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On 9/21/20 an off-site follow-up survey was
conducted, substantiating compliance for
deficiencies identified during the annual Fire/Life
Safety survey conducted on 8/4/20. Aspen
Transitional Rehab was determined to be in
substantial compliance with all Life Safety Code
standards at this time.

The surveyor completing this survey was:
Sam Burbank

Health Facility Surveyor
Facility Fire/Safety and Construction
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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 continuad
program participation,

FORM CMS-2567(02-59) Pravious Versions Obsolete Event ID: FI56M22 Facility ID: MDS001505 If continuation sheet Page 1 of 1



PRINTED: 08/21/2020

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APFROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES __ OMB NO. 0938-0351
STATEMENT OF DEFICENCEES 1 PROVIDER!SUPPLIERICLIA X2 MULTIPLE COMETRUCTION X33 DATE SURVEY
AND PLAM OF CORREGTION IDENTIF:CATION NUMBER: A BUILDING COMPLETELD
R
135130 B. WING 09/21/2020
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CiTY, STATE, ZiP GODE

2867 EAST COPFER PQINT DRIVE

ASPEN TRANSITIONAL REHABILITATION MERIDIAN, ID A3642

044 ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5
PREFI {EAGH DEFIGIENCY MUST BE PRECEDED Y FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC ICENTIFYING INFGRMATION) TAG CRUSS-REFERENCED TQ THE APPROPRIATE DATE
DEFICIENCY)
{E GOQ}! Initial Comments {E 000}

On 9/21/20 an off-site follow-up survey was
conducted, substantiating compliance for
deficiencies identified during the Emergency
Preparedness survey conducted on 8/4/20,
Aspen Transitional Rehab was.determinad {o be
in substantial compliance with all Emergency
Preparedness standards at this time.

The surveyar completing this survey was:
Sam Burbank

Heaith Facllity Surveyor
Facility Fire/Safety and Construction
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other safeguards provide sufticient protection to the patients. {Sae instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
fatiowing he date of survay whather or nat a plan of cormection is provided. For nursing homes, the above findings and plans of cormection are disclosable 14
days foilawing the date these documenis are made avajlable to the facifity. if deficiencies are cited, an approved pian of comrection is requisite to continued
program participatian.
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