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This STANDARD [s not met a3 evidenced by:
Bared on observation and staff Interview, the
fecllity falled to provide exhaust requirsments In
socordance with Chapter 3 Wyoming Rules and
Reguiations for Health Cara Facliilies. The
findings were:

Observation on 12-8-2016 st 2:25 PM adjacent to
room 303 ravealad that the exhaust fan was to be
repalred or replaced by thelr previous compllance
date of 11-02-2016. Further observation revealsd
that when inspected the fan was not running.
intarview with Facility Staff indicated that the fans
were replacad and were unaware why the
exhaust fan was not in working order,

Raf:
Chapter 3 Wyoming Rules and Regulations for
Health Care Facllities Section 6 b {iv) (B)

LABORATORY DIRECTOR! VIDER/SURPLIER REPRESENTATIVE'S SIGNATURE
BTATE FORR < o

working ventilation.

Corrective Action:

now in working order,

working order.

Systemic Changes:

Maintenance Director

on

exhaust fans.

The facility is committed to providing

The exhaust fan on the 300 hall was
replaced on 09/22/16 and when the
state came in for follow-up visit, it
was found to not be working, A
repairman was called in and upon
investigating; it was found that it was
faulty pulley and broken belf, The
pulley and belt where replaced and are

ID of Qthers:

An audit of all exhaust fans were %
completed by the NHA and
Maintenance Director. All are in

The NHA/Designee will educate the
routine
checking and maintenance of the
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This STANDARD s niot met as evidenced by:
Based on observation and staff Interview, the
facliity falled to provide exhaust requirements In
accordance with Chapter 3 Wyoming Rules and

Reguiations for Health Care Facillties. The
findings wera:

Observation on 12-8-2016 at 2:25 PM adjacent to
room 303 revealed that the exhaust fan was to be
repalrad or raplaced by thelr pravious compliance
date of 11-02-2018. Further obgervation revenled
that when Inapacted the fan was not running.
Interview with Facllity Staff indicated that the fans
waers replaced and were unaware why the
exhaust fan was not In working order.

Ref:
Chapter 3 Wyorning Rules and Regulations for
Heglth Care Facllities Section 6 b (lv) (B)
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The Maintenance Director/Designee y y

will complete audits for 3 months

making sure exhaust fans or in
working order.
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