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" Saction 5. Organlzation snd Administration. ‘
(a) Goveriing Body. The Nussing Cere Faolty |~ |~~~ ~— .
shall hiava a governing body which has the legal
autherity ahd resposibiity to otierats the Mursing .
Care Faclity, The govearming bedy shall
A » | The currant scling administrator iy
. () Appaint a full-tirme, on prerhise, licensed in the Stite of Morftana
edmirigirstor qualited by adusation, fralning and and is in the ofocess of athisvin
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of Nursing Hovie Adrhiniatrators, Wyothing licerisure. 21106
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(v} The administrator shail enforce the rules | administrator i loenised inthe |
and reguldtions rétative to the (eve! of health carg * slaté of Wynitilfg. 21106
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nursifig home aditinistrater, the fadility failed o , Wyorting WHA libarise 2106
ensure (here was a gualified full-tme nursiig s
horne adrinistrator (NMA) on the pramises. The
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Any tidficienry staterhent snding with an asterlak () denat2s a deficlency which the instiiution may be sxausad from sorbectiig providing i is datermined that
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was the acting nursing Hotin atiminiztrstor
{NWA). Howevat, He confitingd he wag not i
ficefised a5 #n NHA In{he 4tats of Whoming,
Upap fuither discussion he revesled e was i
working under Anbther stelt rember's (stalt !
maniber #2) Wyoming WHA license, Additionslly it :
was tanfirmed it SUEF meikibor #2 was-not on-
the premises gnd he (staff membar #1) had been
the aoting NHA on the pratitsgs sinee 12/16/05,
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