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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,

   

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
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