
C.L. "BUTCH" OTTER- Governor 
RICHARD M. ARMSTRONG- Drreclor 

September 11, 2013 

Teri Paluso, Administrator 
IPC Surgical Center, LLC 
2841 Juniper Drive 
Lewiston, ID 83 501 

I D A H 0 D E P A R T M E N T 0 F 

HEALTH & WELFARE 
DEBRA RANSOM, R.N.,R.H.I.T., Chief 
BUREAU OF FACILITY STANDARDS 

3232 Elder Street 
P.O. Box 83720 

Boise, ID 8372()-0009 
PHONE 208-334-6626 

FAX 208-364-1888 

RE: IPC Surgical Center, LLC, Provider #13C0001048 

Dear Ms. Paluso: 

This is to advise you of the findings of the Medicare survey ofiPC Surgical Center, LLC, which 
was conducted on September 4, 2013. 

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 retumed. 

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

Sincerely, 

th Facility Surveyor 
Non-Long Term Care 

SC/nw 
Enclosures 

N!Cq~ 
Co-Supervisor 
Non-Long Term Care 



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

STATEMENT OF DEFICIENCIES 
AND PlAN OF CORRECTION 

(X1) PROVIDER/SUPPLIER/CLIA 
IDENTIFICATION NUMBER: 

13C0001048 
NAME OF PROVlDER OR SUPPLIER 

IPC SURGICAL CENTER, LLC 

(X4) ID 
PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGUlATORY OR LSC IDENTIFYING INFORMATION) 

Q 000 INITIAL COMMENTS 

During the Medicare recertification survey of your 
ambulatory surgical center, conducted from 
9/3/13-9/4/13, it was determined fPC Surgery 
Center was in compliance with 42 CFR Part 416, 
Conditions for Coverage: Ambulatory Surgical 
Centers. 

The survey was conducted by: 

Susan Costa, RN, HFS, Team Leader 
Don Sylvester, RN, HFS 
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FORM APPROVED 
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ID 
PREFIX 
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2841 JUNIPER DRIVE 
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DEFICIENCY) 

Q 000 

09/04/2013 
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COMPLETION 

DATE 

lABORATORY DIRECTORS OR PROVIDER/SUPPLIER REPRESENTATIVES SIGNATURE TITLE (X6) DATE 

Any deficiency statement ending with an asterisk(*) denotes a deficiency which the institution may be excused from correcting providing it 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 lOllowii'iQ thifdS.t€Hhesi"fdocUhfentS -cfre r'riade aV8ilabJB to- the racmty. lfdeficiEincie-ifare Cited, tih appiOved-Piari--Of correction is requisite to-Continued 
program participation. 
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