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$000] State Rules and Regulations S 000 L N ‘ o
. ‘ 1. The facility will designate, in wrltmg,l thqt 09/11/200
Wyoml ng Department of Health, Agi ing Division, the Director of Social Services shall malmtam _
Rules and Regulations for Program liason with social, health, and community
( Administration of Nursing Care Facilities 4gENCies.
: ili i t with a qualified
{ Cha 1 2. The facility will con’Erac . :
Chapter 11 social worker or recognized social agencies OFT17Z009”
. Section 15, Social Services. for consultatio and as51stance ona rﬂgular
' (a) The medically related social and basis, fwl.

- emotional needs of the resident shall be identified

and services shall be provided to meet them, W U i be ﬂ&f?v\.k»c é A7

either by qualified staff (a social worker or somal

' service associate), or through ’ﬁ‘L A A s A,LA*‘L) .

written procedures for referral to appropriate
social agencles.

(i) Facilities shall offer social services
regardless of the size of the facility.

(A) An individual on the facility staff
shall be designated in writing to maintain liaison
with social, health and community agencies.

(B) As appropriate, there shall be
; arrangements with qualified social workers or
recognized social agencies for consultation and
assistance on a regularly scheduled basis.

This requirement is NOT met as evidenced by:

Based on staff interview, the facility failed to
ensure social services was provided by qualified
staff or through consultation with qualified social
workers or recognized social agencies. The
findings were;

. Interview with the director of social services on

+ 8/12/09 at 8:11 AM revealed she was a registered
nurse and had eight years of social services

- experience at the facility. Further interview

+ revealed she was not a social worker or social

: service associate, nor did she receive

- consultation from a recognized social service
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