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December 10, 2013

Cliff McAleer, Administrator
Milestone Decisions Inc #1 Grant
PO Box 10004

Moscow, ID 83843-0001

RE: Milestone Decisions Inc #1 Grant, Provider #13G016
Dear Mr, McAleer:

This is to advise you of the findings of the Medicaid/Licensure survey of Milestone Decisions Inc
#1 Grant, which was conducted on December 5, 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.

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

Sincerely, /
ASHLEY HE HEID NICOLE WISENOR

Health Facility Surveyor Co-Supervisor

Non-Long Term Care Non-Long Term Care
AH/pmt
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16.03.11 Initial Comments

Milestone Decisions - Grant is in compliance with
the requirements of idaho Department of Health
and Welfare Rules, Title 03, Chapter 11, "Rules
Governing Intermediate Care Facilities for the
Inteftectually Disabled (ICF/ID)" for the annual
licensure survey conducted from 12/3/13 to
12/5/13.

The survey was conducted by:
Ashley Henscheid, QIDP, Team Leader
Michael Case, LSW, QIDFP
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