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F 157! 483.40()(11) NOTIFICATION OF CHANGES FIBY) Lo !
88=F : A -
Afaclity must immediately infarm the resident: The facility will snsure that physician’s are
wonsult with the resident's physiclan; and if imediately uotified of simations tha
Lkmown, natify the resident's lagat represantative require or have the potential to yequire ‘
| o an Intwrested famdly mamber whven thets fs an intervention. Tais will be accomplished by: |

accident involving the resident which resutts in
injury and has the potential for requiring physician
intervention; a signiflcant changs In the resident's

1. Timeliness of physician notificatlon or |

N . . i {
initiation of new or nlodlflag, oud 5 4/5,,,;(4 aAprett A }

from the physician on the—foligwng

|
|
physical, mental, or peychosociat status (e, 8 | ' Residents #16, £33, #43, #32, #58, #118
| deterioration in health, mental, or psychosocal | ! and #136 sad-al-fubee-netifiriony o
| status in silher e threatening concltions or | -physlclanswill be cormected as follows:
¢linical complications), a need to alter treatment i & I immediate uetion s required,
significantly (i.e., @ need 10 discontinue an nurse will call physician and
axigling form of reatment dus 1o adverse ciisi:us‘j mnmirn? and liémdix;‘gs . ﬂ
consequences, or to commencs a new form of | and obtain telephone grder for ¢
| treatrnent); or a decision fo transfer or discharge ' weatmnent, 1710 ordefpiiad, et
the realdent from the fasiity as spesified in MM‘%‘EWW 1L IRTEIR
§483.12(a). as telgphdie order,
' b, All orders received by nursing !
The faciity must also prompfly notify the resident will  be  acted upon|
| and, If knawn, the residents iegal ropresentalive immediately. Change In policy
or intereatar family miermber whaen there 1 & and  prooedure  peourred
change i fom or reommate assigniment as 820007 Dr—=F=dlnrasmre, |
speclied in §483.15(e)(2); or a change In Medics], Dirsctor and el |
resident rights under Federal or State law or ¥ & President of Palient |
regulations s specified b paragraph (B)(1) of | Bervites reviewsd the policy !
this section. i and  procedurs  change. |
i ! Clinlcal Supervisors initinged |
The facility must record end periodically update | ! the change on 8/21/07 afler
the address and phone number of the resident's | | reviswing with evrsing staff A

1 legal representative or intarested family member, | reminder notice was placed at |

; ‘ i cach ourse’s station. On
| | ! $/30/07 policy wes reviewsd |

: This REQUIREMENT is not mat @s evidenced | ! agein &t mandalory nurses |
L by: : meefitgs. ;
' Based on medical record review and staff : ¢ Medical Staff was informed of

| interview, the facility failed to assure physiclans 5
| were Immediately notifisd of situations whish |
i required, or had the potential fo require, rmecics! l

|

podcy change by letter flom
Medicad Director on 8/27/07,
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other safequards prgids s rgection to the patihis. (Sea Instructions.} Except for nursing homes, the findings stated shove are diselosanls 97 ey
folltwing ti‘a_«a dake o st & plan of porrection is provided. For nursing homes. the alave fmdings and pians of corraction are disclasabla 54

ways following the oate TasebetnteRd ora made availsbiy In tre facillty. If deficienaie are tited, ah approved plan of comection is retdsile o continped
pragrarn participabion. '
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intervention for 7 (26, #35, 145, #4672, 565, #1183
#130) of 7 sample residants. The findings ware;

Intaivienw with the unit secrofary on B/7/07 at 4:30
PM revealed the facility used a courier service 1o
ratay Information/requests and lnteim orcens {o
and from each resivent's physician unless it was
an wgent matter; if Urgent, one of the numwes
would call the physiclan for orders. The unit
secretary stated tal recuested orders ware not
Initiated wrdil the physician signad and retamed
them to the faciity, On BIT/07 at 5:50 PM the
gdmimistrator confirmad the physicians did not
| take faxed information or raquests for orders and
Facknowiedged that several days could elapse
 before requestad interim orders wars returned.
The admintstrator aiao sckoowledged that the
dalay could cause an unforiunate auteoms. The
following soncerns wers idantifiad;
a. Aceording to labomtory nesults dated
7/eB/07, resident #118 was positive for & urinary
: tract infection (UTT), und a culture and sensitivity
{CA5) lost was sormplated. A verhal order for the
+ anfiblotie, Macrobid twice daily for 7 days, was
| received that day and started on 772007 at 6 PM.
* Review of the CAS results ravealed this
resident's infection way resistant t Macrobid ad
sensitive to the fetracyclines. Review of inlarim
orders dated 7/30/07 showed the primary
prysician ordered Doxyoyoling (o fetracysling
antibiolle) twlce daily for & days, This order was
noted on 81/07 ai 2 PM, but was not stamped
with a recelverd duts, The medical record also
. showed another inberim order was seni to the
primary physician, also dated 7/30/07, notifying
him that the facility had moaived & previous order
for Bowycyeline and asking whether the physician
: wanted the order continued or discontinuesd
- becsuas the residant was akeady on Macrobia,

Continved From Page | of 9
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2. FReceiving orders:

d DON  and  Adminisitator
discussed tids with Departmens
of Madicine on 828407,

e. Wursing  [eadership  will

monitor daily for complianee
using QF monitoring ool thas
has been developed.q

f.  Completion date of W22407,

& Cowder continees to  biing
orders i facilty,  Upou
receiving in facility, orders are
stamped with recsiving dals
aned shen reviewed by nursing

leadergbip.
b On 82807, DON  and
Admindstzator  mst with

Deperioment of Medicine 1o
discuss immedinte ection on
meervimy, Physicians Hecussed
and apree that orders will be
acted upon daily and sent back
to the facility efther by fax or @
courier, |

¢ Nursing  leadership  wil)
develop a menioring tool for
fhis provess., The results of
thig monltoviog ool will be
prasented to the QIC for
further review and additbonal
fraining as peeded.

d.  Cornpletion date of 9/22/07
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F157 | Continued From page

i The physician's response was "Yes continue,..”
L This interlm order was stamped "RECEIVED
FAUG 02 2007 but was noted pn 730007, The
! fmeliity wag unable to sxplain these disdrepancies,
! Review of the medlcation administration records

| with the unit secretzry showed the resident
lrecived MMacrobid &s ordared fror 7728007 byt

| was not started on Doxyeyaling an antitiotic to
which the UT! was senaitive, until 8/2/07. The

- oltcome of the courier method of communization
[wars that the restdent did not receive an

| appropriale antibiotlc untlt § days after tha ‘
intection wes ldantified,

b, Review of informalion dated 4/20/07 and
cauriered to the physiclan revealed resident #4130
had 3+ aderna in both lowsr lags, An order fram
the: physiclan for a diurelic evary morning for 2
woeks was recoivad and noted by the facility on
A24/07, four days alter the physician was
ariginally neotified.

¢. Reviow of ha medical record for resident |
#35 revealed the facility courlerad information to
the resident's physician on 8/8/07 and reported
the resident compiained of an "ltehing scalp,
Plemse order featment,” The primary physiclan
wrofs an order on /1107 (3 days after the
request for treatment was sent) o "refer to i
Dermatologist.” In addifion, review of another !
physician notification shuet stamped as being
sent by courler to the physician on 7120107
reported "Residént wanls to go to physical !
therapy to exercise. is this O with you?" The
ician's resnonse was slamped a3 recelved by

| Physi
| the facility four days later on 7/24/07 and stated |
"Yes." Physical therapy wae not inftlated until after |
724107, i
d. Review of medical recards for residents
26, 448, #52, and 258 revesied all conteinad
physician notification shasts couriered to their

F187
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55al) | ABBESSMENTS

The facility rust conduct intially and periodicatly |
& cornprehensive, acourste, standardized !
reproducible assessrent of each residanl's
tunciional capacity.,

\
|
A facility must make  comprehensive ‘
assessmant of 2 resldent's needs, using the RAI |
specified by the State. The sssessment must |
includs at least the foliowing: |
Identification and damographic inforrmation |
Cusiormary routing,

Cognitive paterns; *
Communication;

Vision,

Moot and behavior patiems;

Fsychoaoolal welk-being:

Physical functioning and steuctural problems;
Conlinenes,

Disease diagnosis and health conditions;
Oentat ared nulritional statas;

Skin conditions;

Aclivity pursuik

Medications;

Special traatments and procedures;
Discharge potentis!, !
Dotumentation of surmary information regarding |
the additional assessment performad through the ‘
resldent assessment prolocols: and
Dogurnentation of partcipation i assessiment. |

 This REQUIREMENT 15 not met #s svidsncad |

(X&) 16 SUMMARY TATEMENT OF DEFICIENCIER n PROVIDER 8 PLAN OF CORBEDTION {%5)
REESR | (UALH DEFICIENCY MUET BE PRECEDED 137 FULL PREFI \EAGH CORRECTIVE 20T SHOY O B8 CQMBLETINY
Yo | REGULATORY OR LA IDENTIFYING INFORMATION) TAL CROSS-REFERZMCED 70 THE ARSROPRIATE UATE
I DEFICIENGY)
F 157 Conlired From page 3 F 187
physicians with information andfor requeats for
orders. Thi response tire urkii orders wag i
ntiated varied from the day of the request unil 6 | ;
days later, i
F 272 | 483.20, 483,20(b) COMPREMENSIVE ] ‘
|
!
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F 272 | Continued From page 4 Fare |

by:

Baged on medical record review and staft

Interview, the facility failed to provide

comprehensive bowe! agsessmenta for three 277

{#265, #1418, #130) of three sample residents who i

Vere asgédsed a5 ncontinant of bowsl. The
findings were:

1. Raview of the 521407 admission Minimum
Data Set (MDG) assessment revaaled resident # !
28 was incontinent of bows! two to three tmes a |
week rod requirsd 8 comprahensive assessmen;,
Review of the only bows| assessment in the
medieal racord showad i was done one day after
sdmisslon and documentad the resident was

continent However, review of the B8/07 to
12007 MDS information gathering tool and the
cortified nurge aide (CNA) faw sheets for ey
2007 showed the resident was incontinent of !
bowel. Interview with the MDS coordinatoron |
L BI0T at 1040 AM nonfirrmed the resident ha! |
been incontinent of bawel since admission, She !
verified that a comprehensive bowel assesermant (

was not completed for this resident.

2. Accarding to the 2/12/07 admission MDS
' assessment, residant #41€ was inconlinent of |
| bowe! weskly and required & Sumpranensive i
| assessent. Review of the sniire medical record |
 showaed that assessment was lacking. Interview |
| with the MDS coordinator on B/8/07 at 11 AM
¢ verified a comprehensive bowel 2ssessment was
©not sonmipleted,
|
| 3. Review of the 4/9/07 admission MDS !
i assessimant showead resident #130 was confinent
of bowel. However, according to the nursing
| notes, the resident developed diarrhes on 4/36/07 |
, which lasted through May and June 2007, Furthar i

Kl

The faeility wilt conduct initial, paciodic and
5 necessiry  comprelensive  bowef
A%5ESEMEIIS, Accurate  standardized
ussessmetts witl be completed on eaf:h‘
, resident’s functionsl capacity, This will be
t secomplished by:

i 1. éAswmmemts for Rasident’s #25,
/éw*’* #118  have besn  completed.
i Resident #130 has heon discherzed
from the facility. Following 3
corrective  acton o enswe
eomprenensive  assesmments  are
completed on each resident;

% New bowsl assessment
form will be developed
and education on form )
will be completed by )
nupsing staff amii) initiatedgin M( ‘/1,6/}1/::%,”‘

b An scewate standardized A Ll
assessment  will  be

' gompleted  for  aach|

|
resident oi advotszion, J

<. A quality-monitortng toal
will be implemented by,
nursing  leadership  and |
presented to the QIC for
further  review  and |
regeomendation.

d Completion dae  of
DA, vy

| | |
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PREFIX | (EAGH DEFICIENCY MUST BE PRECEDED 8Y FuLL PREPX, {FADH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG REGULATORY OR L3C IDENTIFYING INFARMATION TAG CROSEREFERENCED TO THE APPROPRIATE bAte
DEFIGIERCY)
- ! o
Bave | Confinusd From pege 5 ; F 272
! | F3ed

teview of the medical record showad & ’ . . . . "
‘ sormprefiensive tmgvei %:?;wm\:ﬁz;s not ' The facility will provide esch resident witk f
: completied after the resldent deveioper diarrhes, | palatable ff‘"‘fm at ".!:" PIOpEr emperatiire. |
On 8/6/07 at 11:30 AM, e MDS coordinator | s vill be sccompllshedby:

confimmed a comprahenglve bowel assesament ! 1. Resident #26 md 2 uridentified, non-

had not been complated), i sanaple residents wore nor provided with |
Fa64 483 B5(AH1(2) FOOD P 364’ palateble food at ihe right terperature
B8 ; : duping a meal observation.

faod prapared by methads that conservs nutritive foud will be sarved until sesident 1o

Each resident receives and the faciity provides | A. Distary has been educated that no
|
|

value, flavor, and sopsaran " an H 6 suired atﬂ{eirtable.
pa[atabl'@ gztmmimpindrzt?ﬁﬁ prg;g? thats B, If resident {y not seated or ot mac}}f
t&mmmtbm, ' o eat, food will be delaved in

; serving from stem doble op i
I‘ already served and resident is not
This REQUIREMENT s not met as avidericed roady to commenve eating the fhod

by: will be covered and placed in;
Basad on obsarvation and staff interview, the refrigerator until resident s ready. !

| proper ternperature for 1 sample (#26) ang 2 heated  before serving to the

j
|
' facility failed to provide patatabte food 2 the [ At that time, hot food will be

unidantified, nan-gesnple residents during one of . mg;ndam. _ _ o
one meal ohservations. The findings were: ' . Dietary will monitor food plaged in |
: : refrigerator for time to be removed. !
| Observation of the svering el on 8/7/06 at 5 I resident wals food aﬁe_r that |
* 5:30 PM revealed resident #26 and 2 other ! time, dietary will be notified 1o
{ unidentified residents were soated at an axsisted serve up ¢ fresh mesl. ,
| tatle, The meals, consisling of pursed or pround D Clinical Supervisors will monitor
| sausage and chopped French toast, ware : teal passes randomly snd log

- uncovered and were servad st 5:30 M, None of
| residents were assisted untl 5:45 #M, The facd
{ remained uncovered during that lime. Mo athernpt
to check the temperature of the food or reheat to
: food was made.
Fd28 ! 483.60(c) DRUG REGIMEN REVIEW F 429

$8F

resulls in the monitoring iool,

E. DON will preseor the Sndings o
the QJC for farther review and
recommendations

F. Completion date of 922,07

; ! 02207

|

| The drug fegimen of ench rasidernt rmust be | %
| feviewad &t least once & month by a licensed | :
| phgringcist, f

i 1 1 r
FIORM CIME-2657 (0205 Provious Versions Obeoiue BEvenl 10: 784511 Faciity 10 W21 i sontinuation sheat Pane Gof g
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PREFIX {BACH DEFICIENCY MUB™ RE PREGEDED BY FULL PREFIX | {EACH CORRECTIVE ALTION SHOULD BE BOMALETON
TAL REGULATORY DR LG 0EMTIRY NG INFORMATION) TAD CROSE-RERERENCER T0 THE ARPPROPRIATE LAY
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F 425 | Conlinued Fiom page 6
The pharmaclst must report siny irregularies to F428

the attending physicisn, ant the dirscior of
Rursing, and these reports rust be acted upon, |

This REQUIREMENT is not met as evidenced |
by:

Based on medical record review and stafl
interviaw, the facility fullad to eneure the primety
physician acted upon recormmendations mede by
the licensed pharmacist during the montily
medisation regimen review for one of one sample
| {#BE) residents. The findings were;

]
i
|
|
Review of the May 2007 medication regimen 1
recard for resident #68 revealed the pharmacist |
askad the physician to constder checking a l
cholesterol panel and fiver funciion tests for this :
regtdent who was receiving Vytori (a chalegterst |
lowering medication). in addition, the pharmacist |
| asked the physician to conslder a dose reduction |
of the Zoloft tor this resident or provide a list of '
the rieks verses banefits of continuing the ghtug at
the current kevel. They physizian had not ]
indicated by initiel or comment that he was awars |
o these recommendations. The June 2007 !
 medication regimen raview raferrad to the May
] 2007 resord and documented: "Please sse

| above.” The July 2007 review decumented: "Ne

| other concermns than those notad abova,” Thera
| was o Indication In the record that the physician
( &cted upon the phammacists recormmendations !
Hor May, June or July 2007 Intervlew with the ;
1 director of nursing on B/B/07 at 2.45 PM verifiad |
: the physician's lask of metion reisted t the i
] pharmacist's recomien dations.

| L

Mrzef
|

; . . o A
Heensed pharmacist durinf; the inoathiy |

!

P modicaion regimen review. This will he
f acnomplished by:

f A, Resident
|

#68;, physician  was
informed by DON of his lack of
aetion from Pharmacists® |
reeemumendation, '

B. A letter was sent w physiclan 10
fnform him of A3 responsthility to
veview and aign off (aet on) on
recommendations of the ’
Pharmeeist, ,

. Medical Director was notified of ;

nontompliance  of physician  on

824001 w  Medical Directoss !

rgeting. E

Ci 8/27/07, Medical Divestor sen: |

letter to all facility physicians

informing or reminding them of ;

—p—— —

this requirstgent, G4 u
E. Nusing lesdership will developha ’
monitoring tool (0 enewre thar |
compliance is met.
F. DON wiil present findings to the
QIC for  futher seview  ang
recominendations,
Completion date of 92207,

}
The facility will ensure primary physicigos ww‘U’;
et upon recommendationaut 3/1"?% ‘wéou"/ﬂ’(ij
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NAME OF PROVIDER OR ZUPPLIER

PIONEER MANOR NURSING NOME

T OMB MO, 04380291
STATEMENT OF DEFICIENGIES | (1) PROVIOERISUPPLIER/ LA Y2 MULTIFLE CONSTRUGTICR Ay GATE: *
ANE: PLAS OF CORRECTION DN M GATION NUMEER (8 ML e B . Sl 2
A BUILGING -
| G
. 13, \WING
835022 QBIOBI200T

SIREEY ADDRESSE, CITY, $TATE, ZIF Cong
500 W aTH Y

practical mirse #1 on /7707 al 1:57 PM revaaled
four of the rasidents who residad on N5 were
infected with methicillin resistant Staphylococcus
aureus (MR3A). Obagrvation at 2:20 PM that day
shiowed cerfified nurse aide (CNA) #2 passed ice
1o all residents, including e four with MRSA. The
CNA put the Ioe scoop completely inskde sach
residents insulated drinking cup white filing it with
e, During the process, she touchad the rim
 ahdfor sides of each cup with the sooop. This

i brocess contarminated the scoop, Afer filling each
| cup, the CNA put the scoop back inte the
container of loe, thys conraminaiing the ite, ag

GULETTE, WY 12718
D SUIMAFREY STATEMENT OR BEFIGIENCIES ; 0| PROVIRER'S PLAN OF CORRECTION b
PRERX (EAGH DEFICIENCY MUST BE SRECEDED By FiiL), i PREFIX (EAGH CORRECTIVE AGTHIN SHOULE BE I COMPLETION
TAD REGULAYORY OR LG IDENTIFYING N QRMATION) I TAS CROSSREFEREHCED TO THE ARPROPRIATE | Ca%h
L i DEFICIENCY)
F 441 | 493.85(s) INFECTION CONTROL, Rz |
85=F ! ' !
The facility must establizh and maintsin an F The facility will ensure all staff will wtilize i
infection contrel program desigred to provide a [ all possible methods to preveni the |
| sale, sanitary, and comfortable environment ana | trangmission  of diseayes and  infections. '
1 prevent the development and ransmission of This will be sccompilshed by: |
disasse and infection. The facilily must establsh | A On 8197, Stalf Development
an infection control program undsr vdich 1 | Cocedingtor and the DON in-
investigates, controls, and orevents infectons in serviced CNA's on proper "Serving
the faclity, decides what procedures, such as | of Drinking Water” and the facillty
isolattion shoutd be appliad o an individua? | poticy was reviewad,
regident, ard rrialttaing & record of incidents and | Demongtcation of proper technique
corrective actions related to infections. | was completed,
\ B On 8/30/07, the Sufl Developnent
; Coordingtor in-verviced nyrses on
This REQLIREMENT i3 not mat 8% avidenced I proper “ﬂ(ﬁ;ﬂrvingl of  Drinking o
by Watze™ apd faeility pokicy was
B};asecl oh observation, staff inteiview, and review | reviewed, ﬂ,mf Y,
of policies end procedures, the faclily failed 1o L. Wursing lerdership will develug\na
ensure staff ulilized ait possible msthods to | momitring wal fo ensmre that
pravant the fransmission of disessos snd ; cotspliance 13 coninually met, !
Infgclions In ane of fiva residential units. The ! D, DON will present findings to the |
! findings wese; QIC for  firther review and |
| recommendarions,
Observation on 87107 al 1:30 °M showed four , E  Completion date of 9/23/07,
isolation carts wers located outside in the corndor i
oit Neightiortinod 6 (N5, interview with licensed | 2207

yo

FORM CS-235702-00) Pravious Versluns Obstiale

Fvand 10; TE18 1

Eaciity I vzt

If contirustion sheel Page % ui 0




i . - I.ij} ‘?:'".}d .;_4.,"‘ 1!‘1.....“ AAAAA P
SEF 15,2007 8:07AM ‘ Rl TR

DEPARTMENT OF HEALTH AND AN SERVICES D D8/2%i2007

o . : FORM APPROVED
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ga=n | INFECTION

The facility must require statf 1o wash their hands |
after each direct resident contact for which
landwashing is indicatad by ssceplag

! profegsional practice. i

! This REQUIREMENT Is not met as evidenced |
| by:

] Basen on observation and review of faellity shesck
off forms, staff failed to waah their hands as
indicated by acceplsd professionat practice. The
findings wera:

Observation on 87/07 st 212 PM showed

certified nurse wide (CNA) #2 washad har hands

after providing care for resident #23. Howeaver,

! this CNA turned off the faucet with her wet fiands

| bafore drying them on paper towels, The correct |

| handwashing procedurs, us described in the

! facility's undated policy entitlad: “Yashing Hands

.~ Check OF" was to *Uss clean, dry paper towed
b dry hands... To turm off water, use ary clean
paper towel or a dry sres of paper towel" Furtker

; review of the prosedure showed hand washing,

I "when dong corractly, i2 Whe single most sfisctive

way 16 pravent the sproad of communinable

diseanegy,"

STATEMENT OF DRFIGIENCIES 1) PROVICER/SUPPLIERICLIA 42} MULTIPLE CONSYRUGTION X3} DATE SURVE
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: ) ’ ‘ E'?M; E‘L!'_TE\SEY
A, BULOING
535092 B. WinG ¢
Q80812007
HAME OF FROVIDER OR SURPLIER STREET ADDRESE. CITY, STATE, 2IP CObR
PIONEER MANOR NURSING HOME 80U W G1H &Y
GILLETYE, WY 8378
Hiyw SUMMARY STATEMENT OF DEFIGIENGIES ! FAOVIBIERS FLAN OF CORRECTION (K8
BREFD | (EAUH DEFICIENCY MUST BE PRECEDED BY FULL | eRERX {EACH CORBECTIVE ASTION SHOULD BE BOMPLETION
Tae HEGULATORY OR LSC IMENTIFYING INFORMATION, CROBS-REFERENCED TO THE AFPROPRIATE DATH
| DEFICENC N
e f i
F 441" Continued From page & F 441
rwel. On §/7/07 at 3:30 PM the director of Hursing
! designes stated the ics SCoRE was not to be
i placed inside the cups.
Fadd | 483.55(b)(3) PREVENTING SPREAD OF

F 444,

i Fddd !
The fagility will engure that 2wl wash their g
hands as indicured by actepted pofessional !
. proctice thal Includes handling of faweet

hamdles amd  doodhnobs.  This will be
accomplished by: |

A «%MMM&hm; .

recoived—yddithonm-—Trammmr o
TR Bsslonsk<prastices—on.
T

B. On W17/07, the Staff Development
Coordingtor and the DON  in- ‘
serviced CNA'E on professional
practicas of hane washing which in
included proper handling of fauest
handles and doorlmohs, |
On R30/07, Staft' Development
Covrdinator snd the DOWN i
sorviced professionsl awrses o
[ proper praciices of hand washlng

oy

Db Nursing leadership will develop
monitoring tool  t0 enwwe
compliance  of  proper  hand- :

' washing procedure, :

E. DON will present findings to QIC |
for fierther review and
recommendations. i

i F. Complation date of 91007, H

[
!
!

9106407

FORM CS-D527{02-09) Praviaus Versions Obseleig Event 1D: TS5

)
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inoluding, hamdling  of  favcat ’ /
handles snd doorknobs. ond MVW/'W
e !



