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August 4, 2014

John Sonntag, Administrator
Premier Surgical Center
5680 W Gage Street

Boise, ID 83706

RE: Premier Surgical Center, Provider #13C0001052
Dear Dr. Sonntag:

This is to advise you of the findings of the Medicare survey of Premier Surgical Center, which
was conducted on July 22, 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. This form is for your
records only and need not be returned.

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

GARY GUILES NICOLE WISENOR
Health Facility Surveyor Co-Supervisor
Non-Long Term Care Non-Long Term Care
GG/pmt
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During the Medicare recertification survey of your
ambulatory surgical center, conducted from
7121114 - 7122114, it was determined Premier
Surgical Center was in compliance with 42 CFR
Part 416, Conditions for Coverage: Ambulatory
Surgical Centers.
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