IDAHO DEPARTMENT OF

HEALTH « WELFARE

C.L. "BUTCH’ OTTER - GovERNOR LESLIE M. CLEMENT—Depury DRECTOR
RICHARD M. ARMSTRONG - DREcTOR LICENSING AND CERTIFICATION
P.0. Box 83720

Boise, Idaho 83720-0009

PHONE 208-334-6626

FAX 208-364-1888

May 18, 2012

Linda Biain, Administrator
Cenoma House

1930 Heyburn Avenue East
Twin Falls, ID 83301

License #: Rc-479
Dear Ms. Biain:

On April 16, 2012, a State Licensure survey was conducted at Cenoma House. As a result of that
survey, deficient practices were found. The deficiencies were cited at the following level(s):

e Non-core issues, which are described on the Punch List, and for which you have submitted
evidence of resolution.

This office is accepting your submitted evidence of resolution.

Should you have questions, please contact Rachel Corey, RN, Health Facility Surveyor, Residential
Assisted Living Facility Program, at (208) 334-6626.

,. //@%

]&achel Cmey,

Team Leader

Health Facility Surveyor

Residential Assisted Living Facility Program

Sincerely,

c: Jamie Simpson, MBA, QMRP Supervisor, Residential Assisted Living Facility Program




IDAHO DEPARTMENT OF
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April 17,2012

Linda Biain, Administrator
Cenoma House

1930 Heyburn Avenue East
Twin Falls, ID 83301

Dear Ms. Biain:

A State Licensure was conducted at Cenoma House between 4/9/2012 and 04/16/2012. The facility
was found to be in substantial compliance with the rules for Residential Care or Assisted Living
Facilities (RALF) in Idaho. No core issue deficiencies were identified. The enclosed survey document
is for your records and does not need to be returned to the Department,

Please bear in mind that non-core issue deficiencies were identified on the punch list, a copy of which
was reviewed and left with you during the exit conference, on 04/16/2012. The completed punch list
form and accompanying evidence of resolution (e.g., receipts, pictures, policy updates, etc) are to be
submitted to this office within thirty (30) days from the exit date.

Please continue to monitor the facility’s compliance with the Rules for Residential Care or Assisted
Living Facilities, and pay special attention to the issues identified on the punch list. If the facility fails
to submit acceptable evidence of resolution, or if the non-core issue deficiencies are identified on
subsequent surveys, the Department will initiate enforcement actions per IDAPA 16.03.22.910.01-03,
which could include:

a. Issuance of a provisional license

b. Limitations of admissions to the facility

c. Hiring a consultant who submiits periodic reports to Licensing & Certification
d. Civil monetary penalties

Our staff is available to answer questions and to assist you in identifying appropriate corrections.
Should you require assistance or have any questions about our visit, please contact us at (208)
334-6626. Thank you for your continued participation in the Idaho Residential Care Assisted Living
Facility program.



Sincerely,

//(/(_/ A B// 78/ for

JAMIE SIMPSON, MBA, QMRP
Program Supervisor
Residential Assisted Living Facility Program
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Initial Comments

The residential care/assisted living facility was
found to be in substantial compliance with the
Rules for Residential Care or Assisted Living
Facilities in Idaho. No core deficiencies were
cited during the licensure and follow-up survey

| conducted on 4/9/2012 at your facility. The

surveyors conducting the survey were:

Rachel Corey, RN’
Team Coordinator
Health Facility Surveyor

-Matthew Hauser, QMRP

Health Facility Surveyor
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