
Shon Shuldberg, Administrator
Ashton Memorial  Living Center
700 North Second Street, Po Box 838
Ashton, ID  83420-0838

Provider #:  135097

Dear Mr. Shuldberg:

Congratulations to both you and your staff on your deficiency-free survey.  In today’s world
with numerous regulations, it is indeed impressive to see a facility functioning as a team at this
level.

Continuing to meet the needs of your residents – while recognizing and meeting the
administrative needs of your business – is a daily commitment to quality ongoing assessment,
care planning and consistent provision of services to each and every client.  The greater
challenge, of course, is to be able to work as a team to provide this high level of caring and
service day after day, week after week, year after year.

Again,   Congratulations to you and your staff for a job well done, and I challenge you to keep
this same high standard in the coming year.

Sincerely,

   

DEBBY RANSOM, R.N., R.H.I.T.
Bureau Chief

   

C.L. “BUTCH” OTTER – Governor
RUSSELL S.  BARRON– Director

TAMARA PRISOCK—ADMINISTRATOR
LICENSING & CERTIFICATION

DEBBY RANSOM, R.N., R.H.I.T – Chief
BUREAU OF FACILITY STANDARDS

3232 Elder Street
P.O. Box 83720

Boise, Idaho 83720-0009
PHONE: (208) 334-6626

FAX: (208) 364-1888
E-mail:    fsb@dhw.idaho.gov
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 A recertification survey was conducted July 9, 
2018 - July 12, 2018 at Ashton Memorial Living 
Center. The facility  was found to be in 
substantial compliance with 42 CFR Part 483 
Requirements for Long Term Care Facilities.

The survey team entered the facility on .

The surveyors conducting the survey were:

Brad Perry, LSW, Team Leader
Wendi Gonzales, RN
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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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