
C.l. "BUTCH' OTTER- GoVffiNDR 
RICHARD M. ARMSTRONG- DI<ECTOR 

November 19,2012 

Karlene Magee, Administrator 
Community Restorium 
PoBox419 
Bonners Ferry, ID 83805 

License#: Rc-118 

Dear Ms. Magee: 

IDAHO DEPARTMENT OF 

HEALTH & WELFARE 
TAMARA PR!SOCK- AoM!N!STRATOR 

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 October 18,2012, a complaint investigation and state licensure survey was conducted at 
Community Restorium. As a result of that survey, deficient practices were found. The deficiencies 
were cited at the following level(s): 

• Non-core issues, which are described on the PwlCh 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 Rachel Corey, RN, Health Facility Surveyor, Residential 
Assisted Living Facility Program, at (208) 334-6626. 

ache! Corey, RN 
Team Leader 
Health Facility Surveyor 
Residential Assisted Living Facility Program 

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



C.l. 'BUTCH' OTTER- GOVERNOR 
RICHARD M. ARMSTRONG- D.RECTOR 

October 22, 2012 

Karlene Magee, Administrator 
Community Restorium 
PoBox419 
Bonners Ferry, ID 83805 

Dear Ms. Magee: 

I D A H 0 DEPARTMENT OF 

HEALTH &WELFARE 
DIVISION OF liCENSING & CERTIFICATION 

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 
Community Restorium on 10/18/2012. 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 award 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 conununity. 

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 10/18/12. 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 from the exit date. 

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

Sincerely, 

he Residential Assisted Living Facility Survey Team 
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I D A H 0 DEPARTMENT OF 

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

DIVISION OF LICENSING & CERTIFICATION 
P.O. Box 83720 

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

FAX 208·364·1888 

October 22, 2012 

Karlene Magee, Administrator 
Community Restorium 
PoBox419 
Bonners Ferry, ID 83805 

Dear Ms. Magee: 

An unannounced, on-site complaint investigation survey was conducted at Community Restorium from 
October 17, 2012, to October 18, 2012. During that time, observations, interviews or record reviews 
were conducted with the following results: 

Complaint# ID00005558 

Allegation # 1: 

Findings #1: 

Allegation #2: 

Findings #2: 

An identified resident eloped from the facility. 

Substantiated. The facility was issued a deficiency at IDAPA 16.03.22.350.07 for 
not reporting an elopement to Licensing and Certification. The facility was 
required to submit evidence of resolution within 30 days. The facility did not 
receive fmiher citations related to the elopement, as the facility responded 
appropriately by implementing interventions to keep the identified resident safe 
until altemative placement could be identified. 

The facility discharged an identified resident inappropriately. 

On 10/18//12, the identified resident's record contained a 30-day discharge 
notice, which included all required elements described in state rules. 
Additionally, the reason documented in the 30-day discharge notice was valid 
and within the scope ofldaho regulations. 

Unsubstantiated. 

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 10/18/2012. 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 from the exit date. 



Karlene Magee, Administrator 
October 22, 2012 
Page2of2 

If you have questions or concerns regarding our visit, please call us at (208) 334-6626. Thank you for 
the courtesy and cooperation you and your staff extended to us while we conducted our investigation. 

Sincerely, 

R el Corey, RN 
Health Facility Surveyor 
Residential Assisted Living Facility Program 

rc/rc 

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


