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March 13, 2014

Dale Amick, Administrator
Springridge Assisted Living Facility
2310 Rice Avenue

Caldwell, Idaho 83605

License #: RC-993
Mr. Amick;

On February 5, 2014, a state licensure survey was conducted at Springridge Assisted Living Facility. Asa
result of that survey, deficient practices were found. The deficiencies were cited at the following level(s):

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

Your submitted evidence of resolution are being accepted by this office. Please ensure the corrections you
identified are implemented for all residents and situations, and implement a monitoring system to make certain
the deficient practices do not recur.

Thank you for your work to correet these deficiencies. Should you have questions, please contact Rachel
Corey, RN, Health Facility Surveyor, Residential Assisted Living Facility Program, at (208) 364-1962.

Sincerely,

VWW“&(?‘;’Q /@K.)/ @’Sﬂ‘)

RACHEL COREY,RN 5%
Team Leader
Health Facility Surveyor

RC/sc

cc: Jamie Simpson, MBA, QMRP Supervisor, Residential Assisted Living Facility Program
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February 6, 2014

Dale Amick, Administrator
Springridge Assisted Living Facility
2310 Rice Avenue

Caldwell, Idaho 83605

Dear Mr. Amick:

A state licensure survey was conducted at Springridge Assisted Living Facility between February 4,
2014 and February 5, 2014. The facility was found to be in substantial compliance with the rules for
Residential Care or Assisted Living Facilities 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 February 5, 2014. Tﬁe 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. '

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) 364-1962,
Thank you for your continued participation in the Idaho Residential Care Assisted Living Facility

program.

Sincerely,

RACHEL COREY, RN
Health Facility Surveyor

Residential Assisted Living Facility Program

RC/sc
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R 000, Initial Comments R 000
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 2/4/2014 through 2/5/2014 at your
facility. The surveyors conducting the survey
were:
Rachel Corey, RN, BSN
Team Coordinator
Health Facility Surveyor
Rae Jean McPhillips, RN, BSN
Health Facility Surveyor
Bureau of Facility Standards
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IDAHD DEPARTMERT OF DIVISION OF LICENSING & CERTIFICATION ASSISTED LIVING
P.0O. Box 83720

HEALTH s WELFARE Boise, ID 83720-0036 Non-Core Issues Punch List
(208) 364-1262 Fax: (208) 364-1888 Page fof ! _
Facility License # Physical Address Phone Number
SpringRidge Assisted Living Facility PLLC RC-993 2310 RICE AVENUE (208) 402-5490
Administrator City : ZIP Code Survey Date
Dale Amick CALDWELL 83605 February 5, 2014
Survey Team Leader Survey Type : RESPONSE DUE:
Rachel Corey Licensure and Follow-up March 7, 2014
Administrator Signature Date Signed
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NON-CORE ISSU ES

. IDAPA. _ N N P L e - - Départment Use Only

ltem# ‘Rule# - B RE R S __;g': Descrlptlon I e L e _CEOR T

Lo 160322 L T e e e e pecanteg | INTtAIS
1 300.01 The facmty RN d|d not document assessments every 90 days or changes of COI‘IdItIOI‘I %”' i0-_ 44 ne
2 630.01  |Three of four staff did not have evidence of dementia training. 200148 R
3 711.08.e |Facility staff did not document care notes, such as notification of the RN for changes of condition. %;:(_0',__{ 4 g
4 730.01.e |Four of four staff did not have signed evidence of orientation training. PN U/ _
5 730.01.g |One of four staff did not have evidence of a criminal history check in the record. (;'zo 5 S g c
6 730.01.h  {Four of four staff did not have documented evidence of RN delegation. DY

HER




