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July 28, 2016

Bobette Steffler, Administrator
McCall Rehabilitation & Care Center
418 Floyde Street

McCall, ID 83638-4508

Provider #: 135082

Dear Ms. Steffler:

On July 28, 2016, an off-site follow-up of your facility was conducted to verify correction of
deficiencies noted during the survey of March 18, 2016. McCall Rehabilitation & Care Center was
found to be in substantial compliance with federal health care requirements regulations as of July 5,
2016.

Thank you for your assistance during the off-site follow-up process. If you have any questions,
comments or concerns, please contact David Scott, R.N. or Nina Sanderson, L.S.W., Supervisors, Long
Term Care at (208) 334-6626, option 2.

Sincerely,

N et

David Scott, RN, Supervisor
Long Term Care

DS/lj
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On July 28, 2016, an off-site follow-up survey of
your facility was conducted to verify correction of
deficiencies noted during the survey of June 3,
2016. McCall Rehabilitation and Care Center
was found to be in substantial compliance with
federal health care regulations as of July 5, 2016.

The surveyor condducting the survey was Loretta

Todd, R.N.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 08/08/2016

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 following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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On July 28, 2016, an off-site follow-up survey of
your facility was conducted to verify correction of
deficiencies noted during the survey of June 3,
2016. MccCall Rehabilitation and Care Center
was found to be in substantial compliance with
federal health care regulations as of July 5, 2016.
The surveyor condducting the survey was Loretta
Todd, R.N.
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