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October 26, 2015

Rene Stephens, Administrator
Hillerest Home

1411 Falls Avenue East, Suite 703
Twin Falls, ID 83301

RE: Hillcrest Home, Provider #13G048
Dear Ms. Stephens:

This is to advise you of the findings of the Medicaid/Licensure survey of Hillerest Home, which
was conducted on October 20, 2015.

Enclosed is your copy of the Statement of Deficiencies/Plan of Correction Form CMS-2567,
which states that no deficiencies were noted at the time of the survey.

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

Sincerely,

IM TROULFETTER NICOLE WISENOR
Health Facility Surveyor Co-Supervisor
Non-Long Term Care Non-Long Term Care
JT/pmt
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APFROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0638-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CCRRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
13Go48 D, WING 101262015

NAME OF PROVIDER OR S8UPPLIER

STREET ADDRESS, CITY, STATE, 2P CODE
2216 HILLCREST DRIVE

HILLCREST HOME TWIN FALLS, ID 83301
(X4} ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (8
PREFIX {EACH DEFICIENCY MUST BE FRECEDED 8Y FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING TNFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE OATE
DEFICIENCY?
W 000 | INITIAL COMMENTS W 000
Clearwater Care Center - Hificrest is in
compliance with the requirements of 42 CFR 483
Subpart |, Conditions of Participation:
Intermediate Care Facllities for Individuals with
Intellectual Gisabilities for the recertification
survey conducted from 10/19/15 to 10/20/15.
The survey was conducted by:
Jim Trouifelter, QIDP
LABORATCRY DIRECTOR'S OR PROVIDER/SUFPLIER REPRESENTATIVE'S SIGNATURE TITLE {48} DATE

Any deficioncy staterment ending with an asterisk {*) denoles a deflclency which the instilution may be excused from correcting providing it s determined that
other safeguards provide sufficient protection to the patients. {Seze instructions.) Except for nursing homes, the findings stated above are disclosable 30 days
fallawing the date of survey whether or not a plan ef correction is provided. For nursing homes, the above findings and plans of coerection ase disclosable 14
days following the dale thase doguments are made available o the facility. H deficiencies are cited, an approved plan of correction is raquisite to confinued

praogram participatien.

FORM CMS-2867{02-98) Previous Versions Dbsolete

Event {H:HEEZ 11

Facifity iD: 136048
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FORM APPROVED
Bureau of Facility Standards :
STATEMENT OF DEFICIENGIFS X1} PROVIDERISUPPLIER/CLIA {X2) MULTIFLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
13G048 B WING 10/20/2015
NAME OF PROVIDER OR SUPPLIER STREET ADCRESS, CITY, STATE, ZIP CODE
2215 HILLCREST DRIVE
HILLCREST HOME
HOM TWIN FALLS, ID 83301
(Xa31D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION b o
PREFIX {EACH DEFICIENCY MUST BE PRECEDED Y FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
DEFIGIENCY)
# 00G 16.03.11 initial Comments M 000
Clearwaler Care Center - Hilicrest is in
compliance with the requirements of ldaho
Department of Health and Welfare Rules, Title
03, Chapter 11, "Rules Govemning Intermediate
Care Facilities far People with intellectual
Disabifities (ICFs/IDY" for the licensure survey
conducied from 10/19/15 to 10/20f15,
The survey was conducted by
Jim Troutfetter, QIDP
Bureau of Facility Standards
LABORATORY DIREGTOR'S UR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE $9) DATE
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