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.'I A recertification stirvey was conducted by Heallhcare 1. The CEO Wﬂl revise and edit lhe :

_}. Licensing and Surveys from 1/12/26 to 1/15/26. )| Grievance policy, with board 1
$1009 . Organization and Management $1009 : | approval, to include the names,

CFR(s): Ch 10 Sec 5 (a)(x)

(8} Governing Body. The hospice program shall have a
governing body which has the legal authority an
responsibility to operate the hosplce program. The
governing body shall:

{x) Develop a written grlevance procedure.

(A} The grisvance procedure shall establish a system of
reviewing complaints and allegations of patients'
rights vialatiens to include, but net be limiled to:

(1) Patient method to volce grlsvance;

{ IJ) The Hospice Pragram's written response to patient
grievances;

() List of agencles, with addresses and telephone
numbers, for patients to contact If grlevances are not

addressed satisfactorily; end

i(IV) Written reparts on all grievances and resolutions
'| shall be provided to the State Survey Agency, within
|| ten (10} davs after the ariavancs is filad.

" - This LICENSURE REQUIREMENT is NOT MET =s evidenced by

.Based on grievance procedure review, admisslon packet

review, and staff interview the facility falled to
ansure z list of agencies, with addresses and telephone
numbers were Included. The findings were:

Review of the policy "Fatient/Representative

the state ombudsman, the

and the Department of Family
Services by 2/23/26.

2. The Quality & Compliance
updated Grievance policy by
2/27127.

will mail a copy of the updated
Grievance policy to all current

Services will ensure that the

2/27/26.

5. The Quality & Compliance
Manager will conduct monthly

addresses and phone numbers of

Wyoming Department of Health,

Manager will educate all staff on the

3. 'The Director of Clinical Services

hospice patients families by 2/27/26.
4. The Assistant Director of Clinical’

admission packets are updated with
the updated grievance packetsby !}

audits of 10% of admissions for
next 6 months. Then will review
the admission packets annually in
to ensure continued compliance.
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Complalnts® last reviewed 12/15/25 falled to show the

list of agencles with addresses and telephane numbers a
patent or patlent representative could use for a
corplalnt.

Revlew of the patlent admisslon packet showed the
facillty only Included & phone number for the Director
of Clinlcal Services or the Executlve Directer, and a
phone number for the Long Term Care Ombudsman.

Revlaw of hand book "Famlly Resource Guide hand
defivered on 1/16/26 at 10 AM showed "...You or your
personal representalive has the right to express

complalnta to Central Wyoming Hosplce and to the
Department of Health and Human Services..." The notice
falled to Include the Ombudsman Information, Wyoming
Dapartment of Famlly Services, or Wyoming Department of
Health - Healthcare Licensing and Surveys Information.

Interview with RN #1 on 1/16/26 et 8:60 AM revealed the
addresses and telephone numbers ware suppose to be In
the policy and were not.
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