


I DA H 0 D E P A R T M E N T O F 

HEALTH & WELFARE 
C.L. "BUTCH" OTIER- GOVERNOR 

RICHARD M. ARMSTRONG- DIRECTOR 

February 10, 2014 

Christopher Moore, Administrator 
Hancock House - CTM Enterprises 
1322 Hancock Drive 
Boise, ID 83706 

Provider ID: RC-750 

Dear Mr. Moore: 

TAMARA PRISOCK-ADMINISTRATOR 
DIVISION OF LICENSING & CERTIFICATION 

JAMIE SIMPSON - PROGRAM SUPERVISOR 

RESIDENTIAL ASSISTED LIVING FACILITY PROGRAM 
P .o. Box 83720 

Boise, Idaho 83720-0009 
PHONE: 208-364-1962 

FAX: 208-364-1888 

A state licensure survey was conducted at Hancock House - CTM Enterprises between February 6, 2014 
and February 7, 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 7, 2014. 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. 

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, 

/a-f--C,,_,, 
RACHEL COREY, RN 
Health Facility Surveyor 
Residential Assisted Living Facility Program 

RC/sc 



Residential Care/Assisted LivinQ 
STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(X1) PROVIDER/SUPPLIER/CUA 
IDENTIFICATION NUMBER: 

13R750 

(X2) MULTIPLE CONSTRUCTION 

A. BUILDING: ________ _ 

B. WING 

PRINTED: 02/07/2014 
FORM APPROVED 

(X3) DATE SURVEY 
COMPLETED 

02/07/2014 

NAME OF PROVIDER OR SUPPLIER 

HANCOCK HOUSE - CTM ENTERPRISES 

STREET ADDRESS, CITY, STATE, ZIP CODE 

1322 HANCOCK DRIVE 
BOISE, ID 83706 

(X4) ID 
PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION) 

R oool 1nitial 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 2/6/2014 through 2/7/2014 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 

ID 
PREFIX 

TAG 

ROOD 

LABORATORY DIRECTOR'S OR PROVJDER/SUPPLlER REPRESENTATIVE'S SIGNATURE 

STATE FORM 6899 MJIS11 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

TITLE 

(XS) 
COMPLETE 

DATE 

(X6) DATE 

If continuation sheet 1 of 1 
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DIVISION OF LICENSING & CERTIFICATION 

P.O. Box 83720 
Boise, ID 83720-0036 

ASSISTED LIVING 
Non-Core Issues Punch List 

Page 1 ot_L_ (208) 364-1962 Fax: (208) 364-1888 
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Hancock House - CTM Enterprises RC-750 1322 Hancock Dr _ 1(208) 344-9044 
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~~~~:-,;:;~~~~March 9, 2014 

2 

3 320 

4 320.02.i 

5 320.03 

6 640 

7 711.08.e 

8 730.01.e 

9 305.04 

The medication cart was observed unlocked and unattended during the survey. 

Facility staff did not watch each resident take their medications. 

A NSA was not developed for Resident #2. 

Resident #3's behaviors were not evaluated, to include situations that triggered the behaviors and specific interventions for 
each behavior. 

Resident #1 and #3's NSAs were not signed and dated by all responsible parties. 

The house mana·ger did not have documented evidence of 8 hours of continuing education. 

Facility staff did not document when they notified the facility RN for residents' changes of condition. 

One of two employees, did not have documented evidence of orientation training in the employee record. 

The facility RN did not make recommendations after residents experienced changes of condition, such as a random 
resident's rash, and when Resident #1!t had a dental procedure. 
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I DA H 0 D E PA R MENT OF 

HEALTH & WELFAREFood Establishment Inspection Report 
Residential Assisted Living Facility Program, Medicaid L & C 
3232 W. Elder Street, Boise, Idaho 83705 
208-334-6626 Critical Violations Noncritical Violations 

~ 

EHS/SUR# 

Risk Category: 

\\111r1 

~nspection time: . , 
··1 ~\\'\- \) il0 \)(V'l 

Follow-Up Report: OR 
Date: ___ _ 

Travel time: 

On-Site Follow-Up: 
Date; ___ _ 

# ofRlskFactor 
Violations 

#of Repeat 
Violations 

(/) 
;-----

Score //;') 
IC/ 

-A--~9i'§;!lre?:tef'.~ail:$· .Me_li_ 
or5·.High;-risk_=-1nandatory< 
:Orl-'s,j_te,r~iQfu'.i'ectf()rt · 

#-ofRetailPractice v_) 
Violations ,·""' 

#ofRepeat 
Violations 

-;--

A·s.CQre'~~e!lter_·tb,.~~-:?;fyfed 
pr.s·~~'.'.ti.*'·9·"Tafi~.~lht:Y 
op-site.J:e_ill-sp·ectio;ll'--': · 

N NIO NIA 15. Proper cooking, firn.e and temperature (3-401) 0 0 'ff N r N ~ NIA 16, Reheatingforhoth0lding(3-403) D D 
f:tl NIA 17. Cooling (3-501) D D 

y, N 
NIO NIA 18.Hotholding(3-501) D D 

f' N Eating, tasting, drinking, or tobacco use 

x N 4. Discharge from eyes, nose and mouth (2~40.1) 

•.:sl!if!l[&l.~6'lt4,Bi'!lllil~l:!!!lt§~ 

NIO NIA 19. Cold Holding (3-501) 0 0 
N N/O NIA 20. Date'marking and disposition .(:}-501) 0 0 

y N N/O Nip! 21. Time as a publlc health control (procedures/records) O 0 ; 3-501 
J( N 5, Clean hands, properly washed (2-301) D D 

}'. N 6. Bare hand contact with ready-to-eat foods/exemption D D (3-301) J(N NIA D D 
,'f N ), D D 

1< N D D 
y N NIO ~ D D 

Y; N D D 
y N NIA D D 

y N Nji( 

x N 

D D 
D D 

){ N NIA Food segregated, :separated and protectE;!d (3~$02) D D 
)l N NIA 12. Food contact surfaces· clean and sanitized D D 4-5, 4-6, 4-7 

y N 26. Compliance w)th variance am;! HACCP plan (8-201} 0 0 

.N N 13. Returned I reseruice:of food (3-306 & 3-801) D D Y = Y\lS, iA compliani;:e N =no, not io. compliance 

yr N 14. Discarding I reconditioning unsafe foo·d (3-701) D D N/0 =not observed NIA= not applicable 
COS= Corrected on-site R=Repeat violation 

181 =COS orR 

cos R cos R cos R 

D 27. Use of ice and pasleaized eggs D D D 34. fbodconlaminalion D D D 42. Food utensils'lin-use D D 
D 28.No'ater source and quantity D D D 35. Equipment for temp. D D D 43. Thermomelers/Test strips D D control 

D 29. lnsectslrodenlslanirnals D D D 36. Personal cleanliness D D D 44. Warewashing facility D D 
D 30. food and non-food contacl surfaces: oonslruo!ed, D D D 37. food labeled/oonditlon D D D 45. Wiping cloths D D oleanable, use 

D 31. PIL.ln1bing installed; cross.conneo!ion; rniok flow D D D 38. Plait fo'od cookihg D D D 46. Ulensil & single"service storage D D revenlion 

D 32. Sewage and wasle water disposal D D D 39, Thawing D D D 47. Physical faoili1ies D D 
D 33. Sinks oonlaminaled from cleaning main!enaf¥e tool$ D D D 40, Toilel facllilies D D D 48. Spe::ialized processing methods D D 

D 41. Garbage and refuse D D D 49. other D D di osal 

J!!~l!B~!l!llmf~Jl$l !!JUI! .. l)Jilt'l!l!il!l1lilk .il 

;,1) · ·, f~r''( 1( j\1\f\"i I ... > . l \/ 
Title Date 

). ~-7.e I Ci 
iv/ ' I Follow-up: Ye.s, 

{ /." //l/ Date {Circle One) 1NO) 


