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RE: St Alphonsus Home Health & Hospice, Provider #131507 

Dear Ms. Stowell: 

On September 4, 2015, a follow-up visit of your facility, St Alphonsus Home Health & Hospice, 
was conducted to verifY cotTections of deficiencies noted during the survey of July 24, 2015. 

We were able to detetmine that the Medicare Hospice Condition of Participation of Patients' 
Rights (42 CFR 418.52) and Quality Assessment & Performance Improvement (42 CFR 
418.58) is now met. 

Your copy of a Post-Certification Revisit Report, Form CMS-2567B, listing deficiencies that 
have been corrected is enclosed. 

Thank you for the courtesies extended to the surveyors during their visit. If we can be of any 
help to you, please call us at (208) 334-6626, option 4. 

Sincerely, ~ 

11!£!~~ 
Health Facility Surveyor 
Non-Long Term Care 

GG/pmt 
Enclosures 
ec: Fe Yamada, CMS Region X Office 

~~ 
Co-Supervisor 
Non-Long Term Care 
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A follow-up survey was conducted at your 
hospice agency on 9/4/15. No deficient practices 
were identified during the survey. 

The surveyors that conducted the investigation 
were: 

Gary Guiles, RN, HFS, Team Leader 
Laura Thompson, RN, BSN, HFS 
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Any deficiency statement ending with an asterisk(*) denotes a deficiency which the institution' may be excused from correcting providing it is determined that 
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days 
following the date of sUJvey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued 
program participation. 
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