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January 29, 2015

Cathy Morales, Administrator

Preferred Community Homes - Milliken
12553 West Explorer Drive Suite 190
Boise, ID 83713

RE: Preferred Community Homes - Milliken, Provider #13G053
Dear Ms, Morales:

This is to advise you of the findings of the Medicaid/Licensure Fire Life Safety Survey, which
was concluded at Preferred Community Homes - Milliken, on January 22, 2015.

Enclosed is a Statement of Deficiencies/Plan of Correction, Form CMS-2567, listing Medicaid
deficiencies and a similar form listing State licensure deficiencies. In the spaces provided on the
right side of each sheet, please provide a Plan of Correction. It is important that your Plan of
Correction address each deficiency in the following manner:

1. What cotrective 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 potenﬁal to be affected by the
same deficient practice and what corrective action(s) will be taken;

3. What 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 cormrective 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,

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




Cathy Morales, Administrator
January 29, 2015
Page 2 of 2 : -

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
construction, 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, return the 0r1gma1 to this office by
Februnary 11, 2015, and keep a copy for your records.

You have one opportunity 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 information as directed in the State Informal Dispute Resolutlon (IDR) Process which
can be found on the Internet at:

www.iclmr.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 February 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 during our visit. -If you have any questions,
please call our office at (208) 334-6626.

Sincerely,

W

MARK P. GRIMES
Supervisor
Free Life Safety & Construction Program

MPG/]j

Enclosure
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' DEPARTMENT QF HEALTH AND HUMAN SERVIGES . FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES . OMB NO. 0838-0391
STATEMENT OF DEFICIENCIES |04} PROVIDER/SUPPLIERICLIA {x2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING 02 - ENTIRE §TRUCTURE " GOMPLETED

13G053 B, WING D1/22/2015
NAME OF PROVIDER OR SUPPLIER BTREET ADDRESS, GITY, 8TATE, 2IP CODE

PREFERRED COMMUNITY HOMES - MILLIKEI] 7904 ARLINGTON DRIVE
NAMPA, ID 83686

{%4) 1D SUMMARY STATEMENT QF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX |(EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY,  PREFIX (EACH CORRECTIVE ACTION §HAOULD BE C“ﬂ&fg'c’“
TAG OR LEG [DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE .
DEFIGIENGY)
K000 INITIAL COMMENTS K 000

The facility is a single story, Type V(000},
residentlel bullding. The building Is protected
throughout except in the garage and atllo by a
NFPA 13 D fire sprinkler system with quick
response sprinkler heads, There is a complate
fire alarm/smaoke detection system, Tha facillty
wag bullt in Aprl of 1998, Currently itis llcensed
for 8 ICF/AD beds.

The following deficiency was cited at the above
facility during the annual Fire/Life Safety survey
conducted on January 21, 2015, The facllity was
surveyed under the LIFE SAFETY CODE, 2000
Edition, Chapter 33, Fxisting Residantial Board
and Care Occupancies, and in accordanca with
42 CFR, 483.470.

The Burvey was condusted by:

Nathan Elkins
Health Fagility Surveyor
Facllity Fire Safety and Construction

KC012| 483.470()(1)()) LIFE SAFETY CODE STANDARD|  K0012

IMPRACTICAL

Bulldings are of any construction type in
accordance with 8,21 other than Type (1 (000),
Type‘:l! (200}, or Type V (000) construction.

nnnnn

Excaption: Buildings pratected throughout by an
"approved, supervisad automatic sprinkler system
in accordance with 33.2.3.5 are permitted to be of
any type of construction.

This Standard is not met as evidenced by

| Based on observation, the facility failed to assure
that all smoke partifions would provide protection
against passage of amoke between

LABORATORY DIR IETORS QR FROVIDER/GUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (*e) DATE

0o Yaneogn 21\ L‘%

Any deficiency statement anding with an asterisk (*) denoles a deficiency which the institution r“ay be excused from mrien{mg providing it is deteriined that
other safeguards provide suificlent protection {o the pailents. (See instuclions.) Except for nursing homes, the findings staied above are disclosable 5D days
following the date of survey whather or net a plan of correction s provided. For nursing homes, the above findlngs and plans of cortection are disclosable 14
days follovnng the date Ihese dacuments are made available to the facilily. If deficiencies are c!ted an approved plan of corraction s requlsiie to continuad
program participation.

FORM CMS-2567(02-00) Previous Verslons Obaolets Godvai _ if contlnuation shaet Page 1 of 2
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'DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OME NO. 0838-0301

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION . (%3) DATE SURVEY

AND FLAN OF CORRECTION [DENTIFICATION NUMBER: A BUILDING 02 - ENTIRE 8TRUGTURE COMPLETED
13G0OB3 B. WING 0172212015

NAME OF PROVIDER OR SUPPLIER [ STREET ADDRESS, CITY, STATE, ZIP CODE -

PREFERRED COMMUNITY HOMES « MILLIKEl} 7904 ARLINGTON DRIVE
: NAMPA, ID 83686

' [64) 10 BUMMARY STATEMENT OF DEFICIENCIES D " PROVIDER'S PLAN DF CORREGTION (5]
PREFIX (BACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY]  PREFIX {EACH CORRECTIVE ACTION SHOULD BE GGM;QTEQ 0N
TAG OR LEG IDENTIFYING INFORMATION) TAG CROS3-REFERENCED TD THE APPROPRIATE
DEFICIENGY)
K0012| Continued From page 1 Koo12

compartments, This deficlent practice affected six
clients, two ataff members, and visitors on the
day of the survey, The facility is licensed for 8 ICF
heds.

Findings include;

During the facility tour on January 21, 2015 at
approximately 3:00 pm, it was observed that the
wall in the hallway bathroom had a 3" x 4" hole
that would allow the free passage of smoke in the
event of a fire. Interview with the administrator
revealed the facility was unaware of the hole In
the wall,

Actual NFPA Btandards:

NFPA 101, 8.2.4 Smoke Partitions.

8.2.4.1

Whare required slsewhere in this Code, smoke
partiions shall be provided to limit the transfer of
smoke.

8242

Smoke partitions shafl extend from the floor to the
underside of the floor or roof deck abovs, through
any concealad spacas, such as those sbove
suspended cellings, and through interstitial
shructural end machanical spaces.

Exception®: Smoke partitions shall be permitied
to terminate af the underside of a monolithic or
suspended celling system where the following
conditions are met:

(@) The celling system forms a continuous
membrane.

{b) Asmoketight joint is provided betwean the
top of the smoks partition and the bottom of the
suspended cailing.

{6) The space above the cellingis notueed az a
plenurm.

*ORM CMB-2887(02-99) Pravious Versions Obsoleta QOo4dv21 1 coniinuation shest Page 2 of 2
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' PRINTED: $1/27/2016

FORMAPPROVES— -
T '
STATEMENT OF DEFICIENGIES (1) IPRGWDENSUPPBIIEJERJGLIA {K2) MULTIPLE CONBTRUCTION (X3) gggﬁ fg_&vDEY
DE| MEBER:
AND PLAN OF CORREGTION NTIFICATION A BUILDING 02 - ENTIRE TRUCTURE
13G053 E. WING : 01/22/2015
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, OITY, STATE, ZIP CODE
PREFERRED COMMUNITY HOMES -~ MILLIKEN 7904 ARLINGTCON DRIVE
NAMPA, ID B3656
o BUMMARY STATEMENT OF DEFIGIENGIES [I»] PROVIDER'S PLAN GF CORREGTION (X8)
PREFIX (EAGH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EAGH CORRECTIVEASTION SHOULD BE {OMPLETE
TAG REGULATORY OR LS IDENTIFYING INFORMATION) TAG CROSES-REFERENCED 1O THE APPROPRIATE DATE

DEFICIENGY)

M Q00| 18.03.11 Initial Comments M (X0

The: facility is & single atory, Type V(000)
residsntial building, The bullding is protected
throughaut 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
buiit in Aprif of 1896. Currently it is licensed for 8
{CFAD bads.

The following defivienciss were cited at the above
facility during the annual Fire/Life Safely survey
conducted on January 21, 2015, The facility was
surveyed under the LIFE SAFETY CODE, 2000
Edition, Chaptar 33, Existing Residentizl Board
and Care Occupancies, and in accordance with
IDAPA 18.03.11 Rules Governing Intermediate
Care Faclities for People with Intelleotuat
Digahiliilas. N

The Survey was conducted by:

Nathan Elking
Health Fagcility Surveyor
Facility Fire Safsty and Construction

MM3081 16.03.11.110 Fire and Life Safely Standards Miaos

Buildings on the premises used as facilities must
meet all the requirements of local, state and -
national codes concerning fire and life safety
standards that are applicable to ICFAD facilitiss.

This RULE:: Is hot met as evidencad by:
Refar to the followlng federal "K” tags on CMS -
2567

K012 - Building Construction

It deficiencies ate cited, an approved plan of correction is requisite to continued program participation.
LABORATORY quEcTOR‘S OR PROVIDER/BUPPLIER REPRESENTATIVE'S SIGNATURE TiTLE {X8) DATE

2046

STATE FORM o Q04aV21 It eanfinuation sheat 1 of 4
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PRINTED: (1/27/2015

STATEMENT OF DEFICIENCIER (X1} FROVICER/SUPPLIER/CLIA
GND PLAN OF CORRECTION IDENTIFICATION NUMBER:

13G053

{%2) MULTIPLE CONSTRUGTION
A. BUILDING 02 « ENTIRE STRUCTURE

B, WING

{X3) DATE SURVEY
COMFLETED

01/22/2015

NAME OF FROVIDER OR SUPPLIER
~ PREFERRED COMMURNITY HOMES - MILLIKEN

STREET ADDRESS, GITY, STATE, ZIF CODE

7904 ARLINGTON DRIVE
NANPA, 1D 83686

(%410
PREFIX
TAG

BUMMARY BTATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE FRECEDED BY FULL
REGULATORY QR LEC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION (X5)

PREFIX (EAGH CORRECTIVE ACTION §HQULD BE COMPLETE
TAG GROSS-REFERENGED TO TRE APPROPRIATE DATE

DEFICIENCY)

MM345

Mi3g0

16.03.11.110.08(f) Portable Fire Extinguishers

Portable fire extinguishers must be servicad in
accordance with the applicable NFPA Standard
10 (1978 edition), "Portable Fire Extinguishers.”
Thia RULE: is not met as svidenced by:

Based on observation it was determined that the
facility failed to inspect the portable fire
extinguishers in accordancs with NFPA 10,
Monthiy inspections of portable fire extingulshers
helps to ensurs that they are located at thelr
designated locetion and thelr reliability in the event
they may be needed. The facility had a census of
gaven clients on the day of the survey. This
deficiency affected all clients, staff and visitors
prasent on the day of the survey.

Findings Include:

During a tour of the facility on January 21, 2015 at
approximately 3:15 pmn, observation of the
portable fire extinguleher Inspection tag affixed fo
the extingulsher indicated that no monthly
inapections since the annual inspeaction had been
documented. Whan questioned the administrator
was unaware of the missing monthly Inspections.

Actual NFPA Standarg:

NFPA 10 Standard for Portable Flre Extinguishers
1808 Edition

4-3 inspection.

4-3.1* Frequency.

Fire extinguishers shall be inspected when initiafly
placed in service and thereafter at approximately
30-day intervals. Fire extinguishers shall be
Inspacted at more frequent intervals whan
circumstances reguire.

16.03.11.120,03(a) Building and Equipment

The building and all equipment must be in good
repair. The walls and floors must ba of such

MiM345

MM3aa

If deficiencias are cited, an approved plan of correction is requisite to continued program partizipation,

STATE FORM tann

QO4v21

If continuaticn sheet 2 of 4
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PRINTED: 01/27/2015

JTATEMENT OF DEFICIENCIES {%1) PROVIDER/SUPPLIER/CLIA (X2) MULTIFLE CONSTRUCTION (%3] DATE SURVEY

! ION NUMBER: OMPLETED
AND PLAN OF CORREGTION DENTIFICATION NUMBER A BUILDING 02 - ENTIRE STRUGTURE. ¢
136083 B WING 0412212015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

PREFERRED COMMUNITY HOMES - MILLIKEN 7804 ARLINGTON DRIVE
NAMPA, ID 83886

(X4} ID SUMMARY STATEMENT OF DEFICIENCIES 1D PRGVIDER'S PLAN OF CORREGTIGN (*5)
PREFIX [EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE AGTION SROULD BE COMPLETE
TAG REGULATORY OR L8C IDENTIFYING INFORMATION) TAG GROSS-REFERENGED TO THE APPROPRIATE DATE

DEFICIENCY)

character as to permit frequent cleaning. Walls
and ceilings In kitchens, bathraoms, and utility
rooms must have smooth enameled or equally
washable surfaces. The building must be kapt
clean and sanitary, and avery reasonable
precaution must be taksn fo prevent the

entrance of insects and rodents.

Thig RULE: s not met as evidenced by:

Baged on observation, the facility failed to provide
exterlor window screens. This deficlent practice
sllows files and other insects into the facility,
affecting the six clients residing there on the day
of the survay. The facility is licensed for eight bed%
with a census of six on day of survey

Findings inchide

During the survey tour on Janusry 21, 2018 at .
approximately 3:30 pm, obgervaticn revealed the
facllity falled to provide exterior bedroem window
screena. The building administrator acknowledged
the finding during the &xit conference.

Actual reference:

iDAPA 16,02.11 - Rules Governing Intermediate
Care Facllity for Persons with Intsllectual
Disabilities (ICF/D)

120.03. 8 General Building Reguirements. All
huikiings to be used for ICF/ID facilities must be
be of such character suitable for such usage,
These buildings will be subject ta approval by the
Dapartment. Other requirements are as follows (a)
The building and ali equipment must be in good
fepair. The walls and floors must be of such
charactar as o permit frequent cleaning, Walls
and ceilings in kltchens, bathrooms, and utility
rooms must have amooth enamelad or egually
washable surfaces. The building rust be kept
¢lean and sanitary, and every reasonable
precaution must be taken to prevent the entrance
of insects and rodents,

if deflclsncies are cited, an approved plan of corection is requisits 1o continued program panicipation,

STATE FORM T . QG421 It continualion hiet 3 atd
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FORMAPPREVES— -
STATEMENT OF DEFICIENCIES (1) Paownsme]umbeamm (X2) MULTIPLE GONSTRUCTION {X3) DATE BURVEY
PLAN OF €O, D TION NUMBER: MPLE
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: 5. BUILDING 02 - ENTIRE STRUGTURE GOMPLETED
13G053 B. WING, 01/22/2015
NAME OF PROVIDER UR SURPLER STREET ADDRESS, GITY, 8TATE, ZIF CODE
PREFERRED COMMUNITY HOMES - MILLIKEN 7904 ARLINGTON DRIVE
NAMPA, D 83886
(4 ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 8
PREEI% (EAGH DEFICIENGY MUST BE FRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE GOMPLETE
TAG REGULATORY @R LBC [DENTIFYING INFQRMATION) TAG CROSS-REFERENGED TG THE APPROPRIATE DATE

DEFICIENGY)

- ke

if deficloncles are gitad, an spproved plen of correction 13 requisite fo continued program paricipation.

STATE FORM 8 P Q04vV21 ' It continuation sheet 4 of 4
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SISTART Embassy ASPIRE

ENRICHING PEOPLE'S LIVES Mansgement, LLG T AN FERVIaER

12553 W, Explorer Drive, Suite 190, Boise, ID 83713 * Office (208) 972-5252 * Fax (208) 780-1969

February 11,2013

Mark Grimes

Health Facility Surveyor
Non-Long Term Care
3232 Elder Street

P.O. Box 83709

Boise, Idaho 8§3720-0009

Dear Mr. Grimes,

Thaunk you for your ¢onsiderateness during the recent Fire Light Safety Survey at the Milliken
Helghts homes. Please see our responses below for each citation and please give us a call if you
have any questions,

K0012:

The wall in the hallway bathroom will be patched denying the fice passage of smoke in the event
of a real fire effecting all six individuals, Aspire Human Services currently has a monthly
checklist which is completed by the home supervisor or lead worker. The monthly checklist
includes cabinets, doors, and walls are in good condition. Each month aftet the hotne supetvisor
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.

Petsonal Responsible: Kristin Buchanan
Completion Date; 2,13,2015

MM309;

Aspire Human Services currently has a monthly checklist which is completed by the home
supervisor or lead worker, The monthly checklist includes cabinets, doors, and walls are in good
condition. 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.

Personal Responsible: Kristin Buchanan
Completion Date: 2,13,2015
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SL 'D&RT Embassy ASPIRE

ENRICHING PEQOPLES LIVES Management, LLe TESTAN SREVECHY, T

12553 W, Explorer Drive, Suite 190, Boise, ID 83713 * Qffice (208) 972-5252 * Fax (208) 780-1969

MM345:

Agpire Human 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, EHach month after the home supervisor ox lead worker has completed their monthly
check list the documentation will be turned into the Program Manager for verification that the
inspection has occourred.

Personal Responsible: Kristin Buchanan
Completion Date: 2,16,2015

MM380:

Aspire Human Services currently has a monthly checklist which is completed by the home
supervisor or lead worker. The monthly checklist has been revised to include the outside
appearance of the home; inclyding window screens. Each month after the home supervisor or
lead worker has completed their monthly checklist the documentation will be tumed into the
Program Manager for verification that the inspection has occurred,

Personal Responsible: Kristin Buchanan
Completion Date: 2.16.2015 -

Bochanan
Kristin Buchanan
Program Manager




