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STATE OF WASHINGTON 

DEPARTMENT OF SOCIAL AND HEAL TH SERVICES 
AGING AND LONG-TERM SUPPORT ADMINISTRATION 

B.C. PARKER INC 

Milford House 

8517 E Trent Ave, Ste 102, Spokane Valley, WA 99212 

2208 W Matt Milford Pl 
Spokane, WA 99201 

RE: Milford House License# 2207 

Dear Administrator: 

This letter addresses Compliance Determination(s) 33979 (Completion Date 12/15/2023) and 
31786 (Completion Date 10/26/2023). 

The Department completed a follow-up inspection of your Assisted Living Facility on 12/15/2023 
and found no deficiencies. Your facility meets the Assisted Living Facility licensing 
requirements. 

The Department found that deficiencies for the following licensing laws and regulations were 
corrected: 
WAC 388-78A-2474-2-d, WAC 388-78A-2474-2, WAC 388-78A-2484, WAC 388-78A-2484-1 , 
WAC 388-78A-2484-2 

The Department staff who did the on-site verification: 
Veronica Jackson, Assisted Living Facility Licensor 

If you have any questions, please contact me at (509)993-7821 . 

Sincerely, 

5.yn_ 
Stephanie Jenks, Field Manager 
Region 1, Unit B 
Residential Care Services 
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STATE Of WASHINGTON 

DEPARTMB\IT OF SOCIAL AND HEAL TH SERVICES 
AGlNG AND LONG-TERM SUPPORT ADM!~-liSTRA TlON 

1511 E TrentAve_, Ste 1#12, Spokatte Valley, WA 99212 

St3tament of Deficiendes 
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Lbmse#:2207 
Milfotd Housil 

U.:ensea: 8.C . PA~KER !t-tC 

Complianc1: Oetem1in3th:m #3-f?'M 
Comple1ion Oa-te 

to/2612023 

You are required robe in compliance at all times with al! licensing laws and regulations to 
maintain your .Assisted Livi:ng Fadlity license .. 

The department completed data coHection far the unJnMtmced on-site foll inspection 1:!n 
10124/2023, ·H)/25l2023 and HU26i2023 of: 
M i!fGr:d House 
2208 V'v Matt Milford Pl 

Spokane, '\/v'A 99201 

The follcw·~'ing sample was seb.ied for reviev-"' duting the unannounced on-site visit 4 of 10 
current residents arid D former residents. 

The dep:artrnent :staff that inspected the As5isted Uving Fm:iiity: 

Vewnk:a Jackson, Assisted Living Fa,::-Htty Licenser 
Jct Pipg:ras,. L TC Surveyor 
Teti1ra Wales, A-ssi=s:ted Uving Faci~ty Ui::ensor 

From: 
DSHS, Aging and Long-Term Support Administration 
Residential Care S€rvicf:s, Region 1 , Unst 8 
8517 E Tr~ntAve, Ste t02 
Spok,me Valley, v~~~ 992-l:2 

As .a result of the e:n-IDte visit(s), the -department found tnat you are not in C{ltnpliance \Nifh the 
licensing la"MS and regulations as. stated in the cited deficiencies in the endosed report. 

o.yYL_ 11/02/2023 
Ressdentlal Care Services Date 

! i.mtiersfand that to maintain an Assisted L1ving Facility !k:ense, the fac:Wty niust oe jn 
t-:omp~ance Vlhih all the lk:ensi~g laws and regu!ations at a!! times: 

8/13 
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State of l-lashington 9/13 

[ic,ms~ #: 22f..:7 Compli,Hlce Detetn1in~Mn #3178'"5 
Milford House Camplefam Date 

Uc~:nse~: B.G, PARl<ER H\!C ·W/2612023 

Administrator (or Representative} 

WAC 388•78A-2414 Training and home. care aide .certific.ation requlre:ments. 

(2) The assisted living foc:inty must en5ure aH assisted iiving faldlity.' adm:inistratnrs, orfoeir 
de'Signees_. and caregivers f1 ired on or after Jam.1;:uy 7, 20·12 meet ti1e long-term care 1r•11orker training 
requfrernents of diapter J8S- ·f 12.{}., WAC. indudtng but n-nt limlted to: 

ta) Cardiopuimcinary resus,:::itafarn and first aid; and 

This r&quirement was noct met u evidenced by: 

8ised en intervie.1v and rectJrd revie,•v, the facility fali:!ed to 1.rnsure that cBre staff obtained 
cardiopulmormry resmldtatian cards ~.-..itl':1n 3G days of ernphJ~l1,1;:nt for 2 u:f I> staff {Staff B and C) .. 
This f.ailtm~ vhiced residents at rist"t of improper care and ernergency response from 1..mtrained staff. 

Review ot Staff B's, Caregive·:r. t.mdafod pernormel Wf:i sh;:w\•ed they were hired an {lS,iQ!)/2023 . 
Ft1rther revie,N c;f th1 file show-e·-d no dccurnentatian of ::::ardiopulmnnary· resusdtaticn !CPRj and first 
aid training required for caregi'vi.:.ff!:> 

r..:eview of Staff C1s., Caregh.-er, =undated personnei Me showerl they were hfred cm 02/08/2022 . 
F'urther review oi' tt1e fUe s\·icwc:d no d0cmnentatitm cf CPR/First Aid tn~infng required tor caregivers. 

An int~-rview -on torJB/2023 at 4: '15 PM Staff A .. !l.drninistrator, ci:mfim1e.d the facility did r,ot have 
doct,rnentafr:m of CPR/First Aid tr.iining fer Staff 8 and C. 

Plan/Attestation Statement 
I hereby certify that I have reviewed this rtport and nave taken or \AJ/! take ;;11:tive 
rneasures to correct this deficiency. By ta!{ing tliis action, Milford Hcuse is or ~"ill be in 
compliance with thhl !a1,v and I or regu1ation on {Date) I 2. -%- '2. 3 . 

In addition, I ,"'llH implement a S'>'Stem to n-mnitm and ensure continued compliance v .. 1ith 
tfos r~quir~ment 
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St~t~mi?l"lt -ct Defid~ncies: Uc~mse #:2207 Gcm'spliil~ce Deteunin~Mn #3·!786 

Pfan o1 Correction 
P.ig;? 3 of 4 

Mitford House C:Jmpietbn Date 

lic~nsee: B. C. PARKER INC 1r/26.f2-023 

Admini~-tmtor {or Reprfser.taove) Date 

WAC 388-78A-2484 Tube:reulosis Two step skin testing. Unfes.s the staff person meets the 

requirement for having no skin testing or only one test. the assist-ed living faemty ehoo-sing 
to do skin testing, must ensure that .each staff person has the following tw-o--step sic-in te.sting: 

p) An inifail skin t~st l;'-Aithin three days of e-rnpbyment; and 

(2) A second test done c-ne to three weeks after the first t:'tst. 

This requirement was not met as evidenced by: 

Based on intetview and record revie1.v, the fadliryfaned b ensure that staff received a first step 
tut;trcu!osis test iNittiin three day-s •Jf ernployment anti a second step tuberculosis test wi1hln one fo 
three v<Jeeks after the first test for ·1 of 6 sampled staff fStaff BJ. This fallure plac:ed residents at risk 
for exposure tn tuberi:uiosis infoctkm. -

Review of the undated persormel f:iie for Sta§f B, Caregivi;;r, &,owed they were hired on 09!06lW1s. 
Further review· showed there was no documentation of any tuberculosis {TS, confogious respkafory 
infection} screenin~J tests in ltic me. 

An interview on 10126/2023 Ht 4: 15 PM staff A , c0nii:rmed the facility dld not have any TB testing 
records for Staff S. 

Plan/Attes-t.ation Statement 
I h!:!reb11" certify that I have revi£:wed thi~ rnpnrt and have taken orV<tiH take active 
rneasures tc. correct this defidency. By taking this action, Milford House is or will be in 
carnpli.ance 'l'Vith this law and l ;,r reg(Jlation an (Date) 12.. - &'. ~ '2.. 3> . . 

In addition, l 'lhiH implement a syste-111 to rnonitor and ensure i::onfa"med compliance \!\1th 
this requirement 

Adrri/tk.esenlallve) Date 
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Stat~ment cf Defici~ncies: 
Pl-ar,1 ~1 Correction 
Pagg .4 >Jf 4 

State or washington 11/13 

Ucense #:22{fr' Complitwce Oet,mnmaMn #3·l786 
Miiford House Camptetb n Date 

Uc~:n-se~: B.C PARKER INC ·WU:'ti,'2023 
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STATE OF WASHINGTON 

DEPARTMENT OF SOCIAL AND HEAL TH SERVICES 
AGING AND LONG-TERM SUPPORT ADMINIST RAT ION 

8-C. PARKER INC 

Milford House 

1511 E Trent Ave, Ste 102, Spokane Valley, WA 991.11. 

2208 W M att Miilford Pl 
Spokane, WA 9920 '1 

RE: Milford House # 2207 

Dear Administrator: 

The Department completed a full inspection of your Assisted Living Facility on 10/26/2023 and 
found that your facility does not meet the Assisted Living Facil ity requirements. 

The Department 
• VVrote the enclosed report; and 
• M ay take licensing enforcement action based on many deficiency listed on the enclosed 
report; and 
• M ay inspect your program to determ ine if you have corrected all deficiencies; and 
• Expects all deficiencies to be corrected within the timeframe accepted by the department. 

You Must: 
• Begin the process of correcting the deficiency or deficiencies immediately; 
• Contact the Field Manager for clarifications related to the Statement of Deficiencies (SOD); 

• Within 10 calendar days after you receive this letter , complete and return the enclosed 
'Plan/Attestation Statement'; 

o Sign and date the enclosed report; 
o For each deficiency, indicate the date you have or w ill correct each deficiency; 
o Mail the Plan/Attestation Statement and report with or1ginal signatures to: 

Stephanie Jenks, Field Manager 
Residential Care Services 

Region 1, Unit B 
8517 E Trent Ave , Ste 102 
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Spokane Valley, WA 99212 

• Complete correction(s) within 45 days, or sooner if directed by the Department , after review of 
your proposed correction dates. 
• Have your plan approved by the Department. 

Consultation(s): 
In addition, the Department provided consultati.on on the fo llowing deficiency or deficiencies not 
listed on the enclosed report. 

WAC 388-78A-2090 Full assessment topics. The assisted living facility must obtain sufficie.nt 
inform.ation to be able to assess the capabilities, needs, and preferences for each resident, 
and must complete a ful:I assessment addressing the following. within fourteen days of the 
resident's m•ove-in date, unless ,extended by the depa•rtmentfor good cause: 

(1) Individual's recent medical history, including, but not limited to: 

(a) A licensed medical or health professional's diagnosis, unless the resident objects for religious 
reasons; 

(b) Chronic, current, and potential skin conditions; or 

(c} Known allergies to foods or medications, or other considerations for providing care or services. 

(2) Currently necessary and contraindicated medications and treatments for the individual , including: 

(a) Any prescribed medi.cations, and over-the-counter medications commonly taken by the individual, 
that the individual is able to independently self-administer, or safely and accurately direct others to 
administerto him/her; 

(b) Any prescribed medications, and over-the-counter medications commonly taken by the individual, 
that the individual is able to self-administer when helshe has the assistance of a caregrver; and 

(c) Any prescribed medications, and over-the-counter medications commonly taken by the individual , 
that the individual is not able to self-administer, and needs to have administered to him or her. 

(3) The individual's nursing needs when the individual requires the services of a nurse on the 
assisted living facilrty premises. 

(4) Individual's sensory abiliti es, including: 

(a) Vision; and 

(b) Hearing . 

(5) Individual's communi:cation abitities 1 including: 

(a) Modes of expression; 

(b) Abilrty to make self understood; and 
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(c) Abil ity to understand others. 

(6) Significant known behaviors or symptoms of the individual causing concern or requiring special 
care , including: 

(a) History of substance abuse; 

(b) History of harming self, others, or property; or 

(c) Other conditions that may require behavioral !intervention strategies; 

(d} Individual's abi lity to leave the assisted llving facility unsupervised; and 

(e) Other safety considerations that may pose a danger to the individual or others, such as use of 
medical devices or the individual's ability to smoke unsupervised, if smoking is permitted in the 
assisted living faci lity. 

(7) Individual's specia l needs, by evalua~ing available information, or if avai lable information does not 
indicate the presence of special needs, selecting and using an appropriate tool , to determine the 
presence of symptoms consistent with , and implications for care and services at 

(a) Mental illness, or needs for psychological or mental health services, except where protected by 
confidentiality laws; 

(b) Developmental disabili.ty; 

(c) Dementia. Vvtlile screening a resident fo r dementia, the assisted living facility must 

(,i) Base any determination that the resident has short-term memory loss upon objective evidence; 
and 

(ii) Document the evidence in the resident's record . 

(d) Other conditions affecting cognition, such as traumatic brain injury. 

(8) Individual's leve l of personal care needs, including: 

(a) Ability to perform activities of daily living; 

(b) Medication management ability, including: 

(i) The individual's ability to obtain and appropriately use over-the-counter medications; and 

(ii) How the individual w ill obtain prescribed medications fo r use in the assisted living facil ity . 

(9) Individual's activi ties, typ ical daily routines, habits and service preferences. 

(1 O} Individual's personal identity and lifestyle, to the extent the individual is willing to share the 
information, and the manner in which they are expressed , including preferences regard lng food , 
community contacts,, hobbies, spiritual preferences, or other sources of pleasure and comfort. 

(11) Who has decision-making authority for the individual , including: 

(a} The presence of any advance directive, or other legal document that w ill establish a 
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substitute decision maker in the future ; 

(b) The presence of any legal document that establishes a current substitute decision maker; and 

(c) The scope of decision-making authority of any substitute deci sion maker. 

The faci lity had not completed a 14-day assessment timely for two new residents. The administrator 
was aware of the n eed of a 14-day assessment and stated they would ensure that futu re residents 
admitted would be assessed V\lithin the regulated timeline. 

You Are Not 
• Required to submit a plan of correction for the consultation deficiency or deficiencies stated in 
th is letter and not listed on the enclosed report. 

You May: 
• Contact me for clarification of the deficiency or deficiencies found . 

In Addition, You May: 
• Request an Inform al Dispute Resolution (IDR) review with in 10 working days after you 
receive this letter. Your IDR request must include: 

o What specifi c deficiency or deficiencies you disagree with; 
o Why you disagree with each defici ency; and 
o Whether you want an IDR to occur in-person, by telephone or as a paper review. 

o Send your request to: 

IDR Program Manager 
Department of Social and Health Services 

Aging and Long-Term Support Administration 

Residential Care Services 

PO 8ox45600 
Olympia, WA 98504-5600 

If You Have Any Questions: 
• Please contact me at (509)993-7821. 

Sincere ly, 

6.~ 
Stephanie Jenks, Field Manager 

Region 1 , Unit 8 
Residential Care Services 

Enclosure 



This docum
ent w

as prepared by Residential Care Services for the Locator w
ebsite. 

Milford House #2207 

10/26/2023 

Page 5 of 5 




