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AlLife Safety_(:ocle_ survey was conducied by Lo R
Healtheare Licensing and Surveys on 9/15/2026. . lmmediate Corrective Action: '

All jtems identified as being stored’ 9/17/26
within 18 inches of the sprinkler heads

The facility was & two-story, fully sprinklered
building of Typa V (111) with 2 consliuction pian

raview date of 2017, The building was equipped were immediately removed to provide the
with a supervisad, automaic wet sprinkler system required clearance. :
withi 2 glyeol loop, and an addressable fire alarm All missing sprinkler escuicheons |
. The facility had a capacily of 27 licansed identified during the survey were replaced,
beds witht 8 census of 20 residents. by 9/17/26. i

All resident rooms, closets, bathroomslg
and storage areas have the potential to be,

o it

Wyoming Department of Health Rules and

Regulations for Licensure of Assisted Living ! affected. These ar inspected fori
Facilities Chapter 4, Section 10 Life Safefy and A al.: c;: g me;;r S?:m::z iasgecr:issit:ri
Electrical Safety. The reguirements in the i Escﬁtchec?ns and identified concerns wer%i
Doparmert of Hests Chapter i, Cansiriclon Conroted |
Living Faciliies operation priar to the affective Measnres.. for correction: . '

date of these rules shail meet the Life Safety Staff will be educated to maintain the

Code of the National Fire Protection As intion : required 18-inch clearance below sprinkler

re ti S0Cia
that was in effect at the tima the facility was heads. '

licensad as an Assisted Living Facility. ! Maintenance will inspeet sprinkler heads
monthly for proper clearance and missing :
All references are based on the requirements of or damaged escutcheons as part of routing
NFPA 101, Life Safety Code, New Board and inspections. '
Cal'e, 2006 Ediﬁun, unless Othemse note‘i Who will monitor: ‘;
Maintenance Supervisor, Villa Director!
S8018] NFPA, Life Safely - Nfpa Extinguishment Req 58018 and/or designes. ]
How Frequenily: §
NFPA 101 _ Monthly audits will be done to verify !
Extinguishment Requirerments proper  sprinkler  clearance, and E
This Stete Ruls and Regulation is not mat as ggi‘f‘ﬁ?ﬁs :ﬁs"";f“ti:;‘:r’:ﬂ’:tfge‘:;ﬂ o
?tidc;z% %Yi ohservation and staff interview, the QUMTI‘ . :
tacility falled fo maintain sprinkier systers in : Audits will be presented to QUAFL a-
accandance with NFPA 101, Life Safety Code and minimum of quarterly until which time the!

NFPA 13, Standard for the Instaliation of Sprinkler committee feels that issue has been

Systems. The failure o maintain sprinkler I resolved
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systems as required could result in injury or death
during an emergency. The deficiency affected
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multiple residant rooms. The findings werc.

Observation on 9/15/2026 at 11:10 AM in resident
room # 404 revealed storage of combustible
aterials within 18" of a eprinkler head. A
rinimum of 18" clearance shall be maintained
between the top of storage and sprinkier
deflectors.

Malntenance staff immediatety corrected and
removed combustibles from the top shelf to
ensure proper clagrance. This deficlency was
observed in several other resident and storage
raoms throughout the facility.

Interview with facility maintenance at the time of
observation acknowledged the deficiency, and
indicated he was aware of the requirerent.

Interview with the administraiar at the fime of exit
acknowledged the deficiency.

Ref 2008 NFPA 101, Sections: 33.3.3;9.7.1.1
2002 NFPA 13 Saction 8.6.68.1

2 Based on observation and staff Interview, the
facility failed to maintain gprinkler systems in
accordance with NFPA 101, Life Safety Code and
NFPA 13, Standard for the Instaltation of Sprinkier
Systame. The fallure to maintain sprinkler
systems as required cotild resuit In injury or death
during an emergency. The deficiency affected
multiple resident rooms, The findings were.

Observation on 8/16/2026 at 11:12 AM in resident
room % 104 revealed a fire sprinkler head with the

escutchecn missing, exposing the annular space
above. Further obsarvation throughout the facllity

Viyoring Dept of Health, Aging Division, Haalihcare Licensing 2nd Sufveys
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ravealad several missing escutcheons In resident
rooms, closets, and bathrooms.

interview with facllity maintenance at the time of
observation acknowledged the deficiency, and
indicated he was aware of the requirement

Interview with the administrator at the time of exit
acknowladged the deficlency.

Ref: 2006 NFPA 101, Section 32.3.9.5

2002 NFPA 13, Section 8.2.7
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