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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
R
535054 B. WING 01/13/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

2311 SHIRLEY COVE

GREEN HOUSE LIVING FOR SHERIDAN SHERIDAN, WY 82801

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X6)

PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY)

{E 000} | Initial Comments {E 000}

An Emergency Preparedness revisit survey was
conducted by Healthcare Licensing and Surveys
on 01/13/2023 for deficiencies identified on
11/20/2022. All deficiencies have been corrected,
and the facility is now back in compliance with all
requirements in accordance with 42 CFR 483.73.

ABORATORY DIRECTOR'S OR PRQVIDER/SUPPLIER REPRESENTATIVE'S SIGNAFURE THTLE (X6) DATE
Electronically Signed AMinisTRRTR, 3J 2] / 75

Any deflclency statement ending with a asterisk () denotes a deficlency which the Tnstitution may be excused from correcting providing it Is determined that
other safeguards provide sufficient protection to the patients. (See Instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction Is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available 1o the facility. If deficiencles are ciled, an approved plan of correction Is requisite to continued
program participation,

FORM CMS-2567(02-99) Previous Verslons Obsolete Event ID:YB1B22 Facllity 10: WY0042 if continuation sheet Page 1 of 1



PRINTED: 03/23/2023

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES X1 PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 01 - SCOTT BUILDING COMPLETED
R
535054 B. WING 01/13/2023
STREET ADDRESS, CITY, STATE, ZIP CODE

NAME OF PROVIDER CR S8UPPLIER
2311 SHIRLEY COVE

GREEN HOUSE LIVING FOR SHERIDAN SHERIDAN, WY 82801
X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CRQOSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)
{K 000} | INITIAL COMMENTS {K 000}
A Life Safety Code revislt survey was conducted
via email on 01/13/2023 for all previous
deficiencies cited on 11/22/2022. All deficiencies
have been corrected, and no new noncompliance
was found. The facility is now back in compliance
with all requirements In accordance with 42 CFR
483.90.
LABORATORY DlRECTOR'SﬁEﬁTDER{SUPPLJER EPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signdd G »@Mi&ww 3} 21 {35

Any deficiency statement ending with an asterisk (‘Nﬁ_ljgte's a deficiency which the Instltutlon may be excused from correcting providing It is determined that
other safeguards provide sufficlent protection to the patients. (See Instructions.) Except for nursing homes, the findings stated above are dlsclosable 90 days
following the date of survey whether or not a plan of correction Is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made avallable to the facility. If deficiencies are clted, an approved plan of correction Is requisite to continued

program participation,

FORM CMS-2567(02-99) Previous Verslons Obsolete Event ID:YB1B22 Facliity 1D: WY0042 If continuatlon sheet Page 1 of 1



PRINTED: 03/23/2023

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTICN IDENTIFICATION NUMBER: A BUILDING 02 - WATT BUILDING COMPLETED
R
535054 B. WING 01/13/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2311 SHIRLEY COVE
GREEN HOUSE LIVING FOR SHERIDAN SHERIDAN, WY 82801
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{K 000} | INITIAL COMMENTS {K 000}
A Life Safety Code revisit survey was conducted
via email on 01/13/2023 for all previous
deficiencles cited on 11/22/2022, All deficlencies
have been corrected, and no new noncompliance
was found. The facllity Is now back in compliance
with all requirements in accordance with 42 CFR
483.90.
|
LABORATORY DIRECTOR'S OVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signeﬁ SRS Asanoseso 3/ 2t

L
Any deficlency statement ending with an asterisk (*) deMotes4 deficlency which the institution may be axcused from correcting providing it is determined that
other safeguards provide sufficient protection to the patlents. (See Instructions,) Except for nursing homes, the findings stated above are disclosable 80 days
following the date of survey whether or not a plan of correctlon Is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficlencies are cited, an approved plan of correction is requisite to continued

program particlpation.

FORM CMS-2567(02-99) Previous Verslons Obsolete Event ID: YB1B22 Facllity ID; WY0042 If continuation sheet Page 1 of 1



PRINTED: 03/23/2023

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING, 03 - WHITNEY BUILDING; COMPLETED
R
535054 B. WING 01/13/2023

STREET ADDRESS, CITY, STATE, ZIP CODE
2311 SHIRLEY COVE

NAME OF PROVIDER OR SUPPLIER

GREEN HOUSE LIVING FOR SHERIDAN SHERIDAN, WY 82801
(X4) D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{K 000} | INITIAL COMMENTS {K 000}
A Life Safety Code revisit survey was conducted
via email an 01/13/2023 for all previous
deficiencies cited on 11/22/2022, All deficiencies
have been corracted, and no new noncompllance
was found. The facllity Is now back in compliance
with all requirements in accordance with 42 CFR
483.90.
LABORATORY DIRECTOR'S O@QISUPPLIER  REPRESENTATIVE'S SIGHATURE TITLE (X8) DATE
. A
Electronically Signed (@ TSN Asminesteasoe. 03 I 7«7/ 13

teda-deficiency which the institution may be excused from correcting providing it Is determined that

other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
followlng the date of survey whether or not a plan of corraction Is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made avallable to the faclllty. If deficlencies are cited, an approved plan of correction is requisite to continued

program participation.

Any deflclency statement ending with an asterisk (*) deno
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0331
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILD.ING, 04 - FOUNDERS BUILDING COMPLETED
R
535054 B. WING 01/13/2023
STREET ADDRESS, CITY, STATE, ZIP CODE

NAME OF PROVIDER OR SUPPLIER
2311 SHIRLEY COVE

ELIV DA
GREEN HOUSE LIVING FOR SHERIDAN SHERIDAN, WY 82801
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF GORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{K 000} | INITIAL COMMENTS {K 000}

A Life Safety Code revisit survey was conducted
via emall on 01/13/2023 for all previous
deficiencies cited on 11/22/2022. All deficiencies
have been corrected, and no new noncompllance
was found. The facility is now back in compliance
with all requirements in accordance with 42 CFR

483.90.

TITLE (X6) DATE

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNAT
Electronically Signed (C ™\ | ¢y s_o Q. ﬁr—*’* e_ﬁ ,A{DM,CMWBZ, 03 /2,7 /-25

Any deficlency statement endlngtﬁ'{ﬁ‘éﬁasterisk * danota\s"a'ﬂﬁﬂdenoy which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients, (See inslructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction Is provided, For nursing homes, the above findings and plans of correctlon are disclosable 14
days following the date these documents are made available to the facllity. [ deficiencles are cited, an approved plan of correction Is requlsite to continued

program participation.
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