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July 9, 2014

Russell McCoy, Administrator
South Bannock Group Home
415 South Arthur

Pocatello, ID 83204-3317

RE:  South Bannock Group Home, Provider #13G015
Dear Mr. McCoy:

This 18 to advise you of the findings of the Medicaid/T.acensure Fire Life Safety Survey, which was
concluded at South Bannock Group Home, on July 1, 2014.

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

stating that no State licensure deficiencies were noted at the time of the survey.

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,
MARK P. GRIMES

Supervisor
Facility Fire Safety and Construction Program

MPG/l
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M 000 | 16.03.11 Initial Comments M 000

The facility was built in 1991 and is a single story
Type V (000) structure. It is sprinklerad in living
spaces, sleeping rooms and closets. Thereis a
complete fire alarm/smoke detection system
including smoke detection in sleeping rooms.
Currently it is licensed for 8 ICF/MR beds.

The facility was found to be in substantial

' compliance during the annual Fire/Life Safety

' survey conducted on July 1, 2014. No deficiencies
were cited. The facility was surveyed under the
LIFE SAFETY CODE, 2000 Edition, Chapter 33,
Existing Residential Board and Care Occupancies
and 42 CFR 483.470 and 16.03.11 - RULES
GOVERNING INTERMEDIATE CARE
FACILITIES FOR PEOPLE WITH
INTELLECTUAL DISABILITIES ({ICF/ID),

The Survey was conducted by:

| Dan Holbrook
Health Facility Surveyor

If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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INITIAL COMMENTS

The facility was built in 1991 and is a single story
Type V (000) structure. It is sprinklered in living
spaces, sleeping rooms and closets. Thereisa
complete fire alarm/smoke detection system
including smoke detection in sleeping rooms.
Currently it is licensed for 8 ICF/MR beds.

The facility was found to be in substantial
compliance during the annual Fire/Life Safety
survey conducted on July 1, 2014. No
deficiencies were ¢ited. The facility was surveyed
under the LIFE SAFETY CODE, 2000 Edition,
Chapter 33, Existing Residential Board and Care
Occupancies and 42 CFR 483.470.

The Survey was conducted by:

Dan Holbrook
Health Facility Surveyor
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused frem correcting providing i is determined that
other safeguards provide sufficient 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. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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