
IDAHO DEPARTMENT OF 

HEALTH &WELFARE 
C.L. 'BUTCH" OTIER- Governor 
RICHARD M. ARMSTRONG -Director 

Janmuy 29, 2015 

Shantelle Kates, Adnllnistrator 
Preferred Community Homes - Mallard 
12553 West Explorer Drive Suite 190 
Boise, ID 83713 

RE: Preferred Community Homes -Mallard, Provider# 130032 

Dear Ms. Kates: 

DEBBY RANSOM, R.N., R.H.I.T- Chief 
BUREAU OF FACILITY STANDARDS 

3232 Elder Street 
P.O. Box 83720 

Boise, Idaho 83720·0009 
PHONE: (208) 334·6626 

FAX: (208) 364-1888 
E+mail: fsb<Wdhw.klaho.gov 

This is to advise you of the findings of the Medicaid/Licensure Fire Life Safety Survey of Prefened 
Community Homes- Mallard, which was concluded on Janumy 22, 2015. 

Enclosed is your copy of a Statement of Deficiencies/Plan of Correction, fonn CMS-2567, which states 
that no Medicaid deficiencies were noted at the time of the survey. 

Also enclosed is a Statement of Deficiencies/Plan of Conection fmm listing State licensure deficiencies. 
In the spaces provided on the right side of each sheet, please provide a Plan of Conection. It is 
important that your Plan of Correction address each deficiency in the following manner: 

1. What corrective action( s) will" be accomplished for those individuals found to have been affected by 
the deficient practice; 

2. How you will identifY other individuals having the potential to be affected by the same deficient 
practice and what corrective action(s) will be taken; 

3. \Vhat measures will be put in place or what systemic change you will make to ensure that the 
deficient practice does not recur; 

4. How the corrective action(s) will be monitored to ensure the deficient practice will not recur, i.e., 
what quality assurance program will be put into place; and, 
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5. Include dates when corrective action will be completed. 42 CFR 488.28 states ordinarily a provider 
is expected to take the steps needed to achieve compliance within 60 days of being notified of the 
deficiencies. Please keep this in mind when preparing your plan of correction. 
For corrective actions which require conshuction, competitive bidding, or other issues beyond the 
control of the facility, additional time may be granted. 

Sign and date the form( s) in the space provided at the bottom of the first page. 

After you have completed your Plan of Correction, retum the original to this office by February 11, 
k_015, and keep a copy for your records. 

You have one opporhmity to question cited deficiencies through an informal dispute resolution process. 
To be given such an opportunity, you are required to send your written request and all required 
infonnation as directed in the State Informal Dispute Resolution (IDR) Process which can be found on 
the Internet at: 

www.icfrnr.dhw.idaho.gov 

Scroll down until the Program Information heading on the right side is visible and there are three IDR 
selections to choose from. 

This request must be received by February 11, 2015. If a request for informal dispute resolution is 
received after Febtuaty 11, 2015, the request will not be granted. An incomplete informal dispute 
resolution process will not delay the effective date of any enforcement action. 

Thank you for the courtesies extended to our staff duting our visit. If you have any questions, please call 
our office at (208) 334-6626. 

Sincerely, 

1lfi/,___ 
MARK P. GRIMES 
Supervisor 
Facility Fire Safety and Construction Program 

MPG/lj 

Enclosures 
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CENTERS FuR MEDICARE & MEDICAID SERVICES OMB NO. 0938"0391 
STATEMENT OF DEFICIENCIES 
AND PlAN OF CORRECTION 

(X1) PROVIDERISVPPliSR/CLIA 
IDENTIFICATION NUMBER; 

13G032 

(X2) MULTIPLE CONSTRUCTION 
A, BUILDING 02 • ENTRII'! STRUCTURE 

B. WING 

()(3) DATE SURVEY -
COI/l'L5T50 

01122/2015 
NAM5 OF PROVIDER OR SUPPLJ5R 

PREFERRED COMMUNITY HOMES- MALLAR 
SIREET ADDRESS, CITY, SlATE, ZIP CODE 

699 SOUTH OTTER 
MERIDIAN, ID 83642 

PReFIX (EACH DEFICIENCY MUST BE ?RECEDED BY FULL R5GULAIOR 
(X4) 10 SUMMARY STATEMENT OF 05FICIENCIES 1 
lAG OR LSC IDENTIFYING INFORMATION) 

K 000 INITIAL COMMENTS 

The facility is a single story, Type V(OOO), 
residential building. The building is protected 
throughout except in the garage and attic by a 
NFPA 13 D fire sprinkler system with quick 
response sprinkler heads. There is a complete 
fire alarm/smoke detection system. The facility 
was built in January of 1996. Currently it is 
licensed for 81CF/ID beds. 

The facility was found to be in substantial 
compliance during the annual Fire/Life Safety 
survey conducted on January 21,2015. The 
facility was surveyed under the LIFE SAFETY 
CODE, 2000 EdiUon, Chapter 33, ExisUng 
Residential Board and Care occupancies, and in 
accordance with IDAPA 16.03.11 Rules 
Governing Intermediate Care Facilities for People 
with Intellectual Disabilities. 

The Survey was conducted by: 

Nathan Elkins 
Health Facility Surveyor 
Faoillty Fire Safety and Construction 

10 
PR5FIX 

TAG 

KOOO 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS·R5FERENCED TO THSM'PROPRIAT5 
DEFICIENCY) 

IMl 
COMPt.~llON 

DATe 

(XO) OAT£ 

Any deficiency statement en(ling with an asterisk(') (lenoles 9 deficiency whlcaths ins\t\vlion may be excused fr~m correcting ptovldlng it I& determined that 
other s9foguards provide sufficient protection to 1he patients. (See inslfuotlons.) Except lor nursing homes, the findings s1aled above are disclosable 90 days 
following tho data of survey whether or not a plan of cor,.,clion is JliOVided. For nursing homes. lhe above findings and plans of correotlon are di$closabta 14 
dll)ls follov~ng lho dale these documents are made available 10 1he facility. If deficiencies are cile(l, an approved plan of COfl'<IOlion is requis"• to continued 
progrom participation, 

FORM CMS-:2567(0:2·99) PreVious Versions Obsolete QeHI21 llconlinusUon aheet Page 1 or1 
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r~l~T!!MENT OF DEFICIENCIES 
r"D PI.AN OF CORRgCTION 

NMIE OF PROVIDER ORSUPP,I5R 

{X1) PROVIDERISUPP"ERICLIA 
IDENTIFICATION NUMBER: 

13G032 

(X2) MVJ.l1PLE CONSTRUCTION 

A. BUI,OING 02 • ENTIIIE STRUCTURE 

B. WING 

PREFERRED COMMUNITY HOMES • MALLARD 

STREET ADDRESS, CITY, STATE, ZIP CODE 

699 SOUTH OTTER 
MERIDIAN, lD 83642 

No. 8342 P. 42 
PRINTED: 01/27/2015 

()(3) DATE SURVOY 
COMP,ETEP 

01/22/2015 

(M)IO SUMMARY STATEMENT 01' DEFICIENCIES 
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY I'ULL 

TAG REGULATORY OR "SC IDENTIFYING INFORMATION) 

ID 
PREFIX 

TAG 

PROVIDER'$ PLAN OF CORRECTION 
(E'ACH CORRECTIVE ACTION SHOULD BE 

CROSS.REFEReNCED TO THEAPPROPRlA.TE 
DEFICIENC'j) 

(XD) 
COMP,ETE 

DATE 

MOOO 16.03.111nitial comments M 000 

The facility is a single story, Type V(OOO) , 
residential building. The building is protected 
throughout except in the garage and attic by a 
NFPA 13 D fire sprinkler eystem with quick 
response sprinkler heads. There Is a complete fire 
alarm/smoke detection system. The facility was 
built in January of 199ft Currently It Is licensed for 
81CFIID beds. 

The following deficiency was cited at the above 
facility during the annual Fire/Life Safety survey 
conducted on January 21, 2015. The faci lily was 
surveyed under the LIFE SAFETY CODE, 2000 
Edition, Chapter 33, Existing Residential Board 
and Care Occupancies, and In accordance with i 
IDAPA 16.03.11 Rules Governing Intermediate 
Care Facilities for People with Intellectual 
Disabilities. 

The Survey was conducted by: 
' 

Nathan Elkins 
Health Facility Surveyor ' 
Facility Fire Safety and Construction 

MM345 16.03.11.11 0.06(1) Portable Fire Extinguishers MM345 
! 

Portob• fire '"'"'""'"' m"'l 0. ~"""" '" j ! accordance with the applicable NFPA Standard 
10 (1978 edition), "Portable Fire Extinguishers." 
This RULE: is not met as evidenced by: 
Based on record review It was determined that th 
facility failed to inspect the portable fire . 

extinguishers in accordance with NFPA 10. 
Monthly Inspections of portable fire extinguishers 
helps to eneure that they are located at their 
designated location and their reliability in the even 
they may be needed. The facility had a census Of 
seven clients on the day of the survey. This 

If deficlenclel:l are c1ted 1 a.n appfoved plan of correohon 1S ree(uisfte to contmue:d progtarn participation • 
. I.A601'Al9)'f .~~RECTOR'S OR PROVIDER/SVPPLIER REPRESENTATIVE'S SIGNATURE 

~ ~0; ' 
STATE FORM '""' 

TITLE 
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STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(XI) PROVIOER/SOPPUER/CLIA 
IDENTIFICATION NUMBER: 

13G032 

(X2) MULTIPLE CONSTRUCTION 

A. BUILDING 02 • EllTRIE STRUCTURE 

B. WING 

No. 8342 P. 43 
PRINTED: 0112712016 

(X3) DATE SURVEY 
COMPLETED 

01/22/2015 
Ni'Aig OF PROVIDER OR SUPPLIER 

PRI:!FERRED COMMUNITY HOMeS- MALLARD 

STREET ADDRESS, CITY, STATE, ZJP COOE 

S99 SOUTH OTTER 
MERIOIAN, ID 83642 

(X4) 10 
PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDE;NTIFYING INFORMATION) 

MM345 Continued From Page 1 

deficiency affected all clients, staff and visitors 
present on the day of the survey. 

Findings include: 

During a tour of the facility on January 21,2015 at 
approximately 12:00 pm, observation of the 
portable fire extinguisher Inspection tags affixed t 
the extinguisher indicated that the monthly 
inspections from October 2014-Dec!!mber 2014 
were missing. When questioned about the 
monthly inspections the administrator was 
unaware of the missing monthly Inspections. 

Actual NFPA Standard: 

NFPA 10 Standard for Portable Fire Extinguishers 
1998 Edition 
4-31nspection. 
4-3.1* Frequency. 
Fire extinguishers shall be Inspected When initially 
placed In service and thereafter at approximately 
30-day intervals. Fire extinguishers shall be 
Inspected at more frequent intervals When 
circumstances require. 

10 
PREFIX 

TAG 

MM345 

I I 

, PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTNI:OACTlON SHOULD BE 

CROS$-REFERENCED TO THEAPPROPRJATE 
DEFICIENCY} 

(XS) 
COMPLETE 

DATE 

~! de_fic_ie~.~~~-re_cil_ed_._~~--~~~roved plan. ~f wrrection ~~--requisite to continued progr~:::m:..:P:::artc..IC:..:IPc..~l'=to'::~'=:-:-~~~~~-
STATE FORM "''" QEHI21 lfttlntinuatlonst'ftt 2of~ 
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eEl. 
SLJTART 
ENRICHING PEOPlE'S UVES 

\ 

Embassy 
MaJagamcntl LI,C 

No. 8342 P. 40 

~ 
ASPIRE 
fiUMAN e.Uit\'I~Eli. LLG 

1Z553 W. Explorer Drive, Suite 190, Boise, JD 83713 *Office (208) 972-5252 *Fax (208) 780-1969 

February 11, 2015 

Mark Grimes 
Health Facility Surveyor 
Non·LongTerm Care 
3232 Elder Street 
P.O. Box 83709 
Boise, Idaho 83720-0009 

Dear Mr. Grimes, 

Thank you for your considerateness during the recent Fire Light Safety Survey at +t.~ 
homes, Please see our responses below for each citation and please give us a call ~f~ any 
questions. 

MM345: 
Aspire Hu.man Services currently has a monthly checklist which is completed by the home 
supervisor or lead worker. The monthly checklist indicates the date on the extinguisher will be 
documented. Each month after the home supervisor or lead worker has completed their monthly 
check list the documentation will be turned into the Program Manager for verification that the 
inspection has occurred. 

Pernonal Responsible: Kristin Buchanan 
Completion Daie; 2.16.2015 

\~\OU\[)Z)() 
Kristin Buchanan 
Program Manager 


