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March 1§, 2015

Jeffrey Crowe, Administrator
Bee Hive Homes of Qakcrest
1850 North Lakes

Meridian, ID 83646

Dear Mr. Crowe:

On March 12, 2015, a Fire Life Safety Survey was conducted at Bee Hive Homes of Oakcrest.
The facilify was found to be providing a safe environment for its residents.

The enclosed form, stating no core issue deficiencies were c1ted during the survey, is for your
records only and need not be returned.

Should you have any questions about our visit, please contact me at (208) 334-6626.
Sincerely,
MARK P. GRIMES, Supervisor

Facility Fire Safety & Construction Program
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R 000 Initial Comments R 000
The facility was found fo be in substantial
compliance with the fire and life safety
requirements of IDAPA 16.03.22 Residential Care
or Assisted Living Facilities in Idahc during the
standard fire/life safety survey conducted on
March 12, 2015.
The surveyor conducting the survey was:
Sam Burbank
Health Facility Surveyor _
Facility Fire/Life Safety & Consfructicn Program
Bureau of Facility Standards
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