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January 11, 2016

Shelly Henderson, Administrator

Payette Center

1019 Third Avenue South

Payette, ID 83661-2832

Provider #: 135015

Dear Ms. Henderson:

On January 5, 2016, an on-site revisit of your facility was conducted to verify correction of deficiencies
noted during the survey of October 9, 2015. Payette Center was found to be in substantial compliance
with federal health care requirements regulations as of December 16, 2016.

Thank you for the courtesies extended to us during our on-site revisit. If you have any questions,
comments or concerns, please contact David Scott, R.N. or Nina Sanderson, L.S.W., Supervisors, Long
Term Care at (208) 334-6626, option 2.

Sincerely,

Wl Lo

David Scott, R.N., Supervisor
Long Term Care
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An on-site follow-up to a recertification survey
was conducted at the facility from January 4,
2016 to January 5, 2016.
The surveyors conducting the survey were:
Amy Barkley, RN, BSN, Team Coordinator
Angela Morgan,RN, BSN
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Electronically Signed

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 survey 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.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: CPF812 Facility ID: MDS001120 If continuation sheet Page 1 of 1




	010516PayetteCenterR_CFU 1
	010516PayetteCenterR_CFU 2

