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September 4, 2014

Wendy Binegar, Administrator
Pain Care Center Boise

301 West Myrtle

Boise, ID 83702

RE: Pain Care Center Boise, Provider #13C0001049

Dear Ms. Binegar:

This is to advise you of the findings of the Medicare Fire Life Safety Survey conducted at Pain Care
Center Boise on August 29, 2014.

Based on the results of this survey, Pain Care Center Boise was found to be in substantial compliance
with the fire/life safety requirements set forth in the Life Safety Code, 2000 Edition, for Ambulatory
Surgery Centers.

Thank you for the courtesies extended to us during our visit. If we can be of help to you, please call our
office at (208)334-6626.

Sincerely,

J—

MARK P. GRIMES
Supervisor
Facility Fire Safety and Construction Program
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INITIAL COMMENTS

The Center is a 3800+ square foot, single story
structure of protecied wood frame construction.

- The building was an existing structure that was
. renovated with plans approved in February 2004.

Construction was completed in late March 2004
with an occupancy certificate issues on March 26,
2004. The actual ASC portion of the building is
approxirmately one-half of the structure with the
physician office practice housed in the remainder.
For purposes of the Life Safety Code, the entire

. building is considered the ASC with the physician |
. as the sole tenant. :

The building is provided with a complete fire
alarm/smoke detection systern throughout, two
(2) remotely located exits directly to grade;
poriabie fire extinguishers throughout; and
emergency power/lighting via several battery

: pack units and a diesel powered, on-site,
. autormatic generator design/instalied per NFPA

Std 99 for a Type 3 system. There is a single
sprinkler head installed in the oxygen storage
room which is connected to the facility water

supply.

The facility was surveyed as an Existing
Ambulatory Health Care Occupancy classified in
Chapter 21, National Fire Protection Association

- Life Safety Code 101.

The facility was found to be in substantial

compliance during the annual fire/life safety
survey conducted on August 28, 2014,

The survey was conducted by:

Sarmn Burbank
Health Facility Surveyor

| Facility Fire/Life Safety & Construction Program
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