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June 4, 2013

Diana Ray, Administrator

Meridian Care & Rehabilitation Center
1351 West Pine Avenue

Meridian, ID 83642

License #; Re-1036

Dear Ms. Ray:

On April 9, 2013, a initial licensure survey was conducted at Meridian Care & Rehabilitation Center. 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 no recur,

Thank you for your work to correct these deficiencies. Should you have questions, please contact Polly
Watt-Geier, MSW, Health Facility Surveyor, Residential Assisted Living Facility Program, at (208)
334-6626.

Sincerely.

Rl b.wvé«;,m:w

Polly Watt-Geier, MSW
Team Leader
Health Facility Surveyor

PWG

ce! Jamie Simpson, MBA, QMRP Supervisor, Residential Assisted Living Facility Program
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C.L. "BUTCH" OTTER — GovERNOR TAMARA PRISOCK — ADMINISTRATOR
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RESIDENTIAL ASSISTEQ LIVING FACILITY PROGRAM

P.0. Box 83720

Boise, ldahao 83720-0009

PHONE: 208-334-6626

FAX: 208-364-1888

April 19, 2013

Diana Ray, Administrator

Meridian Care & Rehabilitation Center
1351 West Pine Avenue

Meridian, ID 83642

Dear Ms. Ray:

A Initial Licensure was conducted at Meridian Care & Rehabilitation Center between April 8, 2013 and
April 9, 2013, 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 04/09/2013. 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) 334-6626.
Thank you for your continued participation in the Idaho Residential Care Assisted Living Facility

program.

Sincerely,

/P b.mf -_%r\, Mo
Polly Watt-Geier, MSW
Health Facility Surveyor

Residential Assisted Living Facility Program
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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 core deficiencies were
cited during the initial survey conducted between
April 8, 2013 and April 8, 2013 at your facility. The
surveyors conducting the survey were:

Polly Watt-Geier, MSW
Team Coordinator
Health Facility Surveyor

Karen Anderson, RN
Health Facility Surveyor

Maureen McCann, RN
Health Facility Surveyor
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MEDICAID LICENSING & CERTIFICATION - RALF
P.O. Box 83720

Boise, ID 83720-0036

(208) 334-6626 fax: (208) 364-1888

ASSISTED LIVING
Non-Core Issues

Punch List

Facih’ty Mame
Meridian Care & Rehab

Physical Address

Phone Number

1351 West Pine Ave (208) 888-7049
Administrator City Zip Code
Diana Ray Meridian 83642
Team Leader Survey Type Survey Date
Polly Watt-Geier Initial Licensure 04/09/13

NON-CORE |
Tem # B
009.05.a The facility did not conduct a Department criminal and history background check when there was a change of ownership
for 4 of 4 employees.
2 009.06.c One of 1 employee's did not have a State background check.
3 460.02.b More than 14 hours had elapsed between the evening meal and the breakfast meal.
Response Required Date Signature of Facility Representative Date Signed
05/09/13 ; q i ;
al ey ‘Q(“uu{ —_ q{i3
BFS-636 March 2006 O 9/04




