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» DEPARTMENT OF HEALTH AND HUMAN SERVICES PR‘Q‘JE&A%%%Q\;ES
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 09380391
BTATEMENT OF DEFICIENCIES (A1) PROVIDERISLIPPLIER/CLIA (X2) MULTIPLE CONSTRICTION {3} DATE SURVEY
AND PLAN OF CORREGTION IDENTIFIGATION NUMBER; A. BUILOING 02 - MAIN BUILDING COMPLETED
. 535051 8 WING 03/24i2015
NAME GF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, 2P GODE
PO BOX 1325
TAERMOPOLIS RERABILITATION AND
N AND CARE CENTER THERMOPOLIS, WY 82443
' {(¥4)1D 5 SUMMARY STATEMENT QF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTION {s)
PREFIX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE GOMPLETION
TAG REGULATORY O LEC IDENTIFYING INFORMATION) | TAG CROSE.REFERENGED TO THE APFROFRIATE DATR
DEFISIENCY)
K.000 | INITIAL COMMENTS _ K 000 | Prepatation and execution of this plan of ¢orreatio

does not constitute an admission of agresment b
the provider of the truth of the facts alleged o

i Requ‘r&ments fﬂl‘ LDng TEI'ITI CBFE FEG"lﬂESI conclusioms  sat foﬂh {0 statement Df th
Section 42 CFR 483.70 (B) except as otherwise deficiencies. The plan of correction is prepare
provided in the section, the facilily must meet the and/or solely because it is required by th
applicable provisions of the 2000 Edition of the provisions of federsl state and law. Completion
Life Safety Code, Existing Mealth Care, of the dates are provided for procedural processin,

' National Fire Protection Associafion. : purposed and correlate with the most recently

; contemplated or accomplished corrective actich

| The. facility wae a fully sprinkferad, 1-story and do not necessarily correspond chrenologicall

| building of Type V (000) congtruction huilt in 1954 | to date. Tho focility is of the opinion it wus j

{ with additions of the same construction type built compliance with requirements of participation o

! In 1985 and 1990. The building was equipped that corrective action was talen. ]

| with a supervised; automatic wet sprinkler system
. and a zoned fire alann system, The facility has 80

. certified Madieare and Medicaid beds with a 05/10/15
| census of 47. _
K 018! NFPA 101 LIFE SAFETY CODE STANDARD | K018| 1. The facility will provide doers that
o9<0 ; Doors protecting corridor operings in other than i rosist the passage of swoke in 4 of 4
| required enclosures of vertical openings, exits, or smoke compartments.
) hazardous areas are substantial doors, such as )
; those.constructed of 134 inch solid-bonded core 2. All residents are affocted.
i wood, or capable of resisting firs for at least 20 : : !
i minutes. Doors in sprinklered buildings are only 13, On 3/24/15 the facility repaired the
Irequired to resist the bassage of smoke. There is latching mechanism on Resident Roo '
ne Impediment to the closing of the doors. Duors #11 ensuring that the door would kee

are provided with a means sultable for keeping

|the door closed. Dutch doors meeting 16.3.6.3.6 closed into the frame. Maintenance st

are permitied.  19.3.6.3 will be in-serviced on 2000 NFPA 101,
! Section 193.63 that afl doors i
' Roller latches are prohibited by CMS regulations sprinklered bujldings are required to resi
Lin all heatth care facilities, the passage of smoke and that there be n

‘ jimpediment to the closing of doors.

4. Director of Maintenance/designes will
monitor per the facility PM puid
[ monthly. Findings to QA monthly.
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" DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDRICARE & MEDICAID SERVICES QOME NO, 0938-0391
STATEMENT OF DEFICIENGIES (%1) PROVIDER/SUPPLIER/GLIA {X2} MULTIPLE GONSTRUCTION {Xa} DATE SURVEY
AMD PLAN OF CORRECTION IDENTIFICATION NUMBER; A BUILDING 02 - MAIN BUILDING COMPLETED
535061 B, WING — 03/24/2015
NAME OF PROVIDER OR $UPPLIER STREETADDRESS, CITY, STATE, ZiP CODE :
THERMEPOLIS REHABILITATION AND CARE CENTER PO BOX 1328
HER ' ' i THERMOPOLIS, WY 82443
D | SUMMARY STATEMENT OF DERICIENGIES It PROVIDER' PLAN OF GORRECTION 5)
PREFIX | (EACH DEFICIENCY MUST BE'PREGEDED BY FULL PREFIX (FAGH CORRECTIVE AGTION SHOULG BE GOMPLETION
TAG |  REGULATORY ORLSC IDENTIFVING INFORMATIGH) TAG CROSS-REFERENGED TO THE APPRGPRIATE (4TE
f DEFICIENGY)
¥
K.D’IBE Continued From page 1 K018
Is
- This STANDARD- is not mat as evidenced by:
| Based on observation and staff interview, the i
: facility falled to- prowde doors that resisted the ;
; passage of smokg in 1 of 4 smoke
| compéartments: The findings were:
Observation of Resident Room #11 on 03/23/15
at 4:25 PM revealed that latching machanism on
 the door would not keep the. door closed into the
 frame. At the time of the cbservation, the Facllity
Maintenance Manager acknowledge tha door
wauld not stay closed in the frame.
| | Ref. _
1 2000 NFPA 101, Section 19,2.6.3.2
K 0211 NFPA 101 LIFE SAFETY CODE STANDARL K021 f

§5=0 | . .
1 Any door in-an exit passageway, stairway
‘ enclosure, horizontal exit, smoke barrier or

05/10/153

| hazardous area enclosure is held open only by

: davices arranged o autoinatically close all such
! ' doors by zeneor throughout the facllity upon
[ activation of.

i a) the required rmianual fire alarm system;

| b) locsl sroke detectors desighed 1o detect
I'smoke passing through the epening or a required
smoke getection system; arid

c} the automatic sprinkler system, IF installed.
192226 72182

|
|
|

1. The facility will provide protection of
hazardous areas from adjacent corridors
and non-hazardous rooms i 4 of 4 smoke
compartments.

2. All residents are affected.

3. On 3/24/15 all door stops blocking
doors open to the Laundry Room, Linen
Room and Dryer Room were removed,
Maintenance/Housekeeping staff will be
in-serviced on 2000 NFPA 101, Section
7.2.1.8.1 that doors to hazardous ared
enclosures be held open only by devices
arranged to sutomatically close.

FORM ¢M5-2557(02«99§ Previobs Varsions Obsoleip
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- DEPARTMENT OF HEALTH AND HUMAN SERVICES PR'?&EB’A%%%S
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
STATEMENT OF DEFICIENCIES. (%1) PROVIDER/BUPPLIERIGLIA (X2) MULTIPLE CONSTRUCTION (%) BATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER:! A BUILDING 02 - MAIN BUILDING COMPLETED
535051 B, WNG . 03/24{2015
NANE.OF PROVIDER OF: SUPPLIER STREET ADDRESS, CITY, STATE, 2P CODE
o ABILITATION AND CARE PO BOX 1325
THERMOPOLIS REH | CENTER THERMOPOLIS, WY 82443
(x4 Ip i AUMMARY STRTEMENT OF DEFICIENCIES b FRovaRs PLAN CF CORRECTION )
PREFIX (EACH DEFICIENCY MUBT BE PRECEDED HY FULL PREFIX (BACH CORRECTIVE ALTION SHOULD BE COMPLETION
TG REGULATORY DR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
K 021 | Continued From page 2 K 024 | 4. Director of Maintenance/designee will
i monitor per the facility PM guids
| monthly. Findings to QA monthly.
' This STANDARD is not metas evidenced by, 5, Completed by 5/10/15.
Based on.chservation and staff interview, the
facility failed to provide protection of hazardous
; areas from adjacent comidors and non-hazardous
‘rooms in 1 of 4 smoke compartments, The
| findings were: l
Observation of the Facility Laundry Rooms on
03/24/15 from 8:25 AM 10 B:27 AM revealed that
j the Laundry Room, Lireh Room, and the Dryer
| Reom all had self-clos| ing devices [nstalled on the -
| doors. Further observation ravealed that all three
| doors were blocked open with deor stops. At fhe
| time; of the observations, the Facility Mairtenance
Manager acknowledged the doors blocked open,
|
i Ref:
1 2000 NFPA 101, Section 7.2.1.8.1
K 028 ; NFPA 1431 LIFE SAFETY CORE STANDARD K Q29
8g=E |
| One hour fire rated construction {with % hour
| fira-rated doors) or an approved automiatic fire 05/10/135
i extinguishing systen in accordance with 5.4.1 .
andfar 19.3.5.4 pratects hazardous areas. When 1. The facility will ensure that hazardous
! the approved automatic fire extinguishing system areas be protected from the corridor with
- optior i§ used, the areas are separated from self-closing doors in 4 of 4 smoke
i other spaces by smoke resisting partitions and compartments
| doors. Doors gre.self-closing and non-rated or :
fleld-applied protective plates that do not exceed .
| 48 inches fromi the bottom of the door are 2, All residents are affected.
| permitted.  19.3.2.1
' 3. The facility will install self-closing
: devices on the Central Supply Storage
| Room, the Storage Room on D hallway
; and on the kltChBll door. Majntenanci
! Iha

FORM DMS-256T{02-90) Previous Verslons Obsplele
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- DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MED|CAID SERVICES OMB NQ, 0938-0301
STATEMENT OF DEFIGIENGIES (%1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X%} DATE SURVEY
AND-PLAN OF CORRECTION IBENTIFICATICN NUMBER: A BUILDING 02~ MAIN BUILDING COMPLETED
535051 B. WiNG 03/2412015
NAME QF PROVIDER OR SUPPLIER. STREET ADURESS, CITY, STATE, ZIP CODE
HERMOPROLIS REHABILITATIO) D CARE CENTER PO BOX 1325
THERMO i NAN N THERMOPOLIS, WY 82443
=0 | SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORREGTION 1xs)
PREFIX | {EAGH DEFICIENCY MUST BE-PREGEDED BY FULL PREFX | (EACH CORRECTIVE ACTION SHOULD BE. COMPLETIGN
TAG :  REGULATORY R L8G IDENTIFYING INFORMATION) ric) CROSS-REFERENCED 'TQ THEAPPROPRIATE DATE
! DEFIC]ENCY)
K 029 i Continved From page 3 K 029] hazardous areas be protected from the
1 This STANDARD is not met as evidenced by: corridor with self-closing doors,
; Based on observation and staff interview, the
facmty failed to ensure hazardous areas were 4. Director of Maintenance/designee will
. 1 protected from the corridor with self-elosing doors monitor per the facility PM guide
| iwnei?ecrf 4 smoke compartments. The findings monthly. Findings to QA monthly.
| 1. Observation of the Central Supply Storage 5. Completed by 5/10/15.
! Room on 03/23/15 at 4:17 PM revealed the room
| was greater than 50 sq feet and was not supplisd |
- with a self-closing door. At the time of the ; !
observatmn, the Facility Maintenance Manager
i agknowledge the room was not provided with a
! self-closing door.
2. Observation of the Storage Recm on D
‘ ; hallway on 03/23/15 at 5:05 PM revealed the

: (60IM Was greater than 60 sq feetand wasnot |
; supplied with a self-closing door. At the-time of
! the observation, the Facility Maintenance
i Manager acknowledge tha room was not
{ provided with a self-closing door,

| 3. Observation of the Kitchen door to the corridor
+on 03/23/15 at 5:20 PM revealed the kitchen was
@ hazardous area and was nat supplied with a
‘self~c:lasmg door, At the time of the observation,
the Facility Maintansnce Manager acknowledge
] the.room was not provided with a self-closing
' door

| Ref:

} 2000 NFPA 104, Sections 19.3.2.1 and 3.3,13.2 ,
K 038 ; NFPA 101 LIFE SAFETY CODE STANDARD f K0sg! i
SS=E | :

| Exit access 15 aranged.so that exits are readily . 05/10/15

1 atcessible at alf imes In aceordarica with saction

| 7.1, 19 2.1

1. The facﬂlty will arrange exit access sq

FORM DMW&W(U&BQ) Previous Versions Qbaolete Evant ID; 0QDGZT Fac-hbjfﬂ‘ Mﬁﬁi et 3 I¥ cong;uaitmn sheé Page 4of 10
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" DEPARTMENT OF HEALTH AND HUMAN SERVIGES PR!‘?&E&A%OR%E\%S

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

This STANDARD is not met as-evidenced by:

| Based on observation and staff interview, the

+ faciiity falled to arrange exit acoess to that exits
i are readily accessible at all imes, The findings
ware!

1. Observation of the Delayed Egress Exit on A

+ Hall-bn 03/23/15 et 3:65 PM revealed that
approximate 6 seconds of continuous pressura of
181bf was required in lleu of the resuired 3
seconds to start the irreversibie process of

i releaging the locking mechanism. At the time of
the ebservation, the Facility Maintenance
Manager acknowladged the additional tme
needed to start the releasing process.

t 2, Observation of the Delayed Egress Exit on B
 Hall'on 03/2315 at 410 PM revealed that
approximate 5 seconds of continuous pressure of
T8Ibf was raquired in lleu of the required 3
seconds to start the ireversible process of
releasing the locking mechanism. At the time of
the observation, the Facility Mainterance
Manader acknowledged the additional time
needed to start the raleasing process.

13, Obsgervation of the Delayed Egress Exit in the
Secured Unit adjacent to the double doors
Jeading to the Unsecured Unit on 03/23/15 at 5:03
M revealed the delayed egress hardware
required more than 15lbf 1o activate the release

{ process. At the time of the ohegmvation, the

| Facility Maintenance Manager Acknowledged the
l  toors required more than the required 151bf o

STATEMENT OF DEFICIENGIES (X1) PROVIDERISURPLIERICLIA, {¥2) MIILTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN QF CORREGCTION IRENTIFICATION NUMBER: A BUILDING 02 - MAIN BUILDING COMPLETED
535051 B. WING 031242015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, AIP CODE
PO BOX 1325
THERMOPOLIS REHABILITATION AND CARE CENTER : THERMOPOLIS, WY 82443
o) 1B SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORREGTION )
FREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BB COMPLETION
v REGULATORY OFL8C IDENTIFYING INFORMATION) TAG CROSS-REFERESIEEID TO THE APPROPRIATE DATE
FIGIENCY)
i i *
K 038 Continued From page 4 | K 038]2. All residents are affected.

3. The required 3 seconds of 15lbf of
pressure will start the irreversible process
of releasing the locking mechanism on
Delayed Egress Exits on A Hall and B
Hall. No more than 15lbf of continuous
pressure will be required to activate thd
release process on the Delayed Egress
Exit in the Secured Unit adjacent to th
double doors leading to the Unsecured
Unit as well as the Delayed Egress-Exit ix
the Dining Room. Door locks that require
no special knowledge or effort for
operation from the egress side will hd
installed in the Physical Therapy Room,
Rooin #14, Socia] Services bathroom,
Social Services corridor door, Beauty
Salen, Soiled Utility Room in the Secured
Unit and the Nurse Storage Rootn in the
basement, Sensor will be provided on the
egress side of the Secured Unit to detect
an occupant approaching the doors and
unlock the doors in the direction of
opress. Also, a manual release device
labeled “Push to Bxit” will be ipstalled
Staff will be in-serviced on 2000 NFPA
101, Sections 19.2.2.2.1, 7.2.1.6.1(c),
72.1.5.1 and 7.2.1.6.2 that exit access be
arranged 30 that exids are readily
accessible at all times.

4, Ditectot of Maintenance/designee will
monitor per the facility PM guide
mtmthly Findings to QA monthly.

FORM CMS-2567(02-55) Pravious Versions Ohsolete

Event ID: DQDG:‘?‘I
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DEPARTMENT OF HEALTH AND HLIMAN SERVICES e
CENTERS FOR MEDIGARE & MEDICAID BERVICES OMB NO. (938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUBPLIER/ICLIA (%2) MULTIELE CONSTRUCTION {X8) DATE SURVEY
AND PLAN-OF GORRECTION IDENTIFICATION NUMBER: A BUILDING 02 - MAIN BUILDING COMPLETED
535051 BWING . 03/24712015
NAME 0F PROVIDER OR SUPPLIER STREET AUDRESS, CITY, STATE, ZIF CODE
PO BOX 1325

THERMQPGLIS REHABILITATION AND CARE CENTER THERMOPOLIS, WY 82443

oD | SUMMARY STATEMENT OF DEFICIENCIES

D PROVIDER'S PLAN {F CORRECTION )
PREFIX | (EACH DEFICIENCY MUST BE PREGEDED BY FULL HREFIX {EACH QORRECTIVE ACTION 8HOULD BE COMPLETION
Tas REGULATORY OR LT IDENTIFYING INFORMATION) TAG CROSS.REFERENCED TO THE APPROPRIATE CATE
; : DEFICIENGY)
¥
!
K038 Continuted From page & K 058
)
i release the doors.

{

4, Dbzervation of the Delayed Egress Exit in the
Dining Room or 03/28/16 at £30 PM revealed
i the delayed egress hardware required more than
15[bf to activate the release progess, At the time
of the cheervation the, Facllity Maintanance
Manager Acknowledged the doors required mare
than the required 1516f o release the doors.

! 5. Observation of the following lacations on
037281 6 from 4:30 PM to 5:30 PM revealed door
lecks that required special knowledge ot effort for
| aperation from the sgress side. The Physical

| Therapy Room, Room #14, Social Services
bathroom, Social Serviges carrider door, Beauty

¢ Salon, Sollad Uility Room in the.Secured Unit,

! and the Nurse Storage Room in the basement
observed on 03/24/15 &t 8,20 AM,

6. Observation of the doors into the Secured Unit
¢ on 03/23/15 at 4:55 PM revealed that the doors
were nol provided with a sensor on the egress
side to detect an occupant approaching the doors
and that the doors wauld not unicck in the
direction of egress. Further observation revealed
that no manuel release device was provided
labeled "Push to Exit". At the time of the
dbsarvation, the Facility Maintenance Manager,
and the Facility Adminigtrator both acknowledged
that 2 sensor and manual reloasa deviee wers
nat provided for the door.

Ref, :

2000 NFPA 1(M, Sactions 19.2.2.2.1 and
7.2,16.1(c)

2000 NFPA 101 Sections 72,151 and 72162
K 046 | NFPA 101 LIFE SAFETY CODE STANDARD K D46
| 3

FORM GMS.4567(02.95) Previous Versiohs Obsolete Event I0; OQOG2 Facility 1D: woop3 If eontinnation gheet g?fﬁ /?. gf 10
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. PEPARTMENT OF HEALTH AND HUMAN SERVICES FORMAPPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQ. 0938-0391

el
| Emergency lighting of &t least 1% hour duration is
prowded in-aceordance with 7.9, 19.2.8.1.

! This STANDARD is not met 2s evidenced by:

. Based on decument review and staff interview,

{ the faciify falled to provide documentation
Identffying a maintenance policy of the

' emergency lighting system. The findings were:

’ » Document review and staff interview of the testing
: and mainteriance documantation on 03/24/15
 from 8:45 AM to 10:00 AM revealed
i documentation was not made available during the

i  survey to dicate that the requirad. B0 minute
i annual testing of the emergency lighting had been
! performed. Interview with the Facility

+ Maintenance Manager and the Facility

' Administrator confirmed that the ragquired testing

Fhad not heen completed.

Ref:
2000 NFPA 101, Sections 19.2.8.1 and 7.8.3
K 052 | NFPA 101 LIFE.SAFETY CODE STANDARD
foioeo] ’
{ A fire alarm system required for life safety is
| installed, tested, and malntained in accordance
% with NFPA 70 National Electrical Code and NFPA
j i 72. Thie. system has an epproved maintenance
i dand tesiing program complymg with ﬂpphcabie
requrrements of NFPA70 and 72. 9.6.14

1
¥

b

| GTATEMENT OF DEFICIENCIES | (X1} PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION 1X3), DATE SBURVEY
AND PLAN QF CORRECTION [DENTIFICATION NUMBER: 1 & BUILDING 02 - MAIN BUILDING COMPLETED
_ 535051 B. WING — _ 0312412015
NAME OF PROVIDER OR SUPPLIER STREET AUDRESS, GiTY, STATE, ZIF CODE
THERMOROLIS REHABILITATION AND CARE CENTER PO BOX 1328
ER T ' ' THERMOPOLIS, WY 52443 ‘
) i i BLIMMARY STATEMENT OF DEFIGIENGIES D FROVIDER'S PLAN OF CORRECTION 5]
PREFIX } {EACH DEFICVENCY"MUST BE PRECEDED BY FULL FREFIX {EACH CORREQTIVE AGTION SHOULD BE COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROBS.REFERENCED TO THE APPROFRIATE BATE
! DEFICIENGY)
K 046.| Continued From page 6 K 046

1. The facility will provide documentation
identifying a maintenance policy of the
emergency lighting system, ‘

2. All residents are affected.

3. Documentation will be kept and made!
available indicating that the required 90
minute annual testing of the emergency,
lighting has been performed. Maintehance
staff will be in-serviced on 2000 NFPA|
1101, Sections 19291 and 7.93
concerning emergency lighting, testing
and documentation thereof,

4. Dir:;ctor of Maintenatce/designee will
monitor per the facility PM guide
monthly. Findings to QA monthly.

5. Completed by 5/10/15,

K 052 5/106/15
1. The facility will provide documentation ; -
that the fire alarm system has been tested
in accordance with NFPA 72.

P. All residents are affected.

3, The facility will ensure that the fire
alarm system is activated and tested
monthly and that documentation is made
thereof. Maintenance staff will be in-

FORM CMS-288T(02:89) Previous Versions Obsolele

Evant |0: DADGE
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~ DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERE FOR MECICARE & MEDICAID SERVIGES DMB NO. 0938-0391
STATEMENT OF DEFICIENGIES (X1). PROVIDER/SUPPLIER/CLIA {62} MULTIPLE GONSTRUCTION {X8) DT SURVEY
AND PLAN OF CORRECTION IDENTIFIBATION NUMBER: A BUILDING 02 - MAIN BULLDING CDMF'LETED
635051 B WING 03/24/2015
NAME DF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
& REHABILITATION AND GARE CENTER PO BOX 132
THERMOPOLIS REHABILIT. kL THERMOPOLIS, WY 82443
a0 | SIJMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S FLAN OF CORREGHON )
PREFIX ' (FACH DEFICIENCY MLIST BE PRECEDEC BY FULL PREFLX (EAGH CORRECTIVE ACGTION SHOULL 8E GOMPLETION
TG |  REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
| DEFICIENGY)
]
K 082 | Continued From page 7 K 052

i

l
| This STANDARD s not met as evidenced by:

i Based on document review and staff interview,
the facility failed-to provide documentation that
{ the fire alarm system had been tested in
accordance with NFF# 72, The findings wers.

i Document review and staff intenview of the Fire
! Alarm System on 03/24/15 from 8:35 AM to 10:00
| AM revealed that documentation was not
 available at the time of the survey to demonsirate
\ thiat the fire slarm had been activated monthly,
« Activation could not be established for the months

i month of March 2015, At the time of the raview,
! the Facllify Maintenance Manager acknowledged
i the alarm had not been activated in these
{ months.

| Ref.
1 2000 NFPA 101, Sectien 8.6.1.4
11999 NFPA 72, Table 7-3.2 (23)

+.of September and December of 2014 and for the |

activated monthly and that documentatio

| (23) that fire systems must be tested an?\
| is made thereof.

4, Ditector of Maintenance/designee will
monitor per the facility PM guide
monthly. Findings to QA monthly.

5. Completed by 5/10/15.

5/10/15

K 082 | NFPA 101 LIFE SAFETY CODE STANDARD K062
58=D] - . o _
| Required automatic sprinkler systems are 1. The facility will maintain sprinkler
| continuously-maintained in reliahle operating systems in a reliable operating condition.
. canhdition and are inspected and testad
: periodically,.  19.7.5, 46,12, NFPA 13, NFIRA 25, ' o All residents are affected.
9.7.5 ‘ :
3. The facility will provide a hydraulip
design information sign at the riser
Thns STANDARD is not met as evidenced by: : Maintenance staff will be in-serviced ot
| Based on observation, document review, and | 1999 NFPA 13 section 10-5 that fire riser
 facility stalf intarview, the facillty failed to maintain 11ydla,u1m information must be provided at
. : the riser
EORN CMS-2557(02-89) Previous Versiona Obsalele Evant [0: DOOGH FacHity I0: WYD3 if.continuation shest Page B of 10



55=D!
" | Generators are inspected weekly and exerclsed
" undar load for 30 minutes per month in
accordance with NEPA SR,  3.44.1.

' I

| This STANDARD s not mef as evidented by:
Based on document review and staff intarviaw,

 the: facifity falled to ensure weekly maintenance

i ingpections were being parformed for the

| generator,

| Document review and staff interview on 03/24/15
from 8:43 AM fo 10:00 AM revealed that no

. records were available for the weekly inspettions.
 Interview with the Faclllty Maintenance Manager
" at the fime of the review acknowletged the
+ documentation was not present.

| Ref:

1
1

Apr. 20. 2015 1:10AM No. 3433 P, 13
. ; PRINTED; 04!06!2015
. DEPARTMENT OF HEALTH AND HUMAN SBERVICES FORM APPRDVED
_ CENTERS FOR MEDIGARE & MEDICAID SERVICES OMB NO. 0838-039]
STATEMENT OF DEFIGIENGIES (X4) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUGTION (¥8) DATE SURVEY:
ANB PLAN OF CORRECTION IDENTIFICATION NUMBER A. BUILDING 02 . MAIN BUILDING OOMPLETED
| 535051 | B WiNG 03(24/2016
NAME OF PROVIDER.OR SUFPLIER STREET ADDRESS, CITY, STATE, 2P CODE ‘
113 REHABILITATION AND CARE CENTER PO BoX 1328
THERMOPGLIS REH T4 Al ' THERMOPOLIS, WY 82443
x4y | SUMMARY STATEMENT OF DEFICIENGIES ID PROVIDER'S PLAN OF BORREOTIUN (%8)
PREFIX {EACH DEFIGIENCY MUST BE PREGEDED BY FULL PREFIX (EACH GORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TCQ THE APPROPRIATE DATE
g DEFICIENCY)
! . _
K 062 | Continued From page 8 K D8z |4 D.lrector of Mamtenapg:e/dasignee wili
 sprinkler systems in a rellable operating monttor per the facility PM  guid
{ gondition, The finding were; monthly. Finditigs to QA monthly.
l
~ Observatron of the fire riser on 03/24/15 ai B:35 5. Completed by 5/10/15.
| AM revazled no hydrauhc design information sign
| was provided at the riger. At the Sme of the.
| Observation, the Faclity Manager acknowledged
i the mssing hydraulic inforrmation.
; Ref. 1998 NFRA 13 gection 10-5
K 144 i NFPA 101 LIFE SAFETY CODE STANDARD K 144 5/10/15

1. The facility will ensuro that weekly
maintenance  inspections are  being
performed for the generator.

2. All residents are affected.

3. Weekly maintenance inspections will
be performed for the generator and|
documentation made thereof.
Maintenance staff will be in-serviced on|
1999 NFPA 99, Section 3-4.4.1.1 and
1999 NFPA 110, Section 6-4.1 that
weekly maintenance inspections of the
generator be performed weekly and
documentation made thereof.

4, Director of Maintenance/designee will
monitor per the facility PM  guide
monthly. Findings to QA monthly.

5. Completed by 5/10/15.

]
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Apr. 20, 2015 12 10AM No. 3433 72 14
N PRINTED:;
* DEPARTMENT OF HEALTH AND HUMAN SERVICES A Arei2015
CENTERS FOR MEDICARE & MEDICAID BERVICES OMB NO. 0938-0381
STATEMENT OF DEFICIENGIES (%1} PROVIDER/SUPPLIER/CLA (%2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A, BUILDING.02 - MAIN BUILDING CQMPLETED
535051 B. WING 03/24/2015
NAME OF PROVIDER OR SUPPLIER ETREET ADDREES, CITY, 3TATE, ZIP CODE
HERMOPOLIS REHABILITAYION AND CARE GENTER PO BOX 1825 -
THERM ' THERMOROLIS, WY 82443
{6 10 { . BUMMARY STATEMENT OF DEFICIENCIES [s] PROVIBER'S PLAN OF GORRECTION 155
PREFIX (EACH DEFIGIENGY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE AETION SHOULD BE COMPLETION
TG | REGULATORY DRLSC IDENTIFYING INFORMATION) TAG CRESS-REFERENCED TG THE APPROFRIATE LaTE
j - DEFICIENGY)
!
K 144} Continued From page 9 K144

' 1899 NFPA 84, Section 3-4.4.1.1
© 1999 NFPA 110, Section 6-4.1

{
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|
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|
i

FORM CME-2587(02-89) Previoys Versions DDsalste

1

Even: ID: DODGE2

Faclitty 10: WoDoa If sentinuation sheet Page 10 of 1D



