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October 1, 2014

Rhonda Hamett, Administrator

Northern Light Residential Care Facility
964 Blake Street North

Twin Falls, Idaho 83301

Provider ID: RC-486

Ms. Hamett:

On July 22, 2014, a state licensure/follow-up survey was conducted at Northern Light Residential Care Facility.
As a 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 is 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 not recur.

Thank you for your work to correct these deficiencies. Should you have questions, please contact Matt Hauser,
QMRP, Health Facility Surveyor, Residential Assisted Living Facility Program, at (208} 364-1962.

Sincerely, L/_\

METT HAUSER, QMRP
Team Leader
Health Facility Surveyor

MH/se

cc! Jamie Simpson, MBA, QMRYP Supervisor, Residential Assisted Living Facility Program
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August 1, 2014

Rhonda Hamett, Administrator
Northern Light Residential Care Facility
964 Blake Street North

- Twin Falls, Idaho 83301

Provider ID: RC-486

Ms. Hamett:

A state licensure/follow-up survey was conducted at Northern Light Residential Care Facility between
July 21, 2014 and July 22, 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 July 22, 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.
e

MATT HAUSER, QMRP
Health Facility Surveyor
Residential Assisted Living Facility Program

. MH/sc
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initial 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 I[daho. No core deficiencies were
cited during the licensure and follow-up survey
conducted on 07/21/2014 through 07/22/2014 at
your facility. The surveyors conducting the survey
were:

Matt Hauser, QMRP
Team Leader
Health Facility Surveyor

Donna Henscheid, LSW
Health Facility Surveyor
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P.O. Box 83720

- .;_'. ._ P .,_'. o L \ I_ Boise, ID 83720-0036 NOI‘I-core issues Pl.InCh LiSt

(208) 364-1962 Fax: (208) 364-1888 Page1of ___
Facility License # Physical Address Phone Number
Northern Light Residental Care Facility RC-486 964 Blake St N {208) 734-3537
Administrator City ZIP Code Survey Date
Rhonda Hamet Twin Falls 83301 July 22, 2014
Survey Team Leader Survey Type RESPONSE DUE:
Matt Hauser, QMRP Licensure and Follow-up August 21, 2014
Administrator Signature ] Date Signed
N S D /25 1</
NON-CORE ISSUES il 7
IBAPA Department Use Only
item # Rule # Description EOR Initials
16.03.22. Acte
1 009.06.c |2 of 2 employees who required a State Police background check did not have &. 9/24] jd VA
2 225.01 Al three residents sampled, did not have documentation that their behaviors were evaiuated appropriately. [ jinfiu jas
3 225.02 |3 of 3 residients did not have written interventions for each behavior. < /ﬁ ' ;
4 305.02  |The facility nurse did not ensure medications were given or available (PRNs) as ordered or that the medication orders ; ,
matched the MAR. **Previously cited on 11/19/09*** ﬁvy /é L{ ‘Z;‘" i
5 305.03  |The nurse did not document Resident #1 was assessed after she had a change of condition. Gunl 4 ff'ﬂ;«w
6 350.04  {The administrator did not provide a written response to complaints. 4/l Vit
7 640 |2 of 2 employees did not have 8 hours of CEUs for 2013. q [/t |l
8 711.01  |The facility did not track the specific time the behaviors occurred, the inferventions used and the effectiveness of those ‘ / « f " .
interventions. %Z/ @?’ ff? 17,
9 re
10
11
12
13
14
15
16
17
18
19
20
21
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Residential Assisted Living Facility Program, Medicaid L & C

3232 W. Elder Street, Boise, Idaho 83705
208-334-6626

Critical Violations

Noneritical Violations
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f
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/ / Date: Date:
i/

Items marked are violations of Tdaha s Food Cade, IDAPA 16.02.19; and require correchion os noted.

cos | R e - Pate K
@N ala LN NG Nia | 15, Proper cooking, aloa
Y N (NOc/NA | 16, Reheating for hot halding (3-403) aja
. 315 Y N “pi< NA | 17. Cooling (3-501) Qi
¥ YN 0./ N | 18, Hot holding (3-501) gla
i Y N (WO,/NA | 18. Gold Holding {3:601 aja
i Y,l N 3. Eating, tasting, drinking, ortobacco use. (2 -401) aia (‘(:}N (wo/’ A | 20 Date rking(an g dl)spo'siﬁon a5 ala
. Discharga from syes, nose and moulh (2‘401} afa win e ) 21 Time as a public health confrol {procedures/records)
Y N NO NA, : afa
. Cleavhands, pmperlywashed (2 301) aja ' =
(}' N ?3 ?I'Boz;r)e hand contact with ready-to-gat foods/exemption alo 6', N NA 1y for raw or undercocked foo ala
i - o
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A Y 'N@SA ola
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"Y/ N | 9 Receiving tenperature/ condition {3-202) afa o - _ :
WY N N!A 10. Records: shellslock tags, parasite destiuction, ala Y N EI,A 24. Add_m\res, pproved, unap?_rougd (3-207) Qi
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= - rough 7-
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v A 12, Food confact sutaces clsan and saniized. M 0 Y N (NA 26. Compliance with variance andHACCP plan -2013 1 1 Q
P {45, 46,47
{y/n 13. Returried / reservice'of food {3:306 & 3-801) ala ¥ = yes, in compliangs N = no, not in gompliance
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O | 28 Water source and quanily [ B B | f:"_ﬁ'?g’“ipmeﬂf forigmp. . ol|lolo 45 ThermomelerelTest o dips alno
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Follow-up: Yes
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