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August 17, 2016

G. David Chinchurreta, Administrator
Sunny Ridge

2609 Sunnybrook Drive

Nampa, ID 83686-6332

Provider #: 135102

Dear Mr. Chinchurreta:

On August 17, 2016, an off-site follow-up of your facility was conducted to verify correction of
deficiencies noted during the survey of July 14, 2016. Sunny Ridge was found to be in substantial
compliance with federal health care requirements regulations as of August 15, 2016.

Thank you for your assistance during the off-site follow-up process. 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,

W et

David Scott, RN, Supervisor
Long Term Care

DS/lj
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