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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIP CODE
106 ASBY LANE
SUNDANCE ASSISTED CARE SUNDANCE, WY 82720
x)o ! BUMMARY STATEMENT OF DEFICIENCIZS n PROVIDER'S PLAN OF CORRECTION (1))
PG | REGULATORY OR LSt IDBNT I eres MhorAT) M {ove. ““mﬁ#é‘r‘ﬁ'éwm T
esou{ Ch 12 Sec 7 (e)(I)(A-K) Assisted Living Faclity | 5084 | SS064
(ALF) Core Services
1 _a. The survev and correctiv
{e) Resldant Records and Reports. Each actions _will be posted for all
rasident's records shull ba cument, organized and i d 1o ryw
maintzined in individuat foldars which shall be resicents and employees to review.
mede avsitable to the resident, the Licensing Resident pumber 20 was received
Division, or daaignated reprasentative upon back into the assisted care afte
request. hospitalization with a full recovery,
(1) Each folder shall Includa the fofiowing: :;; dont nus ';ienf 2 ‘; r:: ::‘ I
(A) information from the referring agent, If to the state.
applicable;
(8) History and phyaical performad by a
physician or physician axtender;
{C) Individual admission form. The form
shal, ai a minimum, contaln tha following
information;
{) Full name of resident end former
fddress;
(1) Date of admission; division within S davs.
{llY) Sex, race, date of hirth, social . S will be i t o
sacurity number, and former occupation; new _ policy that has bee
hed. Educati
{IV) Name, home address, and 5
lstephone number of relative, friand, Power of provided.
Attamey, or guardian;
V) Name, sdd 2 taiaph d. The quality assurance k
me, address, an one ;
number of rask:ant'u pm‘ﬁl‘phyalclan. dantist, :::lnit bf; f ted__to imgl ¢
thaimologist or optom :
aph accidents and allegations of neple
(V1) Medicare number of other medical r_sbuse. Records of the fa
insurance identifying data; transmitta} wil 0
et S nd will jtored amn
‘ P of Heallh, Aging DWVIsion, Healihcare Licenaing and
w&'rm DIRECTOR'S OR PROVIOES R '"u:am SIGNATURE e M;u'z
{ RECENED A DUDAER 9fel)s
P ‘\\$ - PECO1 W continustign shyet 1of §
0CT 01 7015 uzﬂ’a’aﬁe/ (e Q.//n_ a8/ /7
s L e O s 1 L
Heaithoare Liconiing clrnadU (E%éj
o and Suveys DoC. = t()/(/{ v
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NAME OF PROVIDER OR BUPPLIER STREET AODRESS, CITY, STATE, ZIP GOOE
108 ABBY LANE
SUNDANCE ASSISTED CARE SUNDANCE, WY 82729
o BUMMARY STATEMENT OF DEFIGIENGIES 0 PROVIDER'S PLAN OF CORREGTION )
\ (EACHORFICIBNCY MUST BE PRECEDED BY FULL (EACH BHOUL L ot
Al goiwescsemetER | i | sdCmoEG | coli
‘ DRPICIENCY) j
85054! Continued From page 1 gs084 | stored together with the in hous;
| i tigation reports with follow u
s (VIl) Awnitten inventory of ali personal luvestigation veports with follow up
| possessions; howaver, this inventory need not within the requir :
I include persanal clothing.
(D) All accidents, injuries, Incidents, & : he ¢ T letion T h‘ i ive
linesses, and sllagations of abusa, neglect or 8¢ € CotaDIlY i
axpioltstion shall be reported to tha residant's 10-01-2018

family or responsible party and be documented in :
the individual residant recards. All such '
occurrences shall also be reported to the
appropriale entity for follow up and resolution, |
Raporia of all Incidents affecting the health,
walfare or aafety of a residant shall ba provided to
the Licensing Division immediately (within one
business day). Reporting shall be done by
talephone or fax. The faciity’s Investigation of
the incident shall ba reportad to the Licensing
Division and the Long Term Care Ombudsman
within five (5) working days. Documantation to
suppart the facllity raporting the situation and
foliow up must also be prasant in the residant
records;

(E) An accounting of =il personal funde
| daposited with and disbursed by the facllity;

' {1) Upon written authorization of a _
cllent, the faclity must hold, safeguard, mansge :
and account lor the pononal funds of the client. !

} (1.} The facility must deposit any
pauonnl funds In axcess of $100 in an intarest
. | bearing account.

' (2.} The facity must establish and
[ maintain a system that assures e full and

t complete and seperate accounting according to
| generally accepted accounting principles of sach
i resident's personal funds entrusted to the facility.
Wyomng Dept of Heaith, Aging Divieion, HeSRRGAre LIGENSING And Surveys

STATE FORM L PEC011 f continuation sheet 2 of B
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ALF019 B, WING 06/02/2018
NAME OF PROVIDER OR BUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
108 ABBY LANE
SUNDANCE ASSISTED CARE SUNDANCE, WY 82720
(x4 D SUMMARY STATEMENT OF DEFICIENCIES ™ PROVIDER'S PLAN OF CORRECTION x5
{EACH DEFICIENCY MUST BE FRECEDED BY PuLL {EACH ACTION SHOULD COMPLETR
e REGULATORY OR LSC IDENTIFYING INFORMATION) "'%22"‘ umw mmmfm | oavE
|
§5054 | Continued From page 2 85054 |
{3.) Upon the death of a resident with
a personal fund deposited with the facllity, the
facikty must convey, within 30 days, the resident *

' 8 funds a final accounting of thoss funds, to the
 Individual or probate jurisdiction administaring the
resident * s estate.

{4.) The facliity must not impose @
charge against the personal funds of a resident
for eny item or sarvice for which paymant is made
under Medicald or Medicare except far applicable
deductible and coinsurance amaunts.

{F) A signed copy of the resident's rights; i

(@) The resident's assassment and
individuaiized ssalstance plan;

(H) Copiea of all appilcable resident
| asgistance contracts, signed by both parties;

{1) Written acknowledgment of the receipt i
i and expianation of ell fachity policias inciuding |
' admisslon/discharge policias;

| ) Copy of sALF 102'; and

{K) Gopy of oulside conlractusl
tesponsibiities, If applicable,

This Stele Rule end Regulation is not met as
evidanced by.

Based on resident incident and accident reports,
and stalf interview, the facliity falled to ensure & of
§ resldont Incidents reviewed were reported to the
state licensing division. The findings wers:

Wyarming Dept of Heatth, Aging DNision, Hasitoare LIGSRSING and SUNVeys
STATE FORM - PBCD11 ot continustion sheet Jof B
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ALFO19 o 09/02/2018
NANE OF PROVIDER OR SUPPLIER SYREET ADORESS, CITY, STATE, ZIP COOR
108 ABBY LANE
SUNDANCE ASSISTED CARE SUNDANCE, WY 82729
) 10 SUMMARY STATEMENT OF DERGIENCIES D PROVIDER'S PLAN OF CORRECTION ()
¥ MUSY
A goiereciwamemer | mgw | eSiSwencoima | offo
: DEFICIENCY)
88084 Continuad From page 3 seos4 | 55082
! Review of incident/accident Information showed
 ragidents #8, #13, #18, #20 were sant to the
- Pa?pilm:af::vr l:\:alua%:sndtmz - Pe‘:t \:l.h\mﬁ.\d to 1 a. The furvef ;nd correctivE
8. In on atdl -] ]
| adminiatrator revealad thase types of instances act!:;ns i wil(l] £ ] ated fo‘r l
| were not reparied (o the state licensing division, resigents and emplovees to review.
| The adminlstrator staled each quarter the
| incidents snd accidents ware sant to he
| ombudsman. She was not awara of the reporting
| requirement to the stale licensing divislon. The
 following incidents were identified &s needing to . -
' be reporied: explanation  of
?!.al:?slde::‘t #'Ifzr htgd ma f:ll mt.;?%;w w:l;h ssment and how it relutes to the
resulted in & lrang @ hospital, The resident ; written and verbal
; g"g :?nmrt?nt:l:“ facilty, s/e was edmified to discharge will be conducted throu
| b.On 3/28/15 and on BI26/15 resident #20 a resident care confe to involve
. hid falls at the facliity which resulted in transport all parties, i
) o the omoryonc); rofgn (ER). The B8/25/15 fall !
rasulted in a pelvic fractura, .
L ¢ ON 713115 resident 3 fellat the facity £ Staff wil be laatructed a2 to th
| hitting hismer face and Injuring @ finger, The new policy that has bee
| resident was sent to the ER for evaluation and established. |
' reatmeant.
1 d. Resident #13 had o fall on 3/18/15 which
. required transfer to the ER.
i
85052' Ch 12 Bee 7 (k)}{i) Assistad Living Faciity (ALF) 56002
Core Services
(k) Transfer and Discharge. e etion of this_corrective
| () Residents shal racsive a thirty (30) day action will be establi
written nolice prior to any fecility initiated transfer 10-01-2015
or dischange, untess the resident imposes an
imminent danger to seif and/or others or the
| rasidant's leval of cara excaeds that which can he
i provided by an asalsted living faciiity. Residents
| shall have the right 1o object to the requast,
Wyoming Dapt of Fiealih, Aging GHviaion, Fleaiicare LIcneing and Burveys
STATE FORM Lo PSCDN ¥ continuaton sheat 4 of 6
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%1) PROVIDER/SUPPLIERICLIA
IDENTIFICATION NUMBER.

ALF049

(2} MULTIPLE CONBTRUCTION

A BUILDING.

{(N3) DATE BURVEY
COMPLETED

C

09/02/2016

NAME OF PROVIRER OR BUPPUER
SUNDANCE AS8I8YED CARE

STREET ADDREBS, CITY, STATE, 2IP COOE
108 ABBY LANE

SUNDANCE, WY 82720

{X4) ID
PREMIX
TAG

SUMMARY ETATEMENT OF DEPICIENCIES
(EACH DEFICIENCY MUBT BE PRECEDED BY FULL
REGULATCRY OR LBC IDENTIPYING INFORMATICN)

0
PREPDY
TAG

ERENGED TO THE APPROPRIATE

65082

_ discharges. The find

Continued Fram page 4

except where undue delay might jeopardize the
heaith, safety or well-being of the resident or
othara, The nolice shall inciude contact
Infarmation for the Long Term Care Ombudaman,

This State Ruie and Regulation Is not met as
gvkienced by:

Based on steff Interview and medical record
review, the facility failed to issus a discharge
notice for 1 of 1 resident (#16) facliity initiated
ings wera;

Review of the medical record showed resident
#16 was dischargad to home on 8/28/15.
Confinued raview showed no evidence of
writien discharge notice. Intarview with the
administrator on 2/2/15 at 215 PM ravealad the
facillty initiated the discharge due to tha resident's
increaeed behaviors and paychalogical issues.
She furiher confirmed no writtan discharge notice

. was Issued to the resident or femily,

88082
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