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November 6, 2013

Mary Ruth Butler, Administrator

Kindred Nursing & Rehabilitation-- Mountain Valley
601 West Cameron Avenue

Kellogg, ID 83837

Provider #: 135065
RE: FACILITY FIRE SAYETY & CONSTRUCTION SURVEY REPORT COVER LETTER

Dear Ms. Butler:

On October 31,2013, a Facility Fire Safety and Construction survey was conducted at Kindred Nursing
& Rehabilitation-- Mountain Valley by the Bureau of Facility Standards/Department of Health &
Welfare to determine if your facility was in compliance with State Licensure and Federal participation
requirements for nursing hoines participating in the Medicare and/or Medicaid programs. Your facxhty
was found to be in substantial compliance with Federal regulations during this survey.

Enclosed is a Statement of Deficiencies/Plan of Correction, Form CMS-2567, which states that the
facility complies with the requirements of CFR 42, 483.70(a) of the federal requirements, and a copy of
the State fire safety Statement of Deficiencies form, which states the facility complies with the Fire

Protection Standards of the Rules and Minimum Standards for Skilled Nursing and Intermediate Care
Facilities. This form is for your records only and does not need to be returned.

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

Sincerely,

b

Mark P. Grimes, Supervisor
Facility Fire Safety and Construction

MPG/Y
Enclosures
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The building is a type V (111) fully sprinklered,
single story structure with complete fire
alarm/detection system. The building was

The facility was found to be in substantial
compliance during the annual Fire/Life Safety
survey conducted on October 31, 2013. The
facility was surveyed under the LIFE SAFETY
CODE, 2000 Edition, Existing Health Care
Occupancy and 42 CFR 483.70.

| The survey was conducted by:

Tom Mroz CFI-l

Health Facility Surveyor

Facility Fire Safety/Life Safety & Construction
Program

constructed in 1862 and is licensed for 68 beds.
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The Administrative Rules of the Idaho
Department of Health and Welfare,

Skilled Nursing and Intermediate Care
Facilities are found in IDAPA 16,

Title 03, Chapter 2.

The building is a type V (111) fully sprinklered,
single story structure with complete fire
alarm/detection system. The building was

constructed in 1962 and is licensed for 68 beds.

The facility was found to be in substantial
compliance during the annual Fire/Life Safety
survey conducted on October 31, 2013. The
facility was surveyed under the LIFE SAFETY
CODE, 2000 Edition, Existing Health Care
Occupancy, and IDAPA 16.03.02 Rules and
Minimum Standards for Skilled Nursing and
Intermediate Care Facilities.

The Survey was conducted by:
Tom Mroz, CFi-ll

Health Facility Surveyor
Facility Fire/Life Safety & Construction Program
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