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(X4} 10 BUMMARY STATEMENT OF DEFICIENCIES n PROVIGER'E PLAN OF CORRECTION (x8)
PREFIX [EACH DEFICIENCY MUST BE PRECEDED Y FULL PREFIX {EACH CORRECIVE ACTION BHOULD BE COMPLETION
TAG REGULATGRY OR LSC IDENTIFYING INFORMATION) TAG CROSS—REFERESSFE'&;,O‘I ér%s APPROPRIATE DATE
T | K021 LIFE SAFETY CODE STANDARDS ™
K 021§ NFPA 101 LIFE SAFETY CODE STANDARD K 021 { \/ o
885D i ( Facility is to maintaln locking mechanism on o
Doors In an exit passageway, stalrway enclosurs, exterior doors that does not exceed 15 Ibs,
horlzontal exit, ameke barrler or hazardous area )
Lenclosure ate salf-closing and kept in the clogsd of continuously pressure to open. :
position, unigss held opan by as release davica
complylng with 7.2.1.8.2 that sulomatically cloaas Corractive Actlon:
all such doors throughout the smoke
compartment or entire facliity upon activation of: ; .t the end of the 400 hall
(a) Tha raqyirad manual fire alarm syatem and The ext dacr E.M lubricated
(b) Local smjoke detectars designed ta detect push bar latching system was lubricate
smoke passing through the opening or a required adJusted and the track has been cleaned
smoke detection ayatem and » out and now it does not exceed 151bs.
{c) The automatle sprinkler system, if installad | lied 10 o
18.2.2.26, 16.3.1.2, 18.2.2.2.6, 19.2.4.2. continuously applied to open.
7.2.1.8.2 10 of Others;
Door assemblies [n vertical opsnings are of an An audit of all self closing/locking Doors
approved typs with appropriate firs protaction th h h N
rating. 8.2.312..1 Toughout the facility does not exceed 15
Ibs. of continuously pressure to open was
Boller roomg; heater rooms, and mechanical completed by NHA and Maintenance
equipment raoms doors are kept closed.
This STANDARD Is not met as svidenced by: Dlrector. Any areas found were cleaned
Based on observation and staff Interview the and repaired.
faclllty failed|to maintain locking mechanism on
extarior exit door, The Anding were: . Systemlc.Changes:
) The NHA/Desi '
Observationfon 6/21/12016 8:40 PM revealed the e NHA/Designee wil educate the
exterior exit gt the end of Hall 400 required that & Malntenance Director regarding self
force In exceas of 16 Ibf be continuously applied closing/lacking daors not exceed 15 Ihs. of
to move the Jocking meohanism and open the conhtinuausly pressure ¢ en. The
daor nterigh wib tha Feclly Malntarance Lausy pressureto open. Th
Manager at e time of the observation Malntenance Director /designee will
acknowledge:that the door exceaded the 15 I1bf o complete daily audits of self closing/locking
;%?n. doors. Audits will also Identify any self
200'0 NFPA 101, 18,2.2.2.1, 7.2.1.8 (6) closing/locking doer that exceeds 15 Ibs. of
K 029 | NFPA 101 LIFE SAFETY CODE STANDARD K028| continuously pressure to open. The
86=D ) MD/Designee will educate the maintenance
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM ARPROVED
CENTERS FOR ICARE & MEDICAID SERV|CES OMB NO. 0938-0381
STATEMENT OF DEFICIENCIE: (X1) PROVIDER/SURRLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND FLAN OF CORRECTION | IDENTIFICATION NUMBER: A BUILDING D1 - MAIN BUILDING 01 COMPLETED
: 535026 B. WING 08/21/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESB, CITY, STATE, ZIF GODE
! 1861 BIG HORN AVE
SHERIDAN MANOR ] SHERIDAN, WY 82604 i
X410 SUMMARY STATEMENY OF DEFICIENGIES o PROVIDER'S PLAN OF GORRECTION o)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATQRY QR LBC IDENTIFYING INFORMATION) TAG CROSSREFERENCED TO THE APPROPRIATE DATE
i D'AE‘FICIENG\:'). .
staff regarding the self closing/locking daors
K 021| NFPA 101 LIFE SAFETY CODE STANDARD KO21| 45 not exceed 15 s of continyously
88=D : : .
Doors In an bt passageway, stairway enciosurs, pressure to open. A weekly audit tool will
horlzontal eﬁﬁ. sinoke barrlar or hazardous area be completed by the NHA/designge to
anclosure arg self-closing and kept in lha closad .
position, unldss held open by as release device erisure there are no self closing/locking
complylng with 7.2,1,8.2 that automatically closes doors exceeding 15 Ibs. of continuously

all such doors throughout the smoks

compartment or entire facility upon actlvation of:
(a) Tha required manual fire alarm systam and
(b) Local smgke datectors designad to datest
smoke pessirg through the cpening ar a required
smoke detagflan system and

pressure to open.

(¢) The automatie sprinkler systam, If Installad
18.2.2.2.6, 18.3.1,2, 18.2.2.2,6,18.3.1.2,
72482
- , Monltering: ==~ =~
Door aszem ;iesl t;1n vertrrca!‘ofe?mgs a{e ?!f Bn Results of all self closing/locking Doors
fmgo.vg.zz. .;Y‘] PRGNS fre prolection throughout the facility does not exceed 15

| Ibs. of continuously pressure to open audits
Boller ’90’“5‘ haater raoms, and mechanlcal will be reported to the QAP) Committee
-quipment reoms doors are kept closad. . :
This STANDARD 13 nat met as evidenced by: manthly by the Maintenance Director or
Based on o servation and steff Intarview tha deslgnee for tracking and trending. The
facliity falled }o maintain locking mechanism on
axterlor exlt door. The finding were: 2

QAPI Committee evaluate the trends
identified and implement additlonal

Obsewatlon;.zn 8/21/120186 8:40 PM revealed the ' Interventions as needed to ensure
axterlor exlt 8t the end of Hall 400 required that a thly for 3 months and then
force in excess of 16 Ibf be continuously applisd compliance monthly for 3 mo L
to mova tha Icking machanism ang open the reassess the need for continued monitoring
door. Intsrvielw with the Facillty Maintenance based on compliance.
Manager at the time of the observation
acknowledge that the door excesdad the 15 Ibf to
open, '
Ref: :
2000 NFPA 101, 19.2.2.2,1, 7.2.1.8 (8)
K029 | NFPA 101 LIFE SAFETY CODE STANDARD K024 i
§8=D i
LABORATORY DIRECTORG OR :P VIDER/SUPPLIER REFREBENTATIVE'S BIGNATORE ITLE (x8) DATE
Any deficlanay stamﬂwtrbwl slerisk (*) danolas & dellclancy whieh the Inatitutlon may be axcused from carracling providing It Is determined hkt

other aafeguards provida sumqi nt protaction to the petlsnts, (Sew Ingtructions.) Excapl for numming homes, (ha findings staled above are diaglosabls 8O days
followlng (he date of aurvay whethar ar not s plan of corraction 16 provided, For nureing homea, the above findings and plans of corraation gre disclomable T4

1.fol .,,_:,, 4 n a.Ihess documents.are.made.avaiipblo to the faclity, i deficlancles are tiied, an pproved plan of correction I requisite to continyed
tam paricipalion
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FORM APPROVED
OMB NO. 0938.0381

STATEMENT OF DEFICIENCIE (X1) PROVIDER/SUPPLIER/CLIA {%2) M;.;LTIFLE CONSTRUCTION (%3) DATE 8URVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A. BUILBING 81 - MAIN BUILDING 01 COMPLETED
; 535028 B. WiNa 09/21/2018
NAME QF PROVIDER OR SUT’LIEB STREETADDRESS, CITY, STATE, ZiP QODE
1851 BIG HORN AVE
SHERIDAN MANOR | SHERIDAN, WY 52801
(%4) 1T SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S FLAN OF CORRECTION {8}
PREFIX {EACH DEFILIENCY MUBT BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE AGTION BHOULD BE COMPLETION
TAG REQULATORY DR LSC IDENTIFYING INFORMATION) TAG CRO8S-REFERENGED TO THE APFROFRIATE DArE
DEFICIENCY)
| K 029 LIFE SAFETY CODE STANDARDS
K 028 Continued Fn!{;m page 1 K028 \(/%//47
Ona hour fire rated conatruction (with o haur ity [s cammitted to ensure .
fire-reted doars) or en approved autematic fire The Facliity | d l
extingulshing system In accordance with 8.4.1 hazardous.areas free from hazards.
andior 19.3.54 protects hazardous areas, Whan Corrective Actlon: S
the approved Butomatic fire extingulshing system
optlon Is used; the areas are separated from The combustible materlal and
other spaces by smoke reslsting partitions and h . .
doors, Doorsars salf-closing and non-rated or ousekeeping equipment was removed
fleld-applied protective plates that do not exceed from the area the same day.
48 Inches from the bottom of the door are ID of Others: it
pB‘rmlStgred. 9&?'2'1 An audit t6 efisué sl fooms with ™"
This STAND Is not met as evidenced by; .
Based on olﬁ%watlon and staff Interview, the electrical gear has access and do not
faciliy falled to ensure hazardous areas were free .tontain combustible materials, !
from hazards.| The findings were: Systemle Changes: .~ b
o ion oh 08/ The NHA/Designee will educate the
baervation on 08/28/16 at 9:45 AM of the : ,
slectrical roon{‘accessed via Rock Creek Malntenance Director regarding that all
Courtyard revaaled that the space was being rooms with electrical gear have access
used for storage of combustible materials. : :
Further observation revealed service clearanca ra"d do not contain combustible
was not availgble in front of the electrical gear. materials. The Maintenance Director
Interview at the obaervation the Facility - S
Malntenance Manager acknowladged the /deslgnee will complete dally audits of all
combustible materal restricting access to tha rooms with electrical gear has access and
Slecirical gear do not contaln combustible materials. A
Ref: ' weekly audit tool will be completed by
2000 NFPA 101, Sactlon 18,3.2.1 i
' ] ure thatall
K 047 | NFPA 101 LIFE SAFETY CODE STANDARD K 07|t NHA/designee to ensure
§8aD | rooms with electrical gear have access
Exit and directlonal signs are dlsplayed In and do not contain combustible
eccordance ;/thh‘mo with continuous illumination terials
elso served by the smergency lighting eystem. materiais.
18.2.10.1, 18.2.40.1 Monitoring; ( / SW//A
(Indicate N/A 10 one stary exlsling occupanclas Results of all rooms with electrical gear
with less than 30 occupants where the line of exit :
travel Is obvious.) . have access and do not contain
T icombustible materials audits will be |
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FORM APPROVED
OMB NO_0238-0391
STATEMENT OF DEFICIENGI (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE GONETRUCTION (%) PATE SURVEY
AND PLAN OF CORREGTION | IDENTIFICATION NUMBER: A, BUILDING 01 - MAIN BUILDING 01 COMPLETED
; 535028 08/21/2016
NAME OF PROVIDER OR BUFFLIER STREET ADDRESS, CITY, 8TATE, ZIP CODE
' 1881 BIG HORN AVE
SHERIDAN MANOR . SHERIDAN, WY 82601
{%4)ID BUMMMRY BTATEMENT OF DEFICIENCIES FROVIDER'8 PLAN QF CORREGTION ()
PREFIX (BACH neﬁcmw MUST BE PRECEDED BY PULL (EACH GORRECTIVE AGTION BHOULD BE COMPLETION
TAQ REGULATQRY OR LSC IDENTIFYING INFORMATION) cnoss-REFEREchDITEg cT%E APPROPRIATE oATH
n EFiC

K 028| Continued Ffom page 1

One hour firelrated construction (with o hour
fire-rated dodre) or an approved automatic fire
extingulshingsystem In accordance with 6.4.1
and/or 18.3.514 protects hazardous areas. Whan
the approved automati; fire extingulshing aystem
optlon Is usel, the areag are separatad from
other spaceg by smoke reslsting partitions and
doors. Doors are self-closing and non-ratad or
fleld-applied protective plates that do not exceed
48 Inches fram the bottom of the door are
permitted. 19.3.2,4

Thia STANDARD |s nat mat as avidenced by:
Besed on otiservation and staff interview, the
facility falled tb ensure hazardous ereas ware free
from hezarde: The findings ware:

Observation pn 08/28/16 at B:45 AM of the
slectrical room accessed via Rock Creek
Courtyard reyeslad that the space was baing
used for storage of combuatiple materlals,
Further obse vation revealed service clearance
was not avallable in front of the electrical gear.
Interview at the obeervation the Facliity
Maintenance;Manager acknowledged the
combustlble materfal rastricting access to the
electrical ge .

¢

Ref: |

2000 NFPA 101, Section 19.3.2.1

K 047 | NFPA 101 LIFE SAFETY CODE STANDARD
§8aD
accordance With 7.10 with continuaus llumination

Exit and dlreitllonal signs are displayed In
also servad

y the smergenay lighting syatem.
18.2.10.1, 16°2.10,1

(Indicate N/Alin one story existing occupancies
with less than:30 occupants whera the ling of exit
travel is obvipus.)

reported to the QAPI Committee manthly

K0z8 by the Maintenance Director or designee [ (/62//‘0

for tracking and trending, The QAP)
Committee evaluate the trends F

Identified and implement additional ‘ W

interventians as needed 1o ensure
compllance monthly for 3 months and
then reassess the need for continued
monltoring based on compliance.

K 047 LIFE SAFETY CODE STANDARDS

The Facility is committed to provide exit
signs In actardance with NFPA 101,

/=

Corrective Actlon;

‘The exterlor door on Rack Creek leading to
K047 the court yard that has “Not an Exit” hag % Z

been ordered and will be replaced as soon
as it comes in.

The Exit sign from the 200 Hall looking
towards the SCU has been lowered to make
It visible,

I
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FORM APPROVED
ICAID SERVICES OMB NO. 0938-0381
STATEMENT OF DEFIOIENCI%# {X1) PROVIDER/SUPRLIER/CLIA (%2) MULTIPLE CONSTRUCTION (X4} BATE SURVEY
AND FLAN OF CQRRECT"JNi ! |IDENTIFICATION NUMBER; A. BUILDING 01 - MAIN BUILDING 041 COMPLETED
|
i 538024 B. WING 08/21/2016
NAME OF PROVIDER OR SLEH‘PLIER STREET ADDRESS, CITY, STATE, 2iP CQDE
1851 BIG HORN AVE
BHERIDANMANOR | BHERIDAN, WY 82801
%4 1D aumﬁ:\' BTATEMENT OF DEFICIENCIES ] PROVIRER'S PLAN OF CORRECTION o)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACYION SHOULD B2 GOMPLETION
TAG REGULATORY OR LBC IDENTIFYING INFORMATION}) TAG CROZ8S-REFERENCED TO THE APFROPRIATE DATE
I DEFIGIENCY)
3 ID of Others:
K 047 | Continued From page 2 K 047 ( { / ’2/
This STANDARD Is not mat 58 evidenced by: An audit to ensure all "No Exit” are marked
Based on ofiservetion and staff Intecview, tha 1l Exits sl sible wa
facility tailed)provide exit eigns In accordance with proper and ail Exits slgns are v'_ ' :
NFPA 101, The findings were: conducted by the NHA and Maintenance
} Diractor if any was found they were
1, Observation on 8/21/18 at 8:34 AM ravealed
! M r dered and will be Installed
the exterior gxit door in the Rack Creek Courtyard repal Ed_or or n
was labalad s "Not and Exit" ve "NO EXIT", upon arrival. -
Further obsgtvation revealed this was typlcal Systemic Changes:
throughout the survey for similar doors. Interview
with Facliity Malntanance Manager acknowledged The NHA/Design
the exits was marked with "Not and Exit signs.” ADeslgnee will educate the
Maintenance Director that ensures all "No
2. Observation on 09/21/2016 &t 10:17 AM of the Exit" are marked proper and all Exits signs
200 Hall Ioo1d4ng north towards SCU ravealad that are visible.
the exlt slgniwas mounted too high and not visible
above the cepss-carridor door. Interview at the The M )
time of the dbservation with the Facillty & Maintenance Director /designee will
Malintanancé Manager acknowledgad the exit complete weekly audits to ensure all “No
sign was todllhlgh and not visible, ExIt” are marked properly and all Exits signs
' are visible.
Monhoring:
Ref, L
;%0001N2FPA pim- Sections 19.2.10.1, 7.10.8.8 and Results of all “No Exit” are marked and all
K 107 | NFPA 101 L“:E SAFETY CODE STANDARD K 1079)(“ S‘SHS ara visible audits will be reported 1‘ /@
85=D ) to the QAPI Committee monthly by the
Requlred aldrm and detection systems are Maintenance Director or designee for
provided with an altsmative power supply In :
accordance (with NFRA72. 9.8.1.4, 18.3.4.1 tracking and trending. The QAPI Committee
18.3.4.1 P evaluate the trends ldentifled and
This STANDARD Is not met as evidenced by: implernent additional interventions as
Bagad on ofiesrvation raview and staff Interview, d
the facllily feflad to mest the requirament that fira needed to ensure compllance monthly for 3
alarm systemns hes been inetailed In accordance months and then reassess the need for
with NFPA 72. Tha findings were: . -
, continued m ag-nased on compliance,
; ] opeRiRg yased on comp
{ .
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CENTE OR MEDICARE & MEDICAID SERVICES Q Q. 0938-0381
STATEMENT OF DEFICIENCIES) {X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUGTION {X3) DATE BURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A. BUILDING 01 - MAIN BUILDING D1 COMPLETED
1 535028 B. WING 09/21/2018 |
NAME OF PROVIDER QR SU?’F’LIER ETREET ADORESS, CITY, STATE, ZIP CODE
1861 BIG HORN AVE
SHERIDANMANOR SHERIDAN, WY 62801
(X4 1D BUMMAtv STATEMENT OF DEFIGIENCIES ) PROVIDER'S PLAN OF CORRECTION (X8
PREFIX (EACH DERCIENCY MUBT BE PRECEDED BY FULL PREFIX (EAGH GORRECTIVE AGTION BHOULD 8E COMPLETION
TAQ REGULATORY OR L3C IDENTIFYING INFORMATION) TAG CROBS-REFERENGED TO THE APPROFRIATE CATE
i DEFICIENCY)
K 047 | Continued Frgm page 2 K047
This STANDA'RD Is not mat as evidenced by:
Based on oBsarvatlcn and staff intarview, the
facllity failed provide exlt signs In accordance with
NFPA 101. The findings were:
i
1. Obssrvatign on 8/21/18 at 8:34 AM revealed
the exterior exit door In the Rock Creek Courtyard
was labaled g8 "Not and ExIt" vg "NO EXIT*,
Further obseryation revealed this was typical
throughout the survey for similar doors, Intarvisw K107 LIFE SAFETY CODE STANDARDS (\/2/ / 2
with Facllity Maintsnance Manager acknowledged
the exits wassh'larkad with "Not and Ext signs.” The Facility is committed to provide Fire
: i higher than 58
2. Observalidh on D9/21/2018 at 10:17 AM of the pull stations that are no higher than /6%
200 Hall look]ng north tawards SCU revesled that inches from the floor.
the exit sign was mounted too high and not vislbla
abave the cross-corridor door. Interview gt the Corrective Actlon:
time of the obiservation with the Faclilty
MalntenanceEVIanager acknowledged the exit An audit was conducted by the NHA and
sign was too : Igh &nd not visible. Maintenance Directar identifying all Fire
i pull stations that are higher than 58 inches
Ret from the floor,
2000 NFPA 101, Sectlons 18.2,10.1, 7.10.8.8 and
7.40.1.2 é ‘
Z;EJ; NFPA 101 LI z E SAFETY CODE STANDARD K107 ID of Others:
Reguired alafm and detection systems are
provided withian alternative power supply In An audit was conducted by the NHA and
accordance with NFPA 72, 0.8.1.4, 18.3.4.1, Maintenance Director identifying all Fire
10.3.4.1 ;|
This STANDARD & not met as evidenced by: pull stations that are higher t'han 58 Inches
Based on Obl arvation raview and staff |ntarv|aw' from the floor. All that were identified and
the faclllty falled to meet the requirement that fire put on a work order to be ordered and
alarm systerns has baen installed In accordance repaired
with NFPA 72! The findings were: '
|
i
FORM CMS-2567(02-90) Pravinus ?hrnlnnx Qbaclete Evant ID: WB2Z21 Fuslllty 10; WY0028 if continuation wheel Page 3 of 4
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n 08/21/2016 st B:50 AM ravesled
the pull stations wara at 68 Inches above the floor
throughout the faclllty. Interview with the facllity
Maintenance Manager at the time of observation
acknowledgad the pull stations were at 58 Inches |
above the ﬂébr

Ref; !

2000 NFPA 101, Sections 8.6.1.4

1883 NFPA 72, Sectlan 2-0.1

K 147| NFPA 101 LIFE SAFETY CODE STANDARD
88=D

Electrical wh}ing snd squipment shall be In
accordance with National Elactrical Code. 8-1,2
(NFPAES) 18.9.1, 18,81

Thie STANDARD 16 not mat as evidenced by:
Based on observatlon and staff Intarview, the
facllity falled lo provide electrical wiring and
equipment In accordance with NFPA 70. The
findings were;

Obsewationg on 09/21/2016 at 8:47 AM revealed
In reoms 412/and 413 medical equipmeant
(concentrators) were connectad to power taps.
This observalion was conslstent thraughout the
facility. Furthgr observation ravealed the power
tapa wera nof UL 13683A spproved. Intarview at
the time of tha obaervation with the Faclity
Maintenance Manager acknowledged the medieal
squipment cgnnectad to the power taps.

Ref: ‘
Ref. S&C: 1446-1.8C
September 26, 2014

l
t

i

The NHA/Designee will educate the
.Maintenance Director that all Fire pull
|stations that are higher than 58 inches from
the floor.

The Maintenance Director /designee will
work with electrician cantractors to replace
any fire pull statlons higher than 58 Inches
K 147 | from the floor.

Monitoring:

The QAPI Committee wlll review any trends
identified manthly until substantial
compllance is achleved and then bi-monthly
thereafter.

K 147 LIFE SAFETY CODE STANDARDS:

The facility is also committed to have
medical equipment connected to power
strips that are rated at UL 13634 approved.

|
E
|

Corrective Action;

All medical equipment that was connected
to power strips not rated UL 1363A were
unplugged and plugged directly Into power
outlet In the wall.

FORM APRROVED
' RE & ) OMB NO.
ETATEMENT OF DEFICIENCIES {X1) PROVIDER/BUPPLIEF/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF GORREGTION] IDENTIFICATION NUMBER; A, BUILDING 01 - MAIN BUILDING 01 COMPLETED
|
’ 535026 B. WING 0812112018
NAME OF PROVIDER OR SURPLIER BTREET ADDRESS, CITY, §TATE, ZiP CODE
! 1851 BIG HORN AVE
SHERIDAN MANOR BHERIDAN, WY 82001
(%4) 1D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION (x5)
PREFX (EACH DEFICIENGY MUST BE PREGENDED BY FULL PREFIX (EACH CORRECTIVE ACTION SMOULD BE COMPLETION
TAG REGuunqﬁw OR LG IDENTIFYING INFORMATION) TAQ CROES-REFERENCED YO THE APPROPRIATE DATE
. DEFICIENGY)
I Systemlc Changes;
K 107 | Continued Fom page 3 K 107 ” o
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STATEMENT OF DEFICIENG(ES {X1) PROVIDER/SUPPLIER/GLIA {X2) MULTIPLE SONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTIO| IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED
{ 535026 B. WING 08/21/2018
NAME OF PROVIDER OR aﬁmmen STREET ADDRESE, CITY, BTATE, ZIP GODE
1881 BIG HORN AVE
SHERIDAN MANOR | BHERIDAN, WY 62801
[%4) ID SUMNARY STATEMENT OF DRFICIENCIES ) PROVIDER'S PLAN OF CORREGTION )
PREFIY (EACH DEFIGIENCY MUST BE FRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAQ REGULATORY OR LEC IDENTIEYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
ID of : J
K107 | Continved From page 3 K 107 Others l ‘ / Qf[ é,
Observation an 09/21/2016 at B'60 AM reveslad X _—
the pull stations were at 58 Inchee abave the finor An audit will be conducted by the NHA and
throughout t'he facility, Interview with the facllity Maintenance Director on or before the date
Malintenance Manager at tha time of observation of compliance to Identify gl r stri
acknowledged the pull statlons were at 58 Inchas pd v all power strips
above the figor. not rated UL1363A and a work order wilj be
| completed for the repalrs,
Ref: : . .
2000 NFPA gm. Sections 9.6,1.4 Systemlc Changes:
1998 NFPA 72, Section 2-8.4 The NHA/Designee will educate the
K 147 | NFPA 101 L{FE SAFETY CODE STANDARD K 147 Malntenance Director that all medical
S58=D nnected to power
Electrical wifing and equlpment shall be In equipment has to be conne P g
accordance ith National Electrical Gode, 5-1.2 strips that are rated at UL 1363A approved.
(NFPA©8) 18.8.1, 19.8.4 The Malntenance Director /designee will

This STANDARD s niot met as avidenced by:
Baeed on obsarvation and staff Intarview, the
facliity falied {to provide slectrical wirlng end

equipment In accordance with NFPA 70, The
findings werg;

Observationd on 08/21/2016 at 8:47 AM revesled
in rooms 412 and 413 medical sguipment
{concentratols) wera connected to power taps,
This observation was consistent throughaut the
facllity. Furth$r observation ravealed the powar
taps were not,UL 1363A approved. Intarview al
the time of 1@ observation with the Feclilty
Maintenance Manager acknowledged the medical
aquipment c ; nnected to the power taps.

Ref: |
Ref. S&C: 14-45-L3C
Seplember 25, 2014

compiete weekly audits to ensure all

wall outlet,

the NHA/deslgnee to ensure that all

outlet.

Monltaring:

identified monthly until substantlal

thereafter.

medical equipment is connected to UL
1363A power strips ar directly plugged into

? A monthly audit tool will be completed by

. medical equipment is connected to UL
1363A power strips or directly to the wall

The QAP Committee will review any trends

compliance is achleved and then bi-monthiy
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