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STATE STANDARD

Rules and Regulations for Program
Administration of Nursing Care Facilities {Chapter
1)

Section 5. Organization and Administration

(@) Governing Body. The Nursing Care Facility
shall have a governing body which has the legal
authority and responsibility to operate the Nursing
Care Facility. The governing body shall:

(i) Appoint a full-time, on premise,
administrator qualified by education, training and
experience as established by the Wyoming Board
of Nursing Home Administrators.

{A) The administrator shall have a current
license as a Wyoming Licensed Nursing Home
Administrator.

This STANDARD was not met as evidenced by;

Based on staff interview and review of the
Wyoming Board of Nursing Home Administrator's
database, the governing body failed to appoint an
administrator who was licensed in the state of
Wyoming. The findings were:

Upon entering the facility on 3/1/06 at 12 noon,
empioyee #1 introduced himself as the
administrator of the facility. During interviews on
3/1/06 at 12:02 PM and 1:50 PM, the
administrator stated he did not have a Wycming
nursing home administrator license. He stated the
previous administrator's last day was 2/28/06,
and further stated he was the only person fulfilling
the duties of the administrator.
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Any deficiency statement ending with an asterisk (*} denotes a 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 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 to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program parficipation.
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Review of the Infernet database for the Wyoming
Board of Nursing Home Administrators on 3/1/06
revealed the administrator was not licensed.
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