
A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  04/22/2019
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

135048 04/18/2019
R

STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

1204 SHRIVER ROAD
CLEARWATER OF CASCADIA

OROFINO, ID  83544

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETION

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

{F 000} INITIAL COMMENTS {F 000}

 On April 17, 2019 to April 18, 2019, an onsite 
revisit survey was conducted to verify correction 
of deficiencies noted during the survey February 
15, 2019. Clearwater of Cascadia it was found to 
be in substantial compliance with federal health 
care regulations as of April 2, 2019.

The surveyors conducting the survey were:

Jenny Walker, RN, Team Coordinator
Edith Cecil, RN
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On April 17, 2019 to April 18, 2019, an onsite 
revisit survey was conducted to verify correction 
of deficiencies noted during the survey February 
15, 2019. Clearwater of Cascadia it was found to 
be in substantial compliance with state health 
care regulations as of April 2, 2019.

The surveyors conducting the survey were:

Jenny Walker, RN, Team Coordinator
Edith Cecil, RN

 

Bureau of Facility Standards
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Electronically Signed

If continuation sheet  1 of 16899STATE FORM Q6RB12


	041819ClearwaterCascadiaR_CFU pt1
	041819ClearwaterCascadiaR_CFU pt2

