
I D A H 0 DEPARTMENT OF 

HEALTH & WELFARE 
C.l. "BUTCH" OTTER- GOVERNOR 
RICHARD M. ARMSTRONG- DIRECTOR 

January 2, 2014 

Larry Gilley, Administrator 
Bronco Senior Services Dba Hillcrest 
1093 S Hilton Street 
Boise, ID 83705 

Dear Mr. Gilley: 

TAMARA PRISOCK- ADMlNIST~TQJ3. 
DIVISION OF liCENSING & CERTIFICATION 

JAMIE SIMPSON- PROGRAM SUPERVISOR 

RESIDENTIAL ASSISTED liVING FACILITY PROGRAM 
P.O. Box 83720 

Boise, ld,ho 83720-0009 
PHONE: 208-364-1962 

FAX: 208-364-1888 

On January 2, 2014, a Follow-Up/revisit survey was conducted for the survey on 11/20/13, at Bronco Senior 
Services. As a result all of the non-core deficiencies have been cmTected. 

• The conditions of your provisional license have been met. Your full license has been restored and a new 
certificate enclosed. 

• The ban on resident admissions is lifted. You may resume admitting new residents to the facility .. 
• You are no longer required to retain your consultant. No finther consultant reports are required. 

Should you have questions, please contact me Jamie Simpson, at (208) 364-1962. 

· Sincerely, 

/~?-
JAMIE SIMPSON, MBA, QMRP 
Program Supervisor 
Residential Assisted Living Facility Program 

JS/ka 
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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 deficiencies were cited 
during the follow-up survey conducted between 
12130/2013 and 1/2/2014 at your facility. The 
surveyors conducting the survey were: 

Karen Anderson, RN 
Team Coordinator 
Health Facility Surveyor 

Maureen McCann, RN 
Health Facility Surveyor 

Gloria Keathley, LSW 
Health Facility Surveyor 
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