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June 18, 2007

Adi Mihalache, Administrator
Rampart Home Assisted Living
3824 N Rampart Street

Boise, ID 83704

Pear Mr. Mihalache:

Congratulations to both you and your staff on your recent 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 meeting the administrative needs of your
business — is a daily commitment to quality ongoing assessment, service planning, and consistent
provision of services to each and every resident. The greater challenge 1s, of course, 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. I challenge you to keep this same
high standard.

Sincerely,

o —

JAMIE SIMPSON, MBA, QMRP
Supervisor
Residential Community Care Program

JS/sc
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