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February 25, 2015

Joe Frasure, Administrator
Aspen Home Care

2867 E Copperpoint Dr
Meridian, ID 83642

RE: Aspen Home Care, CCN #137091
Dear Mr. Frasure:

This is to advise you of the findings of the Medicare/Licensure survey of Aspen Home Care,
which was concluded on February 12, 2015.

Enclosed is your copy of the Statement of Deficiencies/Plan of Correction, Form CMS-2567,
which states no deficiencies were identified and the Aspen Home Care was found in full
compliance with all Conditions of Participation. A similar form stating no state licensure
deficiencies were identified is also enclosed.

Thank you for the courtesies extended to us during our visit. If you have any questions, please
call this office at (208) 334-6626, option 4.

Sincerely,

LAURA THOMPSON SYLVIA CRESWELL
Health Facility Surveyor Co-Supervisor
Non-Long Term Care Non-Long Term Care
LT/pmt

Enclosures
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A Medicare recertification survey was conducted
at your home health agency from 2/10/15 to
2M2/15. The agency was found in full
compliance with 42 CFR 484 Conditions of
Participation for Home Heaith Agencies.

Surveyors conducting the survey were:

Laura Thompson, RN, HFS, Team Lead
Susan Costa, RN, HFS
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A state licensure survey was conducted at your
home health agency from 2/10/15 to 2/12/15. No
deficiencies were identified.

Surveyors conducting the survey were;

Laura Thompson, RN, HFS, Team Lead
Susan Costa, RN, HFS
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