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1 The following common abbrevlations are 1sec ! ' T 280 . : ;
throughout this tocurment: ' il Correction for cited residentss ¢ OB !
- Resident #14 :
ADLs- Aclivitles uf‘dally ""'”Qt Resident’s  ocondition was reassessed on®
CAA- Grﬁ A-r;’a Assei?g'\ en 08/07/14. Assessment revealsd no need for’
,GNA" C?rt fle T\H\GBG ' ® floor mats or alarms. Side rail assessment
I Do N._ Enrector DD ;J rs.sn? i complated an 08/07/14, Low air loss matiress
MD3- Ini;‘ntum d ?\Ia o with side mils are in place due to
. AN- Reglstered Nurae i manufacturer’s rosorumendation, Care plan! ‘
1 Less Gommonly ussd abbraviations will be { ;{“:;fgg)ff ggm current needs 08/7/14. ogi |
-1 aphotated In saeh defleienay. ; ¥
Care plan was updated on 08/37/14 to reflect
F 280 1 483,20(d)(3), 483.10(k)(2) RIGHT TO F280 e of bed ounn for bed mobility. .
58o0 | PARTICIPATE PLANNING CARE-REVISE CP ._ |
. i i i i .‘ . |
‘The residant has the right, unless adjudged ‘ ;ﬁntifwatmg of other residents will aceur N
Incompet&nt or otherwiss found to be All residents heve the right o hava'
! ; Incapacitated under the laws of the Stafe, to imdividualized plans of cate o meet then-
! participate in planning care and treatment or wnique needs, !
changas In gare and treatment., ) : . '
Systemi n: oo
1 A compreheansive care plan must be developed 1D wﬂmizgf;g;;;tz?awl dy nurshis A
; Within 7 days Vafter the complation of th? | tounds to include a raview of each resident's q/ Ml’/ Vi
comprahansive assessment; prepared by an i lan oF care
| Interdisclplinary tearn, that ingludes the attending R ) ) ' '
physiclan, a ragistarad nurse with responsibllity . . "
for the resident, and other appropriate stgff In ?AZE:?S:: sg‘f:d;q‘:f;t;ﬁ:’;?ﬁﬂr ?;;;“:ilzszm
 disciplines ag determined by the rasident’s needs, | roview ufl“n dividualized oarc plans, mobility S i
and, fo the extent practicabls, the parlicipation of I dovices and side ral] usags with o vi'denne o :
the resldent, the resident’s farmlly or tha resident's | doviots on sag
legal representativa; and perlodicsly reviewed i OmPG W
and revised by a team of qualifled persons after i .
3 Rﬂvfsa printed yaport on ¢loset care plens tn :
Eaath pseessment. ; efloct dato, :
k ! + - ;L
: | i
i E

- r
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) e iz el

Any daficiandy sthtestant anding wiih apAutersk {*) denotes a deficianay which Lhe Institulion may be sxcuged frem uorrecung providiag R 1 dalarmined lﬁat {
ather sofapirards Wovide sulllclent prolk4lion Lo tha patients, (Sea Instruclions.) Exospt for nursing homas, the ffndings atated above are dlsclosalla 90 days
BN U R o STy Whidthar i el e planof corrsictlon fa'providedFor nursing hames, the-above findIngs and plans of carrection-are-dlsdlosable 14
daya fallowlng iha dale these dnnumams are macda- avallable (o the facllity, If deficlencias are clied, an approved plan of sorcaction is requisite to.guhiinved

program parilclpaﬂon 3
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F 2801 Continued From page 1 2801 —"——""‘—Q PR T LI
| This REQUIREMENT s not mat as evidenced [ 95% of care plana will reflect mobility device 7 / Yo /
by usage and side vall usage . (¥
Hased on vhearvation, medical racord review DON or designes will collect data from nurte
and staff intsrviw, the facility falled o ensure the rounding reports mouthly. Data will he
care plens weare revised to reflect the current agpregatad and reported quarterly at long torm
reets for 2 of 20 sampla residents (#13, #14). care quality meetings with 'discropancles
1 The findings were: . investigated and rosolved,
i
' 1, Cheetvation on BG4 et 9168 AM shawed -5 ! :
resident #14 vsed full length side ralis while |n ! 3
i bed and had an eir mattress. There was no fall | )
1.mat on tha floar next ta the bad or alarms. An | b
linterview with CNA#1 on 8i6/14 at 8:30 AM . ‘
! revealed tha resident was unable to turn In bed ! i
[..lndepsndantly, and staff tumedirepositionad the 1 L,
i resident every 2 hours. Review of the undated ! i
i cara plan for safely showed the rasitdent was o i r
T have a floar mat pleced at the hedside, Further, a : B
L tabs alarm was to be used to alerl staff If the ! i
Sresident attermpted to get up from the bed without | |
i aaslstance, The care plen also Indicated side ralls )
ware Inllated due to the use of an alr maltress as .
‘recommendsd by tha manufacturer, During #n .
nterview with the DON on B8/7/14 at. 8:13 AM, sha | 3
ravasled the resident no longer ettempted to get 2 : !
lup from the bed without asslstance. The alarms ; b
and floor mat had been removed dua [o hisfher '
change In status. Furiher, she acknow/edged the ;
the cara plan neaded to be updated to reflact N
- thase changes, ‘ A"
- ] .
2, Random observations on 8/6/14 through 8/6/14 { N
showed rasiient #13 had a bar aftached to i !
! histher bed, Revlew of the undated care plan for i [
 physica) mobliity faifed to show the resident had I -
tany type of device aftached to hisfher bed. The I .
. care pian only showed the resident uead & cane | .
; ot whealchalr for mobllity, During an intervlew
{ with the DON on 8/7/14, she Indicaterl the l 1 L
FORM CMS-2567(02-08) Pravious Varslons Obsalate Evani [D:MAGOT Faalbly 10; WYoD21 If cortinuation shest Page 2 of 10
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! acknowlsdged tha use of the device needad to be
upciatec on the cara plan.
483,20{k)3){)) SERVICES PROVIDED MEET

281 '
PROFESSIONAL STANDARDS i

g8s=D

FThe services provided ot arrenged by the faciity
must mest professional standards of quallty,

“Thig REQUIREMENT s not mat as evidenced
Loy
gasad on abservatlon, staff nterview, and

' medical racord review, the tacillty falied to ensure
! staff followed standards for clinlcal practice for 1
non-sarmple resident {#103) who utilized negative
pressure wound therapy (wound vacuum) for
woutad healing, In additlon, the facillty falled to
gnsure orders were followed for 1 of 20 sample
resfdants #100). The findings ware:

1, Review of the medival record showed resident
#103.was re-admitled to the facliiy on 6/24/14
with diagnoses Including aftercars/healing of a
traumatic fracturs, waund infection, and right hip
hematorme {blood flled bruise). Review of 8
hospltal discharge summary dated /21114
I'ravaaled the resident developed an Infection and
i-hematoma In hls/her right hip incision that
required & surglcal procedura to open and drain
the wound and wound, Wound vacuum tharapy

| was Witfated at that Bme, and the resldent was
re-admitted to the facility with the wound vacuim
in use. Review of an undated cara plan ldentiflad
the resident as having Impalred skin integrity,
‘nterventfions Inclugded monttorlng the Inclsion and !
‘uss of the wound vacuum {o be changed and

' 1
. 1

) SLIMMARY STATEMENT OF DEFICIENCIES i D PROVIDER'S #LAN OF CORRECTION I
P"é‘&é& ' (BACH DEFICIENGY MUST BE PRECEDED BY FULL - | | PREFIX E (EACH CORREGTTIVE ACTION BHOULD BE | commLETnn
TAD REGULATORY OR LEC-IDENTIFYING INFORMATION) ;' Tas | CROS5-REFERENCED TO THEAPPROPRIATE |- DATE
X DEFICIENGY)
! .
. . |
F 280" Cantinued Fram page 2 FaB0f zos
l E ! A .
; resident used the bar for mobllity and Coxrection for cited residents: ST
i repositioning whils In bed, Further, she Regident 103 ) e

PT staff education completed and wound vac .
dosumentation campleted reflecting number
of sponges cod dressing changs. Nuraing
staff sducation regavding troubleshooting
wovind vacuum and resouress,

Restdent 100 ;
PT sereen post fal] completed 08/28/14 ) :

1Al radidents have the potential to be :
affected by incomplete dosumentation and '

tralning related to wound vacunm devices

F 281

g6}

-5

2.All residents have the potential to be
affected by delayed or incomplete orders and
implomentation of policioy

Systemnic Coprrecilve Action:

1,Wound Vae documentation will be revised

and {mplemented In the EMR ko includs
sponge counts, actions and finctienal status of -
wound vao.. .

I

2, Nursing and therapy steff education
ragarding documentation and care of the
wound vac with demanstrated competency, v

I 3.Two LTC RN's will bs schaduled to attend - i
Weound eertification training in 2074, : ;

! 4. Review and revise wound care policy to 3
* fnclude wound vae trouble shooling algorither,

“
1 3.4

I
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F 281 | Continuad From page 3 F 281 }5“2%1 l;ot{ltu BT soreening oduation to
‘ ] ) 03t fa scrasning o on
I giﬁg?ﬁ: %rzhiﬁﬂﬁﬁlﬂghﬁrapy (PT). The following ' Therapy end nursing staff to be completed
. Observations on 814214 at 4 PM and 8/8/14 | with documented oompatency.  “-
at 4;10 PM revaaled tha resident had a wound . , , . -
Lyaouum In place, Observation with physical [ i 6. Review “i‘,‘d ':?"Esg;fau P;hu%,lt_ﬂ ‘“s‘f[";é‘:
i Iherapy assistant (PTA) #1 on 8/8/14 at 4:10 PM ; Pm‘“fm or fimeitemes tor £1 po
I-also showed the resident's waund vacuum was " Rereening.
i Punclionlag at 128 mm/hg {milimatecs mercury) \ . i
-pontinuous suction and the number of dressing | ; Rﬂ"‘s‘: Eher?Pﬁt’}]PDE';\gyt”“{“e?- 4
i,pleces In the wound bed were not indicated. i fﬂ"'“me“ ation in Bt ot au" “:l“” oreason
Interview with the PTA at the time o the ; : dor 3"‘“"';5:;“3"‘1&“ etall an )
i hservation verifled BT was responsibla for ‘ , reconmsidations. L
j performing wound vacuum dressing changas. ‘ i g d rovi 4 .
 She ako revealed she was not aware that she | & Review and roviss prooegs for completicn
j needed to documertt the (ype or number of of PT gareens and arders to assure timely
j dressing pleces removed from the wound or completion of ordexs.
! packed Inio the wound. The Interview additlonally | . _ ‘
1%

| fram the wound or packed into the wound.

{ dressing arcund the wound, and had never ]

! revealed If the wound vasuurm stopped working
during the night, or thnes when PT was not

the wound vacuum end cover the wound with a
t surgical pad until physleal therapy could re-apply
the wourd vacuum.

B, Review of wound dooumentalion from
‘B/30/14 through 8/2/14 showed no documeniation
| of the lyps or numbar of dressing pleces removed

i- ¢. Interview with BN #1 an 8714 st B:20 AM :
_ ravesled If @ wound vacuum malfunctions nursing |
i staff could taka it off and contact the facliity i
Eupervisor (o notify physical therapy, RN #1 also
verballzed she had never had any taining related
to. waund vacuum therapy, except applylng extra

+ documented the number of dressing pieces that

| were removead, thterview with RN #2 on 8/7/14 at |,

1 8:25 PM revealed sha had never had & resldeat
i with & wound vacuum and she was unsure what
| ta do If the wound vacuumn unlt malfunotioned.

;svallable, nursing staff had an order o remove ;.

Qutcome;:
100% of nursing and PT steff will complets |

competencies related to Wound Vags,
100% of wound vac documsntation will

. includs dressiig placement and remtoval,

95% of PT scraens will be compieted in 72 °
hours, .
Therapy Manager or destgnee will eolloct data |
utflizing audit tool monthly. Date will be -
agprepated aod roported quarterty at long term
care quality meetings with discrepancivs -
Investigeted and resolved. ;

—————— e = o
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d. Interview with unit manager #1 on 8/7/14 at |
110:40 AM ravealed saveral of the facllity's nursing !
1 staff had baan trained related to frouble shooting }
when the woung vacuum alarmed or wasn't i
't working proparly. However, not all the staff hadl

'| attended the {ralning, and hong of the facllity's
nursing staff had been educated on changng the

! wound veduuri dragsing.

; According to Faderal Drug Administration (FDA)
FMedicel Devios Safety Alert Public Notice dated
4 February 24, 2011 and entitled, "Update on
| Sarlous Complications Assoclatad with Negative
+ Wound Therapy Systems”, the following reports
werg recalvad by the FDA, "In the last two years,
FDA recelved six death and 77 injury reports
1 assoclated with NPWT sysiems...27 reports :
¥ Indicated infaction from retention of drassing
I places In the wound. Retantlon of foam dreusing
‘{ places and foam adhering to tlssues or Imbadded
FIn the wound were noted in 32 Injury reparts, The
majorily of these patfents requirsd surgical
« proceduras for tha removal of retalined pleces,
wound debrideiment, and treatment of wound
I-dehiscence, as well as addltional hospltallzation
i and anliblotic tharapy," Tha failowing .
vrecommendations were listed, "Wound Infections
‘may develop If pleces of drassing are retalned [n
tthe wound, To pravent this compiication, device
‘instructions recommend counting Lhe tatal
‘number of dressing pleces used in the wound and
dooumenting that numbear on the cuter adhaslve
| fllrn draselng and In e patient's medical racord.
- Teach tha careglver ta count the nuriber of
dressing plecas removed to male sure that al
plsces are accounted for," In addition, the FDA
recommendad; "Healthcars providers using
. NPWT davices shouki undergo appropriate '
i tralning on device use, including Indleations and |

— 8 % e e i = 1.
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F 281

F 281 Continued From page b .
contralndications, and recognition. and
1 managemen of petantial complications."

| 2, Review of the madleal resord showed an order
dated B/6/14 far resldent #100 w0 have a physlzal |
i therapy (P'T} screaning aftar an occurrence of a
fell, Review of the medical record fafled to show
this PT scrasning was completad, Intariew on |
81614 at 3116 PM with RN #1 revealed she was ' ' I
FUnable fo locate PT noles ar nursing notes to
-ghow the soresning was completsd, Interview
W|th nurse manager #1 on B6/14 at 11:66 AM |,
verffled the PT department was contacted and’
‘they had not completed the screening orderad on
bi6/14,

- Accurding to the Wyoming Nursing Practice Act
L of July 2005 and the Adminlstrative Rules and
Regtilations of Novembesr 2003, nurslng must
function undar the direction of a licensed

i phyalcian
F 312 ; 483,25(a)(3) ADL CARE PROVIDED FOR
58=D: DEF‘ENDENT RESIDENTS

Fa2

A raaliciant who is unable to carry out actlvltles of
Gally living recelves the necessary sarvices to

{ maintaf good nutrition, grcomlng, and personal
and oral hygiene. .

N

This REQUIREMENT s not mat ag evidenced

by

; Based on obsewatlan. medioal record raview,
staff interview, and review of facility policy, the

facllity Falled to ensure | of 8 sample residenis

(#33) who required extensive assistance

perforrning ADLs recelved assistance with

Facitily 1% WY 0021 if ontinuallon shest Paga & of 10
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1 F
F 312 { Cantinped From page 6 F312 EB312 ,
hygiene, The findings wera! ' Corr clted residents:  BbftTd
; ' Regident #33 , ‘
Review of the.madlcal record showad resident Resicdent received hair cut and beard trimming
1433 was admitted to tha facllity on 10/0/12 with on 08/22/14. Nails were trimmed end cleaned .
‘dlagnoses including Alzhelmer's disease, Review | on 08/09/14 ‘ i
of the quarterly MDS assessment daled 7/21/4 ) - :
‘revenled the resident was savaraly cognitively Identiftentipn of other resldents will apeyyp ;
. rimpalred and raquired axtensive asalstance from by: ) | 083k
- 1 staff la complate ADLE including bathing and All remd?nts have the potential to bs affected .
“hygiene. Review of the undated cara plan by inability to provide self care and ADL
ldantified the resident s being at risk for a salf resulting in inadequate personal hygiens. : '
s pare daficl related to cognitive impalment, ) ’
Systemiv Corrective Actton: 110

' The interview further confirmed the rasidert iked

"' dacreased mobillty, and difficully with ADLs.
Interventions included assistanca with shaving,
“halr and nall care. The following congarns were
Identiflad; |
. & Observation on B/4/14 at 3:40 PM ravealed :
the resldent was seated in tha maln dining ream, ;
Tha resident had long, Jsgged ingsmalls and the |
nafibeds were encrustad with thick, brown mattar.
The resldent's beard and halr were untrimimed,
Jang, and unpkermpt, Subsaduent ohservations on
‘B/6/14 at 8:30 AM and 8/7/14 at 9:.36. AM showed
the ragidenl continued to hava long, jagoed
fingemalls encrusted with hick, brewn matter and
Hlgther beard and hair remalned untrdmmed, long,
and unkampt,

b. [ntarview with clinlcal supsrvisor #1 on
B/7/14 8t §:36 AM verified staff were supposed to
 im and clean residents fingernails as neaded,

' fo have 4 full beard, however, the resldents halr
and beard should have been trimmed, and his/her
fingernails should hava been trimmed and
- Gleaned, X

. Reviaw of facillty palley and procadura
- dated 72712, and entitled, "ADL and Perscnal
| Gare", showed “All activitles refated to persana
 gare and hyglene will be complsted according to |

with minimal
hyglenc upkeep and review quarterly during:

addittons,
2.Develop atd implement-weekly nuraing
plan of care,

eugoing,

grooming neads,

1.8ocla) servicss will develop list of resident "-'
family support for personal ;

I Nusing steff aducation relatsd to ADL
assistence of residents at new m'lentatmn and

| care’ planning meotimgs for changes and

rounds to tnelnde & review of aach resident’s .

4, Review end revision of ADL policy to
reflest MDS and essistance with personmal

. 5. Resident and guest enordinator to develop :
| procesy to asslst with personal prooming
l appointments for residents nesding nssistance. -

]
'
1
r
i

A

it/ry
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: c
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DEFICIENCY)
F 312 | Continued From page 7 Fata; Fi2cont. . !
| nursing and CNA standards of care...Nall Gare 1. %%%%Bsidems 4s LG oty wil bave o M-;%Hi
‘ Froper hall care can ald in the prevention of skin neat groomed personn] AppearANGe, .
prob]len:;‘-[, Z rﬁa” n;a rver llncluclgs dgﬂy Gleiﬂmg I?nd i DON or dusiguee will collest data from nurse- I
ragular trimming,.4. Trimmad and srnooth nalls I
prevent the residant from accidentally scratohing i rounding reports monthly, Daia will be |
" and {njuring his or har skin..." . : ageregated and veportod quarteriy at long term. |
andi g -y g } . care quallty mestings with discrepancias
F 332 | 483.25(m)(1) FREE OF MEDICATION ERROR F 332 vestigutsd and resolved
se=0 | RATES OF 6% OR MORE . .
‘ . Fax . I
I-The factlity must ensure that It ls free of Correction for gited residents: . 08k
' medication emor rates of f!va_percent or greatar. Resident #72 - o
; Individuallzed steff edpoation regarding
: medication adminjstration practices completed
Th!S REQUIREMENT f& not met as avidencet !ggntiﬂcaﬂg“ of other .rasmanli' will oconr -
oy ) by: : 084ALLL4-
.. Based on medical record review, observation All residents have the potential to be affacted -
Yand staff |f"ltEWiEW, the facllity‘ falled to malntain a by medication errors ad medication pract{c,esl i
“madication arror rate under b percent (%), Two : :
{2) medlcation errors were observed out of 31 Systemic Correctiye Action: 175
.opportunlties for arrar, which rasulted in an error 1.Medlcation edminlstration compatencies for
: rate of 6.45%. The findings were: all nurses and medication aides wilt be o /f‘f
L \ complated .
j Observation on 8/6/14 at 10 AM showecd o, |
' FﬂEdF(‘ia UIJI'I aTdB #1 give FESidel"lt #72 ElI'ﬂﬂG[E| Z‘Nurse managers to cnmple_l-e monthly !
| tears, 1 drop in each eye. tn addition, ihe alde random medication pass audits utilizing i
adrrinistered Nasonex nasal spray, 1 spray saoh souslstent audit tool with followup for any i
nostrll, Review of thé physislan orders dated N — , ’ ,f
722114 showed the rasldent was to recelve. 2-3 | . !
«drops Ineach eys of the madioation, Further, the ; Quieome s |
alde was fo adminlstar 2 sprays In each nostrl | .
; once daity. During an Irterview with the ! Madicatfon epror rate will be maintained at or
! medication e at 4:35 PM that same day, she | Tast than 5%.
i confirmad the medicalions were not administered | DON o dosignes will collect data from
as ordered. ! medioation audit reports monthly, Date will bs -
F 371 483.35{)) FOOD PROCURE, F371 aggregated and reported quarterly at long tortn
s5aF | STORE/PREPARE/SERVE - BANITARY care quallly meetings with discrepancies g

i i
. |

Investigated aud resolved, _

FORM CME-2667(02-80) Pravieus Vermions Obsoleln Evanl ID:MBGAT

[ESSE—T

Fachily 10: WYOR21

If contlnuation shesl Page 8 of 10



"08/2812014  13:44 (FAX)3076881376 P.0141015

PRINTED: 08/21/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES _ * QMB NO. DB38-0291
STATEMEN’E‘ OF UEFIGIENGIES #1) PROVICER/SUPPLIERICLIA (X2) MULTIPLE GONSTRUGTION ' K {¥3) DATE SURVEY
AND PLAN QF GORREGTION  IRENTIFIGATION NUMBER: A, BUILDING iy GOMPLETED
- g |~
G
635022 B WING: _ DB/07/2014
NAME OF PROVIDER OR BUPPLIER ’ BTREET ADDRESS, CITY, STATE, 2P CODE
' 00D W BTH SY
. PIONEEB MANOR NURSING HOME GILLETTE, WY 02716 ‘
0 | BUMMARY ETATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF GORRECTION (b
FREFIK {EACH DEFICIENGY MUET BE PRECEDED BY FULL *  PREFIX {EAGH GORREGTIVE ACTION SHOULD BE COMPLETION
TAG | REGULATGRY (IR LSG IDENTIFYING INFQHRMATION) : TAG OROSE-REFEARNCED TO THE APPROPRIATE DATE
j' \ : DEFICIENCY)
¥ l !
i I
= 371 ! Continued From page 8 . F 371 F371 :
I Correciion for cife - 0834t
: i

 The faclltty must - :
(1) Procure food from sources appraved or i Three ceiling vents cleaned on (8/06/14, Fans ;

‘considered satisfactory by Federal, State or iocal i | and condensers in the " freozer oleaned on
suthorites; and © 08/31/14. Covers purchased end In place by

: }
&?di&oéshﬁ;?{f]i’:ﬁdﬁ?gﬁguw Bnd serve ﬁ_aod ; (08715114 for food racke In refrigerators.
i i . Identification of pther residents will oeeny ' i
i by; 08731714
) All residents have the potential to bs affected :
,_ ,‘i by wnsanftary food conditions, : ‘
' j;}r)l:is REQUIREMENT s-not met es evidenced ! Svstemte Corrective Action: TS -
: Based on observation and staff interview, tha ; ' LUR&‘;;“;E?J:; féﬁmf:tzkﬁﬂgge - ‘? M
‘facility falled to ensure the kitcfien snvironmant vent/fang snid faod storege Inspections. /f Y
"was sanitary, The findings wera: } '
 Observation on 8/4/14 at 3:40 PM and on 8/6/14 R T et
at 4:30 PM showad three celling vents located coolers with dooumented compstency,

above the sieam table and feod preparation
arass were in need of cleaning, These vants and
the ceiling tles arotind them hac a bulldup of
“dark-golorsd dust and greass, [nterviaw with the

3. Semi-mouthly audits to b completed
* by manger or dealgnes,

-distary maneger on 8/6/14 at 4:46 PM verified the T . i
e { Dutegma: 11409714
selling vents and fllas needed to be cleaned. 100% completion uf al cleaning dutios
‘Ohservation on 8/6/14 at 4:30 PM showed the jg’;:‘fgﬁif‘“'““g tn the nukition
walk-In refrigeratar celling had a thiok bulidup of | " . .
dust around the area of the condenser fans, At . | ‘ 221:’2;::;.“ ‘;:;Lg;’iz‘;ﬁgif:ﬂ:’;’tti’;m
that time, there were uncavarad oups of gelatin Bt wil bl:ﬁ eatod ond reomd
‘for the evening meal on trays In tha watk-In - querterly gt Ioﬁglt ef_m e o ?f oc .
refrigerator, Interviaw with the dietery manager on  eotine with r‘ﬁ'ﬂm ﬂnm.sq.ﬁ t-"-'ﬂ e
B/G/14 at 4:45 PM verifled the area needed fo be -, rmtf}lv L pancios investigate
| eleaned and the food shouki have baen covered. | .
i |
+ According to Faod Gorde 2013, U8, Publis Health |
| Bervico: 4:601,11 "(A) Equipment food-contagt i i
; surfaces and utenslls shall be clean to aight and I l
i Iouch...{(C) Nonfood-contect surfaces of { L

Bvunt I MGEGAT Faciity 10 Wyoo21 If continuation shaol Page 9ol 10
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f ' i : :
| ]
F 371! Cohthuad From page § ]‘ F 371
, eguipment shall ba kept frae of an accumulation :
¥ 1 !
- of dust, dirt, food realdus, and other dabrls. ]
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