
I D A H 0 DEPARTMENT OF 

HEALTH & WELFARE 
C,:... "BUTCW OTT!:R.-Govemor 
RlCHARD M- ARMSTRONG - Direcinr 

May 12,2014 

'v1ichelle J erue, Administrator 
Belmont Care Center Crestview 
4806 Hawthome Road 
Chubbnek. ID 83202 

RE: Belmont Care Center Crestview, Provider# 13G050 

Dear Ms .. Jerue: 

DEBBY RANSOM, R.t< .. R.H.I.T ~Chief 
BUREAU OFF AGILITY STANDARDS 

3232 Elder Stroot 
?.0, Box 83720 

3oise, Idaho 8372lM!{)09 
PHONE: (2ll&) 334-6626 

EAX: (200) 364-18&S 
E-mai!: fsb@dhw.idai'c,gov 

This is to advise you of the findings of the Medicaid/Licensure Fire Life Safety Survey of Belmont Care 
Center Crestview, which was concluded on April29, 2014. 

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

Also enclosed is a Statement of Deficiencies/Plan of Correction fonn listing State licensure deficiencies. 
ln the spaces provided on the right side of each sheet, please provide a Plan of Correction. It is 
important that your Plan of Correction address each deficiency in the following manner: 

1. \\'hat corrective action(s) will be accomplished for those individuals found to have been affected by 
the deficient practice: 

2. How you will identifY other individuals having the potential to be affected by the same deficient 
practice and what corrective action( s) will be taken; 

3. Vvnat measures "ill be put in place or what systemic change you will make to ensure that the 
deficient practice does not recur; 

4. How the corrective action(s) '-'ill be monitored to ensure the deficient practice will not recur, i.e., 
what quality assurance program will be put into place; and, 
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5. Include dates when corrective action will be completed. 42 CFR 488.28 states ordinarily a provider 
is expected to take the steps needed to achieve compliance within 60 days of being notified of the 
deficiencies. Please keep this in mind when preparing your plan of correction. 
For corrective actions which require construction, competitive bidding, or other issues beyond the 
control of the facility, additional time may be granted. 

Sign and cl.i'\te the form(s) in the space provided at the bottom of the first page. 

After you have completed your Plan of Correction, return the original to this office by Mav 26, 2014. 
and keep a copy for your records. 

You have one opportunity to question cited deficiencies through an informal dispute resolution process. 
To be given such an opportunity, you are required to send your \Vritten request and all required 
information as directed in the State Informal Dispute Resolution (IDR) Process which can be found on 
the Internet at: 

·www.icfurr.dhw.idaho.gov 

Scroll down until the Program Information heading on the right side is visible and there are three IDR 
selections to choose from. 

This request must be received by May 25, 2014. If a request for informal dispute resolution is received 
after May 2014, the request will not be granted. An incomplete informal dispute resolution process 
will not delay the effective date of any enforcement action. 

Thank you for the courtesies extended to our staff during our visit. If you have any questions, please call 
our office at (208) 334-6626. 

Sincerely, 

1ufo~-_./ 
MARK P. GRIMES 
Supervisor 
Facility Fire Safety and Construction Program 

MPG/Ij 

Enclosures 



MAY/27/2014/TUE 05 27 PM 

DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATEMEI{( 6F DEFICIENCIES 
AND PLAN OF CORRECTION 

(Xi) PROVIDER/SUPPLIERICUA 
IDENTIFICATION NUMBER: 

13G050 

FAX No. 

(X2) MULnPlE CONSTRUCTION 

A. BUILDING 02 

B. WING 

P. 004 

Printed: 05107/2014 
FORM APPROVED 

OMB NO. 0938-C391 

(X3) DATE SUR\IE'( 
COMPLITOOD 

04129/2014 

NAME OF PROVIDER OR SUPPLIER 

BELMONT CARE CENTER CRES1VIEW 
STRE'2T ADDRE'SS. CITY, STATE, ZIP CODE' 

4024 MOUNTAiN LOOP 
POCATELLO, ID 83204 

(X4) ID 
PREFIX 

TAG 

SUMMARY STATEMEONT OF PEORCIENCIES 
(EACH DEFICIENcY MUST BE PRECI'DED BY FUll. REGULATOR 

OR LSC IDENTIFYING INFORMATION) 

K 000 INITIAL COMMENTS 

The facility is a single story residential type 
building with a type V(OOO) construction. It has a 
basement for storage and hot water tanks. It is· 
fully sprinklered with quick response sprinklers, a 
complete fire alarm /smoke detection system. 
The home w,as built /completed on January 11, 
1994. currently it is licensed for 8 ICFIID beds. 

The following deficiencies were cited at the above 
facility during the annual Firellife Safety survey 
conducted on April 29, 2014. The facility was 
surveyed under the LIFE SAFI=TY CODE, 2000 
Edition, Chapter 33, Existing Residential Board 
and Care Occupancies, and in accordance with 
42 CFR, 483.470. 

The facility was found to be in substantial 
compliance. 

The Survey was conducted by: 

Dan Holbrook, Health Facility Surveyor 
Sam Burbank, Health Facility Surveyor 
Mark Grimes, Supervisor 

U>..BORATORY DIR 

JO 
PREI'IX 

TAG 

K 000 

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

CROSS-REFEREN.CED TO TH~ APPROPRlATE 
DEFICIENCY) 

TITlE 

IX5l 
COMPLETION 

om 

(XG) DATE 

denotes a deficiency which the instiMion ay be excused from correcting prov-Iding lt is det rmined that 
othflr safeguards provide .sufficient protection the patients. (See ln$tructlons.) Except for nUr5ing home9, the findings stated above are disGio::~able 90 days 
toUowJng the date of survey whether or not a plan of correction ls provided. For nursing homes., the above findings and pia!la of correction ara d!sclosable. 14 
de:ys following the date these doouments are made c~rvatlabl!i! to tha faeU1ty, lf clefle!eneres are cited, an approved plan of correction is requistte to continued 
program pe.rtlclpatlan. 

FORM CMS-2567(02-99) Previous Versions Obsolete OSUN21 If con'dnuatloo sheet Page i or 1 



!Y:AY 127/20 14/TUE 05 PM FAX lh 

STATEMENT Of DEFICIENCI!'S 
liD PLAN OF CORRECTION 

(X1) PROVIDE.'<ISlJPPUERICUA 
IDENTIFICATIO~ NUMBER.: 

(J\2) MU~TIPLE OOHSTRUCTlON 

A BUILDING~2 

NAME OF PRCMDER OR SUPPLIER 

B!!LMONT CARE CENTER CRESTVIEW 

13G050 e. WING 

ST~!r A!lDRESS, CITY, S't4TE, ZIP CODE 

4024 MOUNTAIN LOOP 

P, 

PRINTED: 0510712014 
FORM APPROVED 

(X3) DATE SURVEY 
COMPLET!'!D 

0412912014 

POCATEJ..l..O, ID 83204 
~-----r---~----~-:~==~======7-----,-----,---~====~~~~~~~--.------1 ()(4) lD I SUMMARY STATEMeNT OF m;FIC!ENCIES tc PROVIDER's PlAlll oF cDAAECTlON 

PREP I)( (EACH DEFLCIENCY MUST BE PRECHJEO BY FUll PRERX (EACH CORR.EC11VE ACTION SHOULD BE 
TAG I PJ'CUI-ATORY OR LSC IDEiffiFtl~G INFORMATION) 'ri\(3 CROO$-REFERENCE!D TO'rHEAPPROPRLATE 

M 000 16.03.11 Initial Comments 

The fad!ily is a single story residential lype 
building with a type V(OOO) construction. It has a 
basement for storage and hot wa1Br tanks. It is 
fully .splinKiered with quick response sprinklers, a 
complete flee alarm /smoke detection system. 
The hOme w.;.s built /completed on January 11, 
1994, Currently it is licensed for 6 ICF/ID beds. 

I 1he following deficie~cies were cited at the above 
facility during the annual Fire/Life Safety survey 
conducted on April 29, 2014. The faciuty was 
surveyed under the UFE SAFETY CODE, 2000 
Edrtlon, Chapter 33, Existing Residential Boatd 
and Care Occuoancies, and in accordance with 4 
GFR, 453.470 an~ IDAPA 16.03.11 Rules I 
Governing Intermediate Care Facilities for People 
with lntallectuai Disablll~es. 

, The survey was conducted by: 
I 

Dan HolbrooK, Health Facill!y surveyor 
Sam Burbank, Health Facilitt Surveyor 
Mark Grimes, Superv!Wf 

MM311! 16.03. 11.110.01(a) Structurally Sound 

The facility must be structural!y sound and must 
be maintained and equipped to assure the sately 
of residents, employees and the public. 
Thl> RULE: is not met as evidenced by: 
Based on observation and operalionai testing the 
facility failed to ensure sound and sec~re ftooring 
in the common shower room. Failure to to 

: maintain flooring ooulcl aUow a person to .step on 
Md collapse or create a hOle in the floor. The 
facil'lty is licensed for 6 had a census of e the day 
of the survey. 

Findings Include 
I 

MOOO 

MM31'1 

if deficie.ndes are cited, an approved plan of correction Is requlsite tc contirued program particlpation. 
LABORA'rCRY DIREC'rCR'S OR PI'IOVIDI''RISU!'f'U~~ REPRESENTATIVE'S SIGNAT\JR~ 

OEFICIENC\1 

0<5) 
COM~LETE 

DATE 

(XO) DATE 

~~ .to:!ll3&%3 SUN21 



MAY/27/2014/TUE 0528 PM 

STATEMENT OF DEFICIENCifOS 
AND PLAN OF CORRECTION 

(l(1) PROVIDERISUPP"IERICLIA 
IDENTlPlCATlON NUMBE~: 

13GOSO 

FAX No. 

(XZ) MULTIPLE CONSTRUCTION 

A BUILDING 02 

B. WiNG 

p 006 

PRINTED: 05/0712014 
FORM APPROVED 

(X3) DATE SURVEY 
COMPLE:TEP 

04/2912014 
NAMI.': OF PROVIDER OR SUPPUER 

BELMONT CARE CENTEF< CRESTVIEW 

STREET ADDRESS, CITY, STAR I:IP CODE 

4024 MOUNTAIN LOOP 
POCATELLO, ID 83204 

(X4) ID 
PREFIX 

TAG 

SUMMARY STI'.TEMENT OF DEFICIENCIES 
(EACH DERCIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION) 

MM31i Continued From Page 1 

Duling !he facility tour conducted on April29, 201 
between the hours of 3:00 PM and 4:30 PM 
surveyors observed the floor in the common 
shower room to be "spongy" in front of the tiled 
shower and in portions of the haiL The floor was 
described by the surveyor as being unsafe and no 
stable_ 

Actual reference 

IDAPA 16.03.11 

110.FIREAND LIFE SAFETY STANDARDS. 
Buildings on the premises used as facilities must 
meet all the requirements of local, state and 
national codes concerning fire and life safety 
standards that are applicable to ICFIID facilities_ 
(7-1-80) 
01. General Requirements_ General requirements 
for the fire and life safety standards for an ICFIID 
facility are that: (7-1-80) 
a. The facility must be structurally sound and mus 
be maintained and equipped to assure the safety 
of residents, employees and the public. 

MM341 16.03.11.i10.06(b) Inspection of Equipment 

The administrator must have all equipment and 
appliance::; inspected for safe condition and 
function prior to use by any resident, employees, 
or visitor of the facility. 
This RULE: is not met as evidenced by: 
Based on observation the facility failed to inspect 
and maintain appliances in a safe operating 
manner. This practice could result in a fire 
affecting all clients and staff. The facility is 
licensed for 8 and had· a census of 8 on the day of 
the SUIVey. 

ID 
PREFIX 

TAG 

MM311 

MM341 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORREC'll\IE I'.C'llON SHOUlD BE 

CROS&-REFERENCED TO THE APPROPRIAYE 
D6'1CIENCY) 

POC MM311 
16.03.11.110.01(a) 
Structurally Sound 

Crestview will ensure the facility is 
strucmrally sound 81ld. will maintain ana 
equipped to assure· the safuty of residents, 
employees and the public. 

The floor in front of the tile in the common 
shower room will be replaceo! ami ropaired 
to ensllft the safrty of the residmtts residing 

(X5) 
COMPLETE. 

DATE 

in the home. I r'l ~:~, ~~~'li 
oh +he ko.IILI.ll.ll IJC. t"<.pw~ot tJl!> ~.uae. 
Person Responsible: Home Administrator "" 
(Program Supervisor), Environmental 
Snpervisor and City Director 

Monitor: The Home Administrator will 
complete weekly inspections of the .heme to 
ensure the facility is structurally so\llld and 
maUrl:oined. Monthly the Enviromnental 
Suptrtisor will complete enviromnental 

inapectio!lfl. QUBrterly the City Director will ,_/'""""/I, 1 
wmplete eo.viromnental inspections of the "{""' I 
facility. 

If defidencle$ are cited, an approved plan of correction 1s requisite 1o contlnued program partlc::\patlon, 

STATE FORM """ OSU N21 If continustion sl"leet 2 of 3 



l~_Y/27/2014/TUE 05: 2E PY 

STArEMENT OF I:EFIC1ENClES 
iMP PlAN OF OORREiCTIOH 

(X1) PROVIDERISUPPUERJCUA 
IOENTJFIC'\TION NUWIEI<,R; 

No. 

(X2} MULTIPLE CONSTRUCTION 

A BUE..DING 02 

p 

PRINTED: 05!07/2014 
FORM APPROVED 

(X3) DATE SURVEY 
COMPLETED 

=~~~~~~~--j\ ________ 21~3G~060~~==~==J;B~.~~NG;,======~~~~~==----_jL__20~4~12~9~~~0~1~4~~ i---! NM\E OF PROVIDER OR SUPP!_iER SiREEi AO::JRES$, Gll'r', STATE, ZlF COJE 

131:'\!..MONT CARE CENTER CRESTVIEW 4024 MOUNTAIN LOOP 
POCATELLO, lD 8JZ04 

(l(4J 10 
PREF!l( 

TAG 

SUMMARY STATEMEN-:- OF 02F1C:ENCJES 
(;p,cH P~fiCIENCY MUST BE PRECEDED aYFULL 

REGUlAT0RY OR LSC IDENTIFYING INFOF<liiATION) 

MM34 1 Continued From Page 2 

I Findings include: 

' 

During 1he facility tour on April29, 2014 between 
3:00PM and 4:30PM, obser~~atlon revealed a 
partially disconnected vent on 1 of 2 dryers in the 
laundry ama. Thera was an excessive amount of 
lint build up on and around 1he other d:yer. 

1 
IDAPA 16.03.11·100 

! 
f. AU housekeeping equipment must be in good 
repair and m<lintaineo in a clean and sanitary 
manner. (7-1-80) 

! MM341 

PROVIDER'S PlAN 0~ CORREC1100 
{t:AGH CORRECTNE ACTiON &"HOULD BE 

CROSs.-REFERENCt:;O TO THE APPROPRIATE. 
DI'1'1CII'NCY) 

POC MM341 
11i.03.11.110.06(b) 

1 Inspection ofEqui]Jmenl 

Ctoomew will-= .n :quipmcnt md 
appl:laruoes are inspected foc safe conditio"' 
lllld ftml:tioiJing prior 10 use by any 
""~• employee;<, or visitors of the 
fa.,cility. 

Tho dr,tr vents discoilllf!cled in order to 

clean out the exOOSl!ive IDlJOllllt of lint build 
up and properlf re-a:ttaciled 10 the dryers. 

Person RespO!lSible: Home Adminii!ttaror 
(Program Supervillili), Envi:ro=n!al 
Sllp<:r\'iSor and City Direcil;lr 

Monitor: The Home Administrator will 
complete wecldy inspeotions of the bome 1D 
erumre all eq;ulpment and appliances are 
properly~. Monthly the 
EnvrromnOl:ltal 8upr;rvisor will oheck all 
appliances and equipment. Qnl!rterly the 
City Director will complete enviromnen:t'll 

, impectlo!!B of the fimility. 

\X5j 
COMPLETo 

DATE; 

I \ 
Llf_®_ftcl--~-nce~s-~---.--------==~.--o~f-~-~--==n~IS-~--u~~~~--ro-~--nti-n~u-ed--~-og_r_ru_lJ_p~am-c-,p-~--on-.--------------------------lL ______ J 
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