dutch doors meeting 19.3.8.36 | that all doors are inspecied for
lare permitted.  10.3.8.3 proper c¢loser and smoke
[ . . resistance, Results of the audits
Roller latches are prohibited by CMS regulations will be reported to the QA team
in all heaith cars facilities. ; ' . -
; monthly for a minimum of ;6
; months at which point the
; report results of drills will l;e
| " i

{ | \ '
T ah TORMPIREGTOR' , OR P DER:'SUP]F’L!I /53 ‘REP_E{E’SENTATI\-‘:E'SE NJ"«TLE\~
Rl VIS LA VAl

reporied to the QA
minimim of 90 days at Whic?%nmi

M LS

AnyBeficiency atatdment ending wh: an asteridk (- 'den
ofher safeguands provide sufficlant pratection to the patients. (See in
following the data of survey whethar or not a pian of comection’

Rt

days fallowing the date these documeants are made 2viliable to the facilty. It deficlencles ars clied,

.p;og; parﬂ:‘gaﬂcn. ", \ _
FORY CAS-2567(02-49) reviousVe-r—sim]{(;).bsae;-

ates a daﬂérenc"y which the Istitution reay be excised from comreating providing Il is dtermi
structions.) Except for nursing homas, the findin
ls provided. For nursing homes, the above find

ned that

gs stated above are discloseble 90 days
Ings and plans of correction are disclossble 14
an approved plan gf corcaction Is raguistis to contirued

\ ;gu%cxrbz%‘%.é / ?—32_-¢13>' _.
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STREETADDRESS, CITY, STATE, ZIF CODE

Vz2A\v>

Thiz STANDARD is nof met as evidenced by
Based on observalion and staff interview, the

resigtant in 2 of 7 smoke compartments, The
findings wera:

between 11:30 AM and 2:30 PM showed the

of the door with the door latched into the door
frame.

not insert the latch bolt into the strike plate.
not insert the latch belt into the strike plate.

Impeded from closing by the door frames. The

"latch in the door frarme.

| had not been noticed and repairad during the

; quarterly safely inspections,
K 025 NFPA 101 LIFE SAFETY CODE STANDARD
55=E
Smoke barriers are cohstructed Lo provide at
least a one half hour fire resistance rating in
acoprdance with 8.3. Srmoke barriers may
terminate at an atrfium wall. Windows are

facility failed to ensure corfdor doors were smoks

: Obsarvation of the comridor system on 8/18/13

; fellowing corridor doors wers not smoks resistant.
a. The corridor door to resident room #40 could |
not resist 5 [bs. of force applied to the fatch side
b. The vorridor door 1o resident room #23 could
¢ The corridor door to resident room #17 could
d. The corrldor door i resident room #14 was
alignmant of the door would not allow the doar to

. On 8M8/13 at 2:24 PM the maintenance direcicr
- could not explain why the aforementioned doars

protected by fire-rated glazing or by wired glass

Kozb

D | SUMMARY STATEMENT OF DEFICIENCIES [ PROVIDER'S PLAN OF CORRECTION o
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE AC™ON SHOULD BE COMFLETION
TAG REGULATORY DR L&G IDENTIFYING INFURMATION) TAG CROSSREFERENGED 10 THE APPROPRIATE DATE
DERIGIENCY)
i . 4 . .

K 018! Continued From page 1 K gig: point th.e team wyill ‘determl e
appropriate reperting until
ongoing compliance {is
established, [

L1913
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B 835042 B, WING _ 06/18/2013
NAME DF PROVIDER OR SUPPLER STREET ADDRESS, CITY, STATE, 2IP CODE
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(X4} ID SUMMARY BTATEMENT OF DEFICIENCIES i ID- PROVIDER'S PLAN OF CORREGTION i X8} A
PREFIX (EAGH DEFIGIENCY MUST BE PREGEDED BY FULL PREEIX [EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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DEFICIENCY) |
K 028 | Continued From page 2 [ K025 ¥h02? . ) L
panels and steel frames, A minimum of two i e facility will ensure that all smoke
separate compartments are provided on each barper_walls are Smo}‘ﬂr resistant,
- floor. Dampers are not required in duct 7 This will be accomplished by:
: penetrations of smoke barriers in fully ducted
; heating, ventilating, and air conditioning systems.
0 19.3.7.3, 18.3.7.5, 19.1.6.3, 10.1.6.4

1. Maintenance depnrtmeé]t
. personnel will be inserviced to
' the above deficient practice.

UThis STANDARD is not met as evldenced by 2. North smoke barrier in the
Based on observation and staff interview, the central building cahle
tacility failed to ensure 2 of 4 smoke barrigr walls penetration will be sealed.
were smokar reslstant. The findings ware: 3. Sonth smoke barcier im w eEt
1 Observation of the north smcke barrerintie | building  unsealed ~ ~ cable
i central building on 8/18/13 at 4:00 PM showed a penciration will be' sealed.
1 ¥ Inch unsealed cable penstration, At the {me of | 4, Maintenance Director  will
‘ the observation the mainterance director review and if necessary revise
reported the identfied cables were part of a new i quarterly audits to emsure that
nurse call system installed in Dacember 2012, He smoke barriers are included
could nat explain why the peneatration was not and addressed. .
sealed after the project was.completed. _ 5. Maintenance Direstor  will
2. Observation of the south smoke barrier in the report audit results to monthly
west building or 6/18/13 at £:20 PM showeda '% QA x 6 months at which point
inch unsealed cable panetration, At the time of 5 the QA committee will
the observation the maintenance director ' ; determine if substaniial
reported the identified cables were part of a new | i compliance has been achieved.

nurse call systani installed in December 2012, He
could not explain why the penetration was not
sealed afler the project was completed.

K 050 | NFPA 101 LIFE BAFETY CODE STANDARD K 050
88=F ;

7/19/13

Fire drills are held at unexpected times under

- varying sonditions, at least quarterly on each shift,
| The staff is familiar with procedures and is aware
| thet dritls are part of established routine.

FORM CGMS-2567 (02:68) Pravious Varsions Obsolste Bvant iD:VIYS21 Farifity i0: WYO02Y If continuation sheel Page 3of 7
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PROVIDER'S PLAN OF CORRECTION

This STANDARD is not met as evidenced by:
Based on observation, record review and staff
interview, the facillty failed to ensure sprinkler
were not covered with forelgn matedal and falled
| ta ensure quarterly sprinkier eystem tests were

; held during 4 of the past 4 quarters. The findings

i
i
'
i
|
|
i
!
1
3

way i | SUMMARY STATEMENT OF DEFICIENCIES D S s
PREFM [EACH DEFICIENCY MLSY BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE AGTION SHOULD BE | comPLETION
TAG REGULATORY OR L5G IDENTIEYING INFCRMATION) TAG cRoss-REFERESggg'g é'%a APPROPRIATE DATE
. . K 050
K 050 | Continued F rom pege 3 . . K 050! Fire drills will be held at unexpected
Responglbility for planning and conducting drills is times under varying conditions, at ledst
assigned only o competent persons whe are | ol ”]'l E o ’ "
qualified to exarcise leadership. Whare drilis are quarterly on each shitl. !
conducted hetween 9 PM and 6 AM = coded This will be accomplished by: |
announcement may be used instead of audible
alarms.  19.7.1.2 !
1. Maintenance staff will be
This STANDARD ls not met as evidenced by: ﬁsgrvwed to ﬂ.le deﬁclen.cy.
Based on record raview and staff interview, the 2. Maintenace director will map
facility failed to ansura fire drills were held on a out the fire drills for the year
quarterly bagis during 1 of 3 shifts. The findings ensuring that there is one per
were: shift per quarter.
Review of the fire drill testing records showad the 3. Maintenance  director will
first shift occurred betwaen 8 AM and 2 PM. ! pmsen.i tsch"d“le to monthly QA
Fuither review showed a fire arill had not been : committec fo ensure that all
conducted on the first shift during the first quarter ! fhlfts are properly represented.
of 2013. On 6/18/13 at 5:40 PM the maintenance 4, TheQA committee will revig
director could not explain why & fire drill had not | the fire drill schedule ea¢h
peen held during the sforementioned shift, ( month for a minimum of 3
1 067 | NEPA 101 LIFE SAFETY CODE STANDARD K 062 months, making
88=F . . . corrections/revisions 18
Required automatic sprinkler systems are N
confinuously malntained in refiable operating essary.
 conditioh and are Inspected and tested
| periodically.  19.7.8,4.6.12, NFPA 13, NFFPA 25, 7/19/13
875 :
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on 6/18/13 at 316 PM showed the sprinkler head J
was covared with fire rated caulking, At the dme I
of the obsarvation the maintenance director could
not explain why the sprinkler head was not |
roticed and repalred during the annual sprinkler
system inspection. |

2. Review of the sprirkler system tesfing records .
showed the quarterly waterfiow devices were last
test on 3/10/12. On 8/18/13 at 5:40 PM the
maintenance director reported he was unaware
the waterflow device was required {o be testad on
a guartarly basis, i

3. Review of the sprinkler system testing records
showed the dquarterly superviscry signal devices
were |ast tested on 9/28M2 and 3/10/112. Cn ]
B/18/12 at 5:40 PM the maintenance director
reported he assumad the sprinkier contractor was
parforming all needed tests, He confirmad that ha
was uhaware the supervisor signal device was
raquired to be tested on & quartetly basis,

records showed ths quarterly priming water, low
air pressure alarm and guisk dpening devices
were last lested on 82812, On 6/18/12 at 540
P the maintenance director reported he
assumed the sprinkler contracior was parforming
all needed tests. He confirmed that he was
unaware the dry pipe systam devices were
required 1o ba tested on a quarterly basis.

i Reference NFPA 101, 2000 Edition, 19.3.5.1,
9.7.5, NFPA 25, 1898 Edition:

4, Raview of the dry pipe sprinkler system festing

STATEMENT OF DEFICIENGIES (K1) PROVIDER/SUPPLIERIGLIA (X2) MULTIPLE CONSTRUGTION (X3} DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER A BUNLDING 01 - MAIN BUIL DING 01 COMPLETED
535042 B, WiG 06/18/2013
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- - CASPER, WY 82504 1 / 2
(¥4} ID SUMIMARY STATEMENT OF DEFICIENCIES d iD PROVIDER'S PLAN OF CORRECTION ne
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED AY FULL  PREFIX (FAGH CORREGTIVE ACTION SHOULD BE COMPLETION
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1)
: . K 062
K082 Continued From page 4 K062
' wera! . . .
{ o8 Required automatic sprinkler systenps
| 1 Observation of the closet in resident room #204 are eontinuously maintained in reliahle

© operating condition and are inspectid
- and tested periodically. This will be
. accomplished by: i

1. Maintenance department
pesonnel will be inserviced to
the above deficiency. ‘

2. Maintenance  will replaie
sprinkler head or remove

caulking from the affectéd
sprinkler head in room #204.

3. Maintenace director r
designee will visually inspect gl
sprinkler heads in the facility |a
minimum of each quarter,
taking immediate corrective
action when infractions are
identified, ;

4. Maintenance Dircctor wi
arrange for and manage tHe
qtrly testing of the dry pi
system and maintain  the

; records of such, !

3. Records of the sprinkler syste

quarferly testing and sprinklgr
head inspections  will e
reported to the monthly Q,

committee for a minimum of
months at which point the Q.

commitiee will determine if
substanfial compliance has

! occurred. malkdn
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| ' * -
K 062 | Cantinued From page 5 ! K 082

F8-2.7 Walerflow alam. All waterflow alarms shall r ;

; be tested quarterly in accordance with . | !
manufacturer ' s instructions. K 147
8-4.4 Dry Pipe Valves/Quick-Dpening Devices,
9-4.4.2.1* The priming waler level shall be tested | Electrical wiring and equipment is in
Guarterly, ' accordanee with NFPA 70, Nafi

“ . N o . ; " onsl
g;’;ﬁ-&“msﬁﬂﬁfﬁgg}rg devices, If provided, Code 9.1.2. Facility will ensure thit
19.4.4.2.6 Low air pressure alarms, if provided, temporary electrical adapters do npt

“ghall be tested quarterly in accordance with the veplace permanent fixed electri

| manufacturer s instructions. ' | wiring. This will be accomplished by:
Reference NFFA 101, 2000 Editlon, 19.3.4.1, !
9.86.1.4, NFPA7Z, 1499 Edition; 1. Mainenance and Housekeepin
Table 7-3.2 Testing Frequencies. Staff been inserviced to the
15. hnitiating Devices ‘ .

; . . deficiency.
J- Supervisory Signat ' | 2. H keeni Al
Deviees, ... ... oo v s o s e quarlerly - Housekeepimg will remove ;6
k. Watarfiow way electrical power tap that
L T OO 10= -3 1 was not designated with. a surge
K 147 : NFPA 101 LIFE SAFETY CODE STANDARD K 14?! protection element in room 21
85=0 Elesirical wiing and scl ‘ e . . 3. The Housekeeping Director ¢r
‘9{3 cal wiring an‘ equ pmer] 15 i1 accoroanee dmignce will conduct month y
with NFFA 70, National Electrical Code. 9,1.2 inspections making immediake
correctiony o identified

i ! infractions, ,

 This STANDARD is not met &s evidencad by: - 4. The Housekeeping Director will

* Baged on abservatlon and staff Interview, the report results of audits to the

ffacilityfaile_d to ensure femporary electrical : . QA team for a minimum of 90

i adaplers C[I_d hot replace permanent fixed ! N days at which point the tea
electrical wirng in 1 of 7 smoke compariments. ' will determine  appropriate

! The findings were: ; ; M ;

\ : !r reporting until ongoing

- Observation of resident room #21 on 8/18/13 at : compliance is established,

1 2:16 PM showed the radio was plugged into a : | 71913
8-way electrical power tap. Further observation |
showed the power tap was not designed with a
surge protection component to protect elestronic I

J

FORM CMS-2587(02-80) Previous Yerslons Cbsolele Event D Vihrs2
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K 147t Continued From page 8 K147

aquipment. At the time of the observation the

maintenance director could not explain why the
power tap had not baen noliced and rameved |
during the monthly safety napactions. |

Reference NFPA 101, 2000 Edition, 18.5.1, 8.1.2,
NFPA 70, 1899 Edition;

400-8. Uses not parmitted, Unless specifically
permittad in section 400-7, Texible cords and
cables shall not ba used for the following: i
{1) As a substitute for the fixed wiring of a |
structure .

(2) Where run through hales i1 walls ...

(3) Where run through doorways, windows, or
! similar opanings .

i (4) Where atteched to building surfaces

FORM CMS-2567(02-99) Previous Versicns Ohealets Evant 10- Y821 Facilty ID: WY0027 If continuation sheet Pags 7 of 7
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STATEMENT OF DEFICIENCIES

(X1} PROVIDER/SUPPLIER/CLIA

(X2) MULTE

(X3) DATE SURVEY

Doors protecting corrider openings in other than

required enclosures of vertical openings, exits, or
hazardous areas are substantial doors, such as

those constructed of 1% Inch solld-bonded core

wood, or capable of resisting fire for at least 20 :
minutes. Doors in sprinklered buildings are only |
regUired to resist the passage of smoke, There Is :
no Impedimant to the closing of the doors. Doors
ara provided with a means suitabla for keeping '
the door closed. Dutch doors meeting 19.3.6.3.5 |
arg permitted.  19.3.6.3 .

Roller latches are prohibited by CMS reguiations r
in al! health care facillties.

LE CONSTRUCTION .
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A HU“_D,P 02 - EAST BJ . ,NG[M?, 2013 COMPLETED
Hedlthe .
. f3s04z o wwe . OAlNCGre Ligongin, 06/18/2013
NAME UF PROVIDER OR SUPPLIER -hragﬁmﬁgﬁﬁmya g;000E
SHEPHERD OF THE VALLEY HEALTHCARE CENTER g’:‘;‘;’“;w; 62604 g
X4 D SUMMARY STATEMENT OF DEFICIENGIES I PROVIDER'S PLAN OF CORRECTION o
PREFK (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD B2 COMPLETION
TAG REGULATORY ORLSC IDENTIFYING IRFORMATION) TAG CROSS-REFERENC]ED TOTHEAPPROPRIATE | DATE
DEFICIENCY) ;
i
K 000 I INITIAL COMMENTS K 000 5
Requirements for Long Term Care Faciliies
Section 42 CFR 483.70 (a) excent as otherwise
provided in tha section, the facility must meet the i
applicable provisiohs of ihe 2000 Edition of the i
Life Safety Code, Existing Health Care, of the :
National Fire Protection Association. i
i
The facility was a fully sprinklerad, single story F
bullding of Type 1! (111) conhstruction with plan :
approval in 1678, The bullding was equipped with
a supeivised, autematic wet sprinkler system and
with an addressable fire alarm system. The East
buliding had a capaclty of 66 centified Medicare
and Medicald beds.
K018 | NFPA 101 LIFE SAFETY CODE STANDARD KO8
S5=0

TITLE

(%6 TTE

other safeguards provide sufficlent protection to the patients. (Spe Inskaictions.} Except for nursing homes, tha findings stated above sre disslozable B days

Tallowing the date of survey whether of hot a pla

days following the date these dosuments are made avallable to the facillty. IF defciencies ere ched, an approved plan of correction 1s reguisits 1o continued

artjcipation.
he w = Ve S.LAMAT,
FORM CMS-2667{02-88) Fravious Virslons Ofsolale Event ID; ViIvE21
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(%4) ID BUMMARY STATEMENT OF DEFIGIENGIES | o PROVIDER'S PLAN OF CORREGTION ' )
PREFIX (EAGH DEFIIENCY-MUST B8E PRECEDED BY FULL PREZIX {EAGH CORRECTIVE ACTION SHOULD RE EOMPLETION
TAG REGULATORY OR LEG IDENTIFYING INFORMATION) | TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
! DEFICIENCY)
| K 018
018 Conti : - .
K 018 Continued From page 1 . KO1B) ppe facility will ensure corridor doors
are smoke resistant im all smoke
| This STANDARD is nat met as avidanced by: departments. .
Based on observation and staff Intervlew, the This will be accomplished by:
facliity failed to ensurs sorridor doors were smoke
resistent in 1 of 2 smoks compartmenis. Tha
findings wers: 1. Maintenance Staff have been
Obsetvation of resident room #110 on 8/18/13 at | : i]";ffgi::m o the above
1:35 PM showed the corridor door was impaded i 1 M Cy. \ .
form closing by & metal decorative hanger that } » Metal docorative hanger has
resled on top of tha door, At the time of the | been removed from door #1148
observation the maintenance dirgctor could not -‘ allowing the door to pmperly
explain why the hanger had not been noticed and latch.
rernoved during the monthly safety inspactions. 3. Maintenance will audit doo
lé ;4; { NFPA 101 LIFE SAFETY CODE STANDARD K 147 for proper latching on a qtrly
f Electrical wirlhg and equipmert Is in accordanse ::)El.?:ls ti naking for immediage
i with NFPA 70, Nationa! Electrical Code. 8.1.2 . ! orrections ot noted
! j f deficiencies. ‘
i : 4, Maintenance Director will
7 | report mounthly to the QA
This STANDARD g not met as evidenced by: | committee results of audits |a
foclty el o onaurs tmporary cectionl minimum of 6 monihs at which
mdaptars did not raplacs pstmanent fived time ﬂ.le QA. committee will
electrical wiring in 2 of 2 smoke compartments. l determine  if  substantikl
The findings were: ! compliance has been realizdd
and making recommendati 15
Observation of the electrical system on 81813 accordingly.
betwesn 1:30 PM and 2 PM showed the followling 7/19/13
locations had prohibited temporary electrical
adapters In use: :
a. The clock in resident rocm #102 was pkugged
into an extension cord,
b. The fan in resident room #107 was piugged
into 2 surge protectors ' in-line. ! | :
| On 6/18/13 at 1:51 PM the maintenance director i | !
‘ | |
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STATEMENT QF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENT IFICATION NUMEER;

{X2) MULTIPLE CONSTRUCTION
A.BUILDING 02 - EAST BUILDING 02

B. WING

{¥3) DATE SURVEY
COMPLETED

i could not explain why the aforementioned

‘ prohibited electrical adapters had not been
noticed and removed during the monthly safety

; inspechions.

NFPFA 70, 1008 Edition;

400-8, Uses not parmitted. Unless specifically
' permitted in section 400-7, flaxdble cords and
- cables shall not be used for the following:

(1) As a substitute for the fixed wiring of 2
i structure
{2) Whare run through holes in walls ...
£{3) Wheare run through doorways, windows, or
- similar openings
(4} Where aftached to building surfaces

i
1
i

|
Refererice NFPA 101, 2000 Ediion, 18.5.1, 6.1.2, :

535042 06/18/2013
WAME OF PROVIDER OR S8UPPLIER BTREET ADDREES, CITY, 8TATE, ZIP CODE
SHEPHERD OF THE VALLEY HEALTHCARE GENTER 50 MAGHOLIA
CASPER, WY 82604 1 f 2721
oD | SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION 5
PREFIX . (EACH DEFICIENCY MUST BE PRECEDED BY FULL i PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG ! REGLATORY OR LSC IDENTIFYING INFORMATION) : TAG CROSS-REFERENCED TO THE ARFROPRIATE BATE
J | DEFIZIENCY)
K 147 Continued From page 2

K 147 i

K 147

Electrical wiring and equipment is in
accordance with NFPA 70, National
Code 9.1.2, Facility will ensure that
temporary electrieal adapters do not
replace permanent fixed electrical
wiring. This will be accomplished by::

Mainenanee and Housekeepixﬂlg
Staff been inserviced to the
deficiency.

Honsekeeping  will  remove
extension cord in room #102
and 2 surge protectors * in —
line in room #107, :
The Housckeeping Director
designee will conduct monthly
inspections making immediate
correctinns to identified
infractions,
The Honsekeeping Dircctor will
report results of audits to the
QA team for a minimum of| 3
months at which point the te
will  determine appropriate
reporting until ongoing
compliance is established.

1‘

2,

pr

[ 71913

i
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