
I D A H 0 DEPARTMENT OF 

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

July 12, 2013 

Sunny Grow, Administrator 
Jullion House 
9910 W Pattie Drive 
Boise, ID 83 704 

Dear Ms. Grow: 

TAMARA PRISOCK- Ao~~NISTRATOR 
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 

An initial licensure survey was conducted at Jullion House on July 11, 2013. The facility was found to 
be in compliance with the mles for Residential Care or Assisted Living Facilities in Idaho. No core 
issue deficiencies were identified. The enclosed survey document is for your records and does not need 
to be returned to the Department. 

Additionally, no non-core issue deficiencies were identified. 

Congratulations on achieving a defiency free initial survey. Should you require assistance or have any 
qutlstions about our visit, please contact us at (208) 364-1962. Thank you for your continued 
participation in the Idaho Residential Care Assisted Living Facility program. 

Sincerely, 

---A~~uc~0tt._,_,__, ~~ 
Maureen McC~, RN 
Health Facility Surveyor 
Residential Assisted Living Facility Program 
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