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0000 | OPENING COMMENTS To address the facility’s failure to have
Rules and Regulstions uilized for this survey are: an appointed administrator who is
licensed by the state, responsible for
Rules and Regulations for Program Administration of management of the facility, and
Nursing Care Facilities, Chapter 11, effective reports to and is accountable to the
0710172020 governing body, the facility currently
has a Nursing Home Administrator
Rules and Regulations for Licensure of Nursing Care (NHA) whom has been appointed to
Fagcilities, Chapter 189, effective 08/26/2000 the facility while the facility waits to
A revisit survay was conducted on 11114125 through have another individual complete the
1215425 for all previous deficlencles cited on 7/10/25. Administrator in Training program
I p— $2900 with a provisional NHA license with
izati mil . N . e
§2900 | Organization an the appointed NHA, this individual
CFR(s): Ch 11 Sec 5(a) will then further obtain their Wyoming
; Nursing Ho dmini i
(a) Governing Body. The Nursing Care Facility shall ursing rlome & . Stratqr Lufer.‘se
e & overning body which has the legal authorty and following the Administrator in training
responsivillly to operate the Nursing Care Faclity. program. This said, currently on this
The governing body shall: day (12/10/2025), the facility has a
NHA that will be the NHA for South
(i) Appoint & full-ime, on premise, administrator Lincoln Nursing Center. This NHA
qualified by eduhcal{zn. :‘ﬁalning ang :r?dzr'l;!:":;::me will also be the preceptor/trainer for
i 08l . v e
Zi‘i?:ﬂfﬁﬁ? B Viyoming the other individual selected that
obtained approval for their provisional
o oal e s currark oS 8 NHA license and was issued this on
all have a8 - . <. .
ﬁgﬁfngdﬂgféf&f@ng Home Administrator. 12/09/2025, this individual will then
obtain a permanent Nursing Home
” T Administrator License in the future
ii rary Licanse. A temporar : it 0
g‘,i,fﬁ’;’;"é’y ,He Wyoming Board of Nursing Home' prior to expiration of the pr_ovnsnonal
Adminisirators: license on 05/09/2026. Since the
provisional license has been obtained
(4o fil @ position of Nursing Home Adriristrator by. the §ef:0nd mfilwdual at this time,
that unexpectedly becomes vacant; this individual will now work through
the administrator in training program
(B) For a period not fo exceed six (6) months; and become a certified NHA within 6
months, prior to the provisional license
expiration on 05/09/2026. While
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(C) After consideration by the Board of Nursing Home
Administrators on an individual basis; and

(D) To an individual who does not meet all the

licensing requirements under the Act, but who is of
good character and meets the educational requirements
as stated.

(iii} A temporary license may be renewed for gooad cause
for one {1) time if requested thirty (30) days prior to
the termination of the initial {emparary license.

(iv) The administrator of a hospital with & connection
nursing care wing can serve as the administrator and
shall be icensed as a Wyoming Nursing Home
Administrator.

{v) The administrator shall enforce the rules and
requlations relative to the level of health care and
safety of residents and for the protection of their
personal and property rights.

{vi) The adminisirator shall plan, organize, and direct
those responsibilities detegated to him by the
govesning budy or its equivalent,

{vii) An employee of the facility shall e autharized in
wriling o act on the adminisirator's behalf during
hisfher absence.

Based on siaff interview and review of Wyoming's active
nursing home administrator's licenses, the Governing
Body failed to employ a qualified nursing home
adminisirator. The sensus was 16. The findings were:

1. Review of the Wyoming State Board of Nursing Home
Administrators "Aclive Roster” last updated on 12/3/25
showed the facility administrator did not hold an

aclive license ar an active provisional license.

2. interview with the facllity administrator on 12/2/26

at 10:18 AM revegled he had applied for a provisional
license; however, he confirmed he was not a licensed
nursing home administrator. Further interview revealed
the facillty did not have anyone eise available in the

This LICENSURE REQUIREMENT is NOT MET as evidenced by:

working to obtain the NHA license,
the first NHA will remain the named
NHA for South Lincoln Nursing
Center. To continue monitoring this,
an RN working on state survey results
and the POC, will get on to the
Wyoming State Board of Nursing
Home Administrators active license
list on the 15% of every month and
verify, one that the first NHA
continues to hold an active Wyoming
NHA license, and two that the other
individual who has obtained the
Wyoming NHA provisional license
has populated on the Wyoming State
Board of Nursing Home
Administrators website and that this
license does not become inactive prior
to obtaining a Wyoming NHA license.
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facifity who was a licensed nursing home administrator.
3. Interview with the facility administrator on 12/5/25
at 11:48 AM confirmed he had not received a license
{rom the Wyomning State Board of Nursing Home
administrators and they did not have a licensed
administrator at he facility.
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