
I D A H 0 DEPARTMENT OF 

HEALTH & WELFARE 
C.l. "BUTCH" OTTER- GOVERNOR 
RICHARD M. ARMSTRONG- DIRECTOR 

March 22, 2013 

Mike Grabenstein, Administrator 
Coeur D'Alene Homes-Phase II 
624 West Harrison 
Coeur D'Alene, ID 83814 

License #: RC-863 

Dear Mr. Grabenstein: 

TAMARA PRISOCK- ADMINISTRATOR 
DIVISION OF LICENSING & CERTIFICATION 

JAMIE SIMPSON -PROGRAM SUPERVISOR 

RESIDENTIAL ASSISTED LIVING FACILITY PROGRAM 
P.O. Box 83720 

Boise, Idaho 83720·0009 
PHONE: 208-334·6626 

FAX: 208-364-1888 

On January 30, 2013, a State Licensure survey was conducted at Coeur D'Alene Homes-Phase II. As a 
result of that smvey, deficient practices were found. The deficiencies were cited at the following level: 

• Non-core issues, which are described on the Punch List, and for which you have submitted 
evidence of resolution. 

This office is accepting your submitted evidence of resolution. 

Should you have questions, please contact Donna Henscheid, Health Facility Surveyor, Residential 
Assisted Living Facility Program, at (208) 334-6626. 

Sincerely, J 
gtW}LP'-~~ 

Donna Henscheid, LSW 
Team Leader 
Health Facility Surveyor 
Residential Assisted Living Facility Program 

c: Jamie Simpson, MBA, QMRP Supervisor, Residential Assisted Living Facility Program 



I D A H 0 DEPARTMENT OF 

HEALTH & WELFARE 
C.L. "BUTCH" OTTER- GOVERNOR 

RICHARD M. ARMSTRONG- DIRECTOR 

FebtUmy 4, 2013 

Mike Grabenstein, Administrator 
Coeur D'Alene Homes -Phase II 
624 West Harrison 
Coeur D'Alene, ID 83814 

Dem·J\:1r. Grabenstein: 

TAMARA PRISOCK- ADMINISTRATOR 

DIVISION OF LICENSING & CERTIFICATION 
JAMIE SIMPSON- PROGRAM SUPERVISOR 

RESIDENTIAL ASSISTED LIVING FACILITY PROGRAM 
P.O. Box 83720 

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

FAX: 208-364-1888 

Congratulations to both you and your staff on your recent State Licensure which was conducted at 
Coeur D'Alene Homes- Phase II on 01/30/2013. No core deficiencies were found and you had three or 
fewer non-core deficiencies cited during your survey, which qualifies you for a Silver Excellence in 
Care Award. 

This awm·d demonstrates that you have worked exceptionally hard to meet the requirements set forth in 
the Rules for Residential Care or Assisted Living Facilities. Thank you for providing excellent care and 
ensuring the residents you serve live in a clean, safe and home-like community. 

Please bear in mind that non-core issue deficiencies were identified on the punch list, a copy of which 
was reviewed and left with you during the exit conference, on 1/30/13. The completed punch list form 
and accompanying evidence of resolution (e.g., receipts, pictures, policy updates, etc) are to be 
submitted to this office within thirty (30) days fi·om the exit date. 

Again, congratulations to you and your staff for a job well done. 

Sincerely, . 

Q~!lpM~ 
The Residential Assisted Living Facility Survey Team 
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