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RICHARD M. ARMSTRONG - Director
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Richard Davis, Administrator
Boise Group Home #6 Delmar 1
P.O. Box 4243

Boise, ID 83711

HEALTH &« WELFARE

DEBRA RANSOM, RN, RH.LT., Chief
BUREAU OF FACILITY STANDARDS
3232 Elder Strest

P.0. Box 83720

Boise, iD 83720-0009

PHONE  208-334-6626

FAX 208-364-1888

RE: Boise Group Home #6 Delmar 1, Provider #13G058

Dear Mr. Davis:

This is to advise you of the findings of the Medicaid/Licensure survey of Boise Group Home #6
Delmar 1, which was conducted on March 26, 2014.

Enclosed is your copy of the Statement of Deficiencies/Plan of Correction Form CMS-2567,
which states that no deficiencies were noted at the time of the survey,

Thank you for the courtesies extended to us during our visit. If you have questions, please call

this office at (208) 334-6626.

Sincerely,

Health Facility Surveyor
Non-Long Term Care

JT/pmt
Enclosures

NICOLE WISENOR
Co-Supervisor
Non-Long Term Care
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Boise Group Home #6 - Delmar 1 is in |
compliance with the requirements of 42 CFR 483
Subpart I, Conditions of Participation:
Intermediate Care Facilities for Persons with
Intellectual Disabitity. The annual receriification

survey was conducied from 3/24/14 to 3/26/14.

i The survey was conducted by:
Jim Troutfetter, QIDP, Team Leader
Michael Case, LSW, QIDP
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sulficient protection to the patients. (See instructions.} Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. |f deficiencies are cited, an approved plan of correction is requisite fo continued
program participation.
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Boise Group Home #6 - Delmar 1 is in
compliance with the reguirements of ldaho
Department of Health and Welfare Rules, Title
03, Chapter 11, "Rules Governing Intermediate
Care Facilities for the Intellectually Disabled
(ICF/ID)." The annual licensure survey was
conducted from 3/24/14 to 3/26/14.
The survey was conducted by:
Jim Troutfetter, QIDP, Team Leader
Michael Case, LSW, QIDP
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