A012-09-27 20:27

nursee station

307 577 3047 »>»

307777727 P 2/2

PRINTED: Ub/1e/2013

' FORM APPROVED

Healghcarm Lizansing and Survavs N

STATEMENT QF DEFICIENCIES K1) PROVIDERISUPRLIERACLIA ) MULTIPLE CONBTRUGTION 1K) DATE SLRVEY

AND PLAN OF CORREGTICN IDENTIFIGATION NUMBSE: A BUILDMNG: COMFLETED
ALFDYS B, WING 09/04/2013

NAME OF PROVIDER GR SUPPLIER

MEADOW WIND ASSISTED LIVING COMMUNET

STREET ADDRESS, GITY, STATE, ZIP CODE
3935 EAUT 12TH 5TREEY

CASPER, WY 82608

M !

SMMMARY STATEMENT OF DERICIENCGIES D

FROVIDBR'S PLAN QF CORRECTION

FACILITIES

A
PREFIX FEWI-I DEPICIENGY MUBT DE PRECEDED BY FULL FREFIY (EATH CORRECTIVE AQTION SHOULE BE GOI‘APL"ETE
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SALF  LIC REGS FOR ASSISTED LIVING SALF | A4) new residenay end carc

agroement has been malled to

A4 vy E
Lhg-power-of-sttornoy—fon

This State Rules and Reguiations i not met ag
evidencad by

Wyoming DEPEAaR: of HealtiAgihg Division
Rulgs for Program Adminlstration of Assisted
Living Feclilties

Chaptar 12

Section 7, Assisted Living Faclity (ALF) Cora
Sarvizes,

{&) Resldent Records and Reperts,
(i) Each felder shall ngiude the fallowing:
(F) Asigned copy of the resident's rights;
(y Written acknewledgement of the
receipt and explanation of all faality policies
Including adrmission/discharge policias;

This rle s not met as ovidenced by:

Basad on review of resident ravords and staff
interview, the taality falled to ensure the
rasidant's recard contalned all required ltems for
1 of 5 sample resldents (#76), The findings wera;

Review of the record for residen? %78, whe was
admiliied %20/12, showed no evidense of &
signed copy of tegidant rights nor written
uoknowledgement of facility policies. During an
Interview on ©/4/13 at 4:35 PA the adminfstrator
wtated thase ttems were included In the confraat,
which ad been maflad to the family but nat yet
teturned.

(k} Transfer and Discharge
{Iv) Residents transferred to another hésalip
nara faclity shall ba glven written

Jbe sigoed 28 well am tho

rasident § 76, This includes &
aopy of the resldent zights to

facllity policied.
Bi) All resident £iles will b

auwdited to ansure that thaese
requirements are being wmet,

T

C+)  The administrator and
Business Qffice Managar will
atdit all new residents f£iles
monthly o ensure each rew
resident has signed the
rosident rights and has
recalved writton
acknowledgement of tha facllity
policles.

D.} Files will be menitored bi
annually by the QA team for
complianoe,

E.) This will be vonpleted by
1G/20/13,

A.] The Direotor of Nursing
and administrator will ensurs
all regidents who transfor te
another ALF receive a writtoen
transfor notlce.

B.) The DON and administrates
will reviaw upcoming discharyga
at the bmgluning of each month
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NAME OF PROVIDER OR SURRLIER BYREET ADDRESS, TITY, RTATE, £ CODE
MEADCW WIND ASSIETED LIVING COMMUNIT gﬁpif:vﬁgsi? =T
) o SUMMARY STATIMENT OF DEFIGIENGIES o PROVIDER'S PLAN OF CORREETION (xa)
FRER}Y F‘EAGH GEFICIENCY MUST BE FRECEDED BY Ful,l, PREFIX (BALH CORRECTIVE ACTION SHOULD BE COMPLETE
TS EEULATORY OR LSC IDERTIFYING (NFORMATION) TAG GRDS"""‘EFE“ESE,ﬁg,Eﬁ é‘%ﬁAPPROPRlATE HATE
SALF | Centinued From pege 1 $ALR (monthly) toden:-ure prgpen:‘ -
tices are distributed.
transfertdischarge hatice which Includes; " - _
o {_Eg‘"mmghwdw‘? G.) This will be monitored ang
. (8) reasan for the raviewed bl annually by the
trensferdischarge; quality assurance team
Eﬁ?) The effective date of tha ' :
transter/discharge; . ;
() The location to which the residant Is b ':):1 imii Wili b%?gg‘ﬁgtm by
transferredidischarged; and in place by .
(E) The name, address, and telephene |
number of e Ombudsman; and 1012013
(F) Allsting of all outside sentracted
gemvioes, A} The DON had an updated
form Lor resident #40 aigned by
This Rule is not met as evidenoed by: all three required parties and
the form ilncludes the Life
Based on resident racord review and sinff Safety Code xespensibilities.
-interview, the faciiity falled to ensure a written
transfer notice was piven to 2 of 2 sampie The DON had an updated form fop
el : P
residants (#86, #87) raviowed who were resident §1.4 signed by all
transfarred tu. ancther health care faclily, The three required parties and the
findinga were: form includes the Life Safety
Cod bilitieg,
1, Reviaw of the resldent recery showed resident ode respongibilities
#8G was transforrad io another assisted iving . L
fawility (ALF) on 771813, Further review of the The DON had an updated form fop
resident $71 aigned by all
record revealed no evidence the residant was h i red y
ghvan & wrltten transter notice, Lhree required parties and the
form includes the Life Safety
2. Review of the residert reord revealed resldent Code rospensibilities.
#87 wag trancferad. on 8/2/13 to another ALE. .
Further review of the madical racord ghowed o The DON had an updated form fol
avidance the resident was given a written tranafer radldent 476 signed by all
notice. threo roquired parties and the
form includes the Life safety
3, During arinterview on 9/4/13 at 4:02 PM the Gode responsibilitiea.
diractar of nursing (DON) stated the facility did
not isgue written fransfer notlces unleys the B.} Tha administrator and DON
trangfor was initlated by the facility, She will cheak all rasident files
confirmed transfer noticos were not glvan to with outside services to onsyrs
resiicnts #66 and #87, 4 proper wontract is signed hy
Veyoming Dept of Hemlth, Aging Livision, FEATIGE LIGAMaIG Gng Survayg all thrée parties ang the TiTa
GTATE FORM or G I antimalion shme) 7ofa
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SALE) Continued From page 2 BALF | Bafety Code respensibilities |

are ineludad,

Seclion 8, Contraatual Servicas Provided Outside
Assisted Living Facility Authority.

(@) Companents of tha outside service(s)
contract!

() Who wiil previde the service(s),

(i ‘What savize(s) wiii be provided;

(A1) Whan the service(s) will be providech

{iv) Whera the service(s) will e
provided;

(V) How the sarvica(s) will be provided,
dand

{b) Life Safoty Gode Responsiblities for
Quiside Contractual Services,

A conlract batwaen the resident, the ALF,
and all outslde servics providers in the ALF st
he In place prior 1o the tme of sarvigs delivary.
This contract must idantify the clear defineation of
Sarvicos,

() The contravt must specifically
articulate the responsiblities of the resldent, the
ALF, and afl service praviders to comply with the
Evaciation Capability, Emergency Provedures
and Fire Safely roquirements in thesa rules.

This rille i not met as eviderced by;

Based on resident record roview and staff .
intarview, the faclkty failed to ensure a contragt
with all required clemarts was in place and
slgned by the ragident, the ALF, and tha outslde
sarvice providor for 4 of 4 sample residents (314,
#40, #71, ¥75) wha recelved outside services,
The findings wars:

1. Review of the resident racord for resident #40
shuwed an "Qutside Healtheare Agency Service
Acknowledgament” form signed hy the therapist
oh 5/22/13 for occupational therapy services,

C.) Wa will monitor ail
ragldents on outside sepvicas .
guarterly 40 enaure proper
documentation in regards to tha
contract 1is completed.

D,}) Thig will be monitorad
Femi annually by the quality
aggurancde lLaam,

B.] This will be completed by
10/20/13.

10/20/1

Wyarmning Dot of Health, Aging Givigion, Healthears Lioensing id SUniays
STATE FORM

sm OGP If condinuntion sheet 9 of 4




2013-09-27 04:01 ©onurses station 307 577 3047 »» 3077777127 P 5/%

Hoglthcara Linensing and Survays

PRINTED; 0816/2013
FORM APPROVED

BIATEMENT OF DEFICIENCIES (1) PROVIDARSURRLIERGLIA, (42 fULTIALE GONSTRUCTION ’ (%) DATE SURVEY
ANTI PLAN OF GORREGTION IDENTIFIGATICN NUMBER: A, BUILDINGS COMPLETERD
ALFO03 8 WING 09/04/2013

NAME OF FROVIDER OR SUPPLIER
MEADOW WIND ASSISTED LIVING COMMUNI

CASPER, Wy 82809

STREETAUDRESS, CITY, STATE, 2P COGE
3858 EAST 12TH STREEY

However, the form was not signed by all three

(X4} 1D BUNMMARY STATEMENT OF DEFICIENCIES 1o PROVIDER'S PLAN OF GORRECTION 70
PREFIX (EACH DEFINENGY WMUST BE PRECEDED BY FULL FRIEMIX (EACH GORREGTIVE AGTION SHOULD oi2 CONPLETE
TAG REGULATORY OR LBC IDENTIFYING INFQRVATICN) TAG CROBE-REFERENCED TO THE ARPROPRISTE DATE
DEFICIENCY)
$ALF | Continued From page 3 BALF

agency) and did hot inclide the Life Safety Codg

| 2. Review of tha rasident record for resident 4
| showed s/he received home health servicas, The

‘wag recelved.

- by the theraplst on 3/8/13, Howevar, the form was

partias {the resident, the ALE_and the.outside

rasponsiblittiag,

record includsd notes from the home bealth
nurse, but falled to show evidence of 2 contraat,
Durring the exit confarence an 8413 at 4:30 PV
the DON stated If she found the téntragt, she
Wold fax It to the surveyor, As of 91013 no fax

3. Revisw of the resident recond showed resigent
#71 had recelved vecupationgl therapy services,
Further review showed on "Outgider Maaktheare
Aguncy Service Acknswiedgement” form signed

nat slgnad by all three parties (the resfdent, the
ALF, and tha oulside agency) and did not inalude
ther Life Safety Code responsibifitis,

4. Rasident record raview revealed resident 478
had racaived occupational therapy serviges,
Although there was an acknowledgemant form
signed by the theraplat 12/31/12, there lacked a
anntract with all required slements signed by the
resident, the ALF, and tha outside service
provider,

5, During an Interview on 9/4113 at 4:30 PM the
administrator and DON stated they did not hava
¢ontracts with outsida sarvice providers which
conlalned afl the required elemerts, nor were
they signed by all three partias,
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