
I D A H 0 DEPARTMENT OF 

HEALTH &WELFARE 
C.l. 'BUTCH" OTTER- Governor 
RICHARD M. ARMSTRONG -IY<ector 

May 13,2015 

Clint Calderwood, Administrator 
Teton Valley Residential Care Homes 
PO Box 319 
Victor, ID 83455 

Dear Mr. Calde1wood: 

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

3232 Ekler Street 
P.O. Box 83720 

Boise, Idaho 83720-0009 
PHONE: (208} 334-%26 

FAX: (208) 364-1888 
E-mail: fsb@dhw.klaho.gov 

On May 1, 2015, a Fire Life Safety Survey was conducted at Teton Valley Residential Care 
Homes. The facility was found to be providing a safe environment for its residents. 

The enclosed form, stating no core issue deficiencies were cited 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, 

MARKP. GRIMES, Supervisor 
Facility Fire Safety & Construction Program 
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R 000 Initial Comments 

The facility was found to be in substantial 
compliance with the life safety code requirements 
of the Rules for Residential or Assisted Living 
Facilities in Idaho. No core deficiencies were 
cited during the standard life safety code survey 
conducted on May 1, 2015. 

The survey was conducted by: 

Nathan Elkins 
Health Facility Surveyor 
Fire Life Safety & Construction 
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