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R 000 Initial Comments R 000 R-30+
' e
| There wers no deflciencies cited during the ﬁroci-g Hl.y& mﬁ,ﬁ”“"’* [ ~TOg
! investigation of Complaints #95867-C and Gty thserneg hral ~i0g
| #93582-C or the onslte infection control survey. Cor this yeos Masrdatoey
" The following deficlencles were cited during the insenneESs m =d
' survey conducted to determine compliance with on tre H “l -
licensing rules for a Resldentlal Care Facllity. of evesy, onth excey
)
o Noeroec o€ Hvs et 822
R 304; 481-57,10{2)c(4) Administrator R304 l Ao Than¥s g'i\f? Pﬁ' Theo
57.10(2) Dutles of an administrator. The Noves xS~ \h LENNCe. R
administrator shall; op2) will be e 2cd
. Provide in-service educational programming for W\L T Noversio=e: Arny
all employees with direct resident contact and cotraierdiaq ’ﬁ"fi'
maintaln records of programs and participants. e, Lshy receive-
In-service educational programming offered v m{
: during each calendar year shall include, at e +m‘\“ﬁ\“hz:5 \ gy
minimum, the following topics: QWEEES requc’-skad )
. S N‘
- (4) Resident activities. 2022 nSeVt f= U_;i‘?
oo UE B T o
‘ This REQUIREMENT s not met as evidenced "’{H,r-::dax_\ of eves {‘%MW%
by ~ e
! Based on interview and record review the facility A \hf:)u.,dc, an ‘
, failed to ensure tralning for resident activities was el LR T ed %}c:.@j‘tm‘“-é
completed every calendar year. Finding include: Wﬁ"‘m;pq requives .
7 2 T % ol
On 6/09/21 at 11:27 a.m. review of Relias staff < c&ap“tczﬁ’ 5 g W
. training racords revealed no course regarding e, mc&”"s’*b‘“é | ~XEN NS
. resident activities, n&m‘“ﬂ\’ﬁj’rﬁ:}ﬁf“ | 3
' The Administrator conflrmed this finding on
6/09/21 at 11:36 a.m,
R 308 481-57.10(2)c(5) Administrator R 306
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R 3068 Continued From page 1 R306 |R-3lp ed
57.10(2) Duties of an administrator, The Stofe m‘:re, EZ; o a-24-2}
administrator shall: mestad Thre [b\a’\m
_ red fcarion crisds
¢. Provide in-service educational programming for intercerdna ™ rain in
all employees with direct resident contact and O this Qeas, N 3=
malntaln records of programs and participants. oS Al rEsurnac
In-service educational programming offered : neen(y 4 aL
during each calendar year shall include, at o e Wb Truraedoy
minimum, the following toplcs: oy sEr) rootih a\ggﬁp‘\”
. . e OF e year
(5 Mental illness/bahavicr modification/crisls Hogessy N The.
Intervention, ' N bw-‘ﬁﬁg‘ i 3-
VI 0N
. . 20521 uoth) e +he B3
This REQUIREMENT is not met as evidenced - L,
by: Thuredar e '\3‘? NErel
. Based on interview and record review the facllity A <tofe st o&k’_t'dj.,hc:i
failed to ensure tralning for mental ™ e, Treanieg
iiiness/behavior modification/crisis Intervention Wl rem?fﬁ e <
- was completed every calendar year. Finding 1~ forrnattom ! quiT
include: \"Equﬁf’al*ﬁd . The 2022
On B/09/21 at 11:27 a.m. review of Relias staff InSErNEE S W Corsinud,
training records revealed no course regarding e HF THursd ad
mental lliness/behavior modification/crisls o , N ar~A
intervention, e Very, o
The Administrat firmed this findi inaude ai = !
8 Administrator confirmed this finding on .
6/09/21 at 11:36 a.m. educatioral prog s
required or apls B
R 308 481-57,10(2)c(6) Administrator R385 will be mm;-_b,ﬁg
57.10(2) Duties of an administrator. The b‘-& e adrenimy '
administrator shall: d;,’é\ g N -
¢. Provide in-ssrvice educational programming for
: all employees with direct resident confact and
malntain records of progrems and partlcipants.
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R 308 Continued From page 2 R308 %30
- In-service sducational programming offsred S&a:‘\ g _‘_“’e* ‘ T
 during each calendar year shall include, at resvdert 5&&3 U | Sueeay -
¢ minimum, the following topics: -*-m,;h;‘pq s ri“h ed<
(6) Resident safety/supervision. vear . ; i'a a 3 O‘“(‘"’-! e WY
e FESVET
; oty
This REQUIREMENT s not met as evidenced Lycet Noverroes ek -
, ! &
by: u‘@_ﬁ-r” Aue. o WV“{'{% N
Based on interview and record review the facllity § oe ser LS
failed to ensure training for resident e *‘\M: e e, Bed
safaty/supervision was complsted every calendar 2052w be. .
year, Finding Include; W\* T woves Yash
‘ i Vel ot O Aq
On 6/08/21 st 11:27 a.m. review of Relias staff @nﬁm\ = = iNe
. tralning records revealed no course regarding e Tneerncl. wih) recst el
resident safsty/supervision, hoin e rﬁ-ﬁjvt-mﬁ‘h /
The Administrator confirmed this finding on md returey el estorer<t
6/09/21 at 11:36 a.m. :\\).A’Eﬁﬁf’ (agucs}cd. il
- (€5 D
R 3101 481-57.10(2)c(7) Administrator R310 (2022 1S e L
: Comyinuc. o '\"%‘& A
' 57,10(2) Dutles of an administrator. The § 5‘3“'\ Q‘G‘ eexty vl
administrator shall: ‘H; ; al e
. A ynclude.
c. Provide In-service educational programming for (O HEFTICE. ed wcah e
all employess with direct resident contaqt and ¥ N W r&*_cg
maintain records of programs anq participants, gmgmmmw*q ‘Eq A
In-service educational programming offered R o 571 ,jbrﬁ wl A
during each calendar year shall Include, at Hored oy e adrmini shpec{Qesty o=
minimum, the following topics: “&0_"6¥ o
Cved b
' (7) Resldent rights, m&)& t’e.Cf.‘J: X 8262}
| residet rghis raim g
, . ‘ s gear Nardodory
* This REQUIREMENT is not met as evidsnced &gewiceg Faue. reSureed
by: C&rﬁ'!m‘:‘d}
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481-57.10(2)c({8) Administrator

57.10(2) Duties of an administrator. The
administrator shall;

c. Provide in-service educational programming for
all employses with direct resident contact and
maintain records of programs and participants,
in-service educational programming offered
during sach calendar year shall Include, at
minimum, the following topics:

(8) Medication education, o include
administration, storage and drug interactions.

This REQUIREMENT Is not met as evidenced
by:

- Based on interview and record review the facility

falled to ensure tralning for medicatlon education
was completed every calender year. Finding

, include;

On 6/09/21 at 11:27 a.m, raview of Relias staff

CAREUNITA AFTON, IA 50830
' SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION {X6)
bl (EACH DEFICIENGY MUST BE PRECEDED BY FULL . PREFIX | (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
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R310 Continued From page 3 R310  |R-BI0 cotinued elq
. . ey y D
Based on interview and record review the facility on e H %‘de‘t“ Zo2)
failed to ensure training for resident rights was 2 PEYY oD | S
completed every calendar year, Finding Includs: Werernloer of this, e
' Que, To Thonks % Tviea .
On 6/09/21 at 11:27 a.m. review of Relias staff e Nowmsioes § HSENICE,
- training recerds revealsd no course regarding >p2 Lothl be the. 2 ek
resident rights. A . e e
Thursday (v Nofe et
The Administrator confirmed this finding on Ay gyttt ot ares ﬁv&‘ e
8/08/21 at 11:36 a.m, (RS eV il t’t‘.’a’:‘é‘ : e
raei e i ot
R 312 et

reure ad) '
poitees requested The
2022, thEc\n
NoaRRUE 06 e S A

and Tequde all T30, )

yrSennite i
progure’ hérxmd\ wis ad
fg;:i toce He adrol
R-312

bove. received The
rredication e aiom

rareren for ¥ gear™
Jeen e LS hovel
or Yre W

/ rdoN] oFaue rnociTh,
o Naqm&' C‘)" Frag

w

The. Noveraber InSea el
i~ 20728 usth b e thivd

Thurscian, oF Moveraioss .
R-31 2.0;;@31&'7%6 4

ewcept )
year due Yo Thawksgiv oy
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R 312 Continued From page 4 R 312 g—asz_g._g;;b____, / Sz
raini i pgld i thgvmﬁ\ﬁqﬁm
raining records revealed no course regarding ‘ e
. medication education, ‘W WL recesVe
oA | -E:srma:’ncﬁ ard
. mas-2im) ™ - , ot
The Administrator confirmed this finding on ond Q! i [
6/09/21 at 11:36 a.m. QuizzeS requ yested .
2622 Treerites Witk cwimm
o
R 314. 481-57.10(2)c(9) Administrator R314 o the W™ Thmﬂada-«—{md
eves 1y reantis o SO
57.10(2) Dutles of an administrator. The all the U;,cﬂ*l‘@m) m‘?mmﬁw
administrator shall;
Jrequiread Co(“ \\-orc:d oy
. . This W be, et
c. Provide In-sarvice educational programming for adrain TSW( &gﬁ;{gm&:
all employees with direct resident contact and the "
maintain records of programs and participants, R.-2 '
In-service educational programming offered -—"é"“m e \"'G_C.E»;‘*ff-& e Q2424
during sach calendar year shall include, at Shose cotee. Pens |
minimum, the following topics: re—%é&e‘ 5 o %Oﬂﬂ'% 'hza‘rxua
(gelstad 3 ap
(9) Resident service plans/programming/goals. Lo thie Qe Mand ot M
" o Thhussd ot ot
o the - N aoss”
e oty 4o Tharksq g
of this veor b P
s A
This REQUIREMENT s not met as evidenced ap2t WM oe. -k\-f;‘\—?\\‘rﬁ e
by: . i . N o Noverniosss !'2 C
Based on Interview and record review the facility N Ay n" St
* falled to ensure training for resident service ‘:;33.“ e He trasme 3
plans/programming/goals was completed svery & Q-_hom od CEhusTat)
calendar year. Finding include: M qjc;.’ai"’a .
' th 6/08/21 atd 11:27 a.lrn(é reviev:’ :Jf Rggaasr ;taﬁ' us b w»;h‘hue. oot
 training records revealed no course [ ng e ﬁ\
resident service plans/programming/goals. m%\ﬁdg gd :.\.mi‘ Mma\
. veni
The Administrator confirmed this finding on m “:_'501, mf, wm
6/09/21 at 11:36 &.m, el tored ofmrns e |
e
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R 358 Continued From page 5
R 358 481-57.11(3) Personnel

57.11(3) Employee criminal record checks, child
abuse checks and dependent adult abuse checks
and employment of Individuals who have
committed a crims or have a founded abuss. The
facility shail comply with the requirements found
in fowa Code section 135C.33 as amended by
2014 lowa Acts, chapter 1040, and rule -
481-80.9(135C) related to completion of criminal
record checks, child abuse checks, and
dependent adult abuse checks and to
employmert of individuals who have committed a
crime or have a foundsd abuse. (1,il, 1)

This REQUIREMENT is not met as evidenced
by.

Based on interview and personnel record raview
the facllity failed to comply with requirements
related to employee background checks found in
lowa Administrative Code 481- Chapter 50(9)3.
Findings include::

A review of personnel records revealed the facllity

" failed to ensurg criminal record checks were

completed as required by lowa Code
Administrative Code rule 481-50.9(3). The
Administrator confirned this finding. See
deflciency under 50.9(3)c.

R 358
R 388

er

ot

R-266 -

Reflr 4 €210
pace V8 anrd oy et
fire 84 20621 .
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R-470 DEFIGIENGY)
R 470. Continued From page 6 R 470 The. adminTarmdor, 134,

R 4701 481-57,13(2)z Admission, Transfer, Discharge | R470 | o tronred desmred. | o))
LT renEn) all recessar

4‘81-57‘1 3(135C) Admlsslon, transfer and mh“@?mﬁ'\“ﬂfﬁ Dﬂ‘afm Zh

discharge. S o &W{Xé
e frorser e —re |-

57.13(2) Discharge or transfer, of oruy resigey ‘, e S

" a. Notification shall be made to the legal ehysteian @ ﬂ:c:

a. Notification shall be made to the lega ) otbses

representative, primary care provider, and - mw& H OJ*A q;;u\ O S

sponsoring agency, If any, prior to the transfer or mufmd roi Cerd :d

discharge of any resident, (llf) wit mdawwm*"’

w then pM&Tﬂﬂ““a‘ﬁg
urse s rotes | SEere
This REQUIREMENT is not met as evidenced Anetol 7 ans amd

L&

by: Cr
Based on Interview and record raview ths facility mmwi‘(ﬁ—*ﬁj 1 \C‘L
failed to ensure the notification of the primary e 4 fut o T |
care provider had been completed and ohres™ P?QUG N %c
documented prior to discharge for 1 of 3 former O prov ders, )
residents reviewed (Resldent C-2). Findings Vima, Ay AadraBSION,
_include: At h:’»@—‘
discroras o e
. On 6/09/21 at 1:25 p.m. record review revealed Wi\ e WNCC) o
Resident C-2 discharged from the facllity on \ MM&.
4/15/21. Record of Resident C-2's physician +o AArATEEAED - oot
- belng contacted prior to this discharge could not or W%}-—,"ﬂ\} %
" be located. . Hovc’i’d m%
bc_, SOty - )
On 6/09/21 at 1:45 p.m. the Administrator c@mx‘m\é‘ﬂﬁﬁﬁc\; e )

confirmed this finding.

o o QeS\Are
R 622 481-57.17(1)r Records R 6822
: 481-57.17(135C) Records.
57.17(1) Resident record. The licensee shall

keep a parmanent record on every resident
admitted to the residential care facility, and sl

DIVISION OF HEALTH FACILITIES - STATE OF 1OWA
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R 622 Continued From page 7 R622 R (p22
o 2ozl
entries in the permanent rezord shall be current, The. a&m\ﬁr@&rmk)v‘ LP!J, &
dated, and signed. (Ill} The record shall include: oc dmined desigqras, wa ()
TeO I TeLO
r. A notation of disposition of personal property heep the. PE ;agdmrmd
and medications upon the resident's transfer, of cvery resaens )
" discharge or death. (ill) o He. esderttal Cas = 3
Scility treludicq \‘e;g‘”
o6 e, drspoStho™ .,
tre, residestt ‘Pe"'é .
This REQUIREMENT ls not met as avidenced . hetics Sl
opecti] W
Based on interview and record review the facllity e xdf’%“’f»?r o
falled to ensurs the disposition of property and e (ef", - ¢ .
me@ications was dOCumfented for 1 of.S former Te_{?\“dcg-ﬁ“fa dﬁf’ e it
residents reviewed (Resident C-2). Findings The. cwi“dczcd'f“ 'h:; e
include: . .
Wi be. per Wi o5
On 6/09/21 at 1:25 p.m. record review revealed pharreaoii moked M
Resident C-2 discharged from the facility on ‘Pgha‘\ahc\ el S:(__ e
4/15/21. Record of the disposition of the LRSS [ » Ay d
resident's valuables and medications could not be ek 19 drecbosas.
located. . = AN
On 6/09/21 at 1:45 p.m. the Administration pries™ VSRR
confirmed these findings. o m;aaﬁ’f‘aﬁ‘ﬁ' S
'%@ =14 A Mé‘z:b i A e
. ao ordesed by %
R 780i 481-57.21(1)¢ Dietary 1 R780 o AOOUTEESN
o . A o p}«aﬂ’m‘%
- 481-57.21(135C) Dletary. reusne
v \' '
- PO
' 57.21(1) Dletary staffing. e P
. ¢. In additlon to the requirement of paragraph
57.21(1)"a," personnel who are responsible for
food preparation or service, or both food
preparation and service, shall have an orlentation
. on sanitation and safs food handling prior to
handling food and shall have annual in-service

DIISION OF HEALTH FACILITIES - STATE OF IOWA
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R 780 Continued From page 8 R 780 RTI8O
LT
training on food protection, (I11) AN et Shate houe. 29 2]
received the ahrj:;}.ﬂ{ ,
%—m{‘ﬁ by 5“‘“&‘ o, S0AMM 1B~
ard S0k, &od tardliedy -
, of e ard food prokedion .
This REQUIREMENT Is not met as evidenced e, oreeiainmtoinitg gt
byi P anttl £ ne, Bty
. ‘ . (i~ comys witl frcd » W "
Based on interview and record review the facility : A o oo e
falled to ensure personnel responsible for food ard %"“"‘; e oo
preparation or service had orlentation on Lor . P‘é&?@ "mﬂe:.{ teg 4
sanitation and safe food handling of food prior to sSeVICE - ca b QRENN
. handling of food as well as annual Inservice e, oot P‘ﬁm, ‘t - &WW
training on food protection for 4 of 4 staff Wi cornpiete der
reviewed (Staff D, E, F, G). Findings include: Aass or wore Vi, wInNo
Sugesi s o eﬁﬂiﬁ'@
On 6/08/21 at 9:08 a.m. personnel record review ave. c:omyk‘_"*ﬁ'«a Aad H-M\ :
ravealed Staff D was hired on 1/08/21 to work as SERVSAE ctneSe ¥ g PO
an administrative assistanl, Record of Staff D's Froaemeeq and S aee\
origntation on sanitation and safe food handling win loe reau P
. of food could not be located, orgoiea o o \é )
who hNos coT W\Pg‘, ac
On 6/08/21 at 8:18 a.m. personnel record review e %‘é%“' SHE a,\a»é- oA
revealed Staff E was hired on 2/11/21 to work as Hod \Pre,po-f‘d’-j"m e S
a cook, Record of Staff E's orlentation on %?‘%ﬂ,’&"{{)‘\ Al asSHT =
sanltation and safe food handling of food could Foead R reage 2 /
not be located. ‘ Thiga wil Tt BT
: oy e Adr
. wibtwe o L
On 68/09/21 at 9:25 a.m. personnel record review fessi ﬁi\ﬁﬁa e sERY P
Staff F was hired on 5/04/20 to work as a m‘,;eﬁrﬁ '
medication manager. Record of Staff F's class -
' orientation on sanitation ard safe food handling
of food could not be located.
" On B/09/21 at 9:41 a.m. personnel record review
Staff G was hired on 1/07/21 to work as a
medication manager. Record of Staff G's
- orientation on sanitation and safe food handiing
* of food could not be located,
On 6/09/21 at 11:42 a.m. the Administrator
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R 780" Continued From page 9 R 780 ea2le a-252)
confirmed all these staff were Involved in sither Am oxdit goredule. of Senned
food preparation or service. Plans, :“Mt&"ﬁ%ﬁ?ﬂ .
goefal NSIOMIED es™
On 6/09/21 at 11:27 a.m. review of Relias staff crogrsh role s Pas bERIn
training records revealed no course regarding Me,&diiwc"ﬁ Q"‘f W;V &
sanitation and safe food handling. Fhe ad rai vatrolt <.
Seztoret - it € : '
On 6/09/21 at 11:36 a.m. the Administrator wﬂf o eupecied o boue
confirmed these findings. hasr~ 1 6.\,
S pen et
R 836 481-57.22(3)d Orlentatlon and Service Plan R 836 et & mﬂ::’n@ Q@P?;‘
inies QIS P ;
57.22(3) Service plan. Within 30 days of Od. G OFGAT™ um‘g‘;’j ;mp s
admission, the adminlstrator or the Frod- workd, i 4
administrator's designes, in conjunction with the e f&lp\dxﬁ"ﬁ ’ % . oot
resident, the resident's responsible party, the week Lpwont \;q feo.&ﬁ:‘»’f = Wi
interdisciplinary team, and any organization that fryifie
piinary y org ena *ﬁ‘*‘?— od ai X

works with or serves the resident, shall develop a
written, individualized, and Integrated service plan
for the resident. The service plan shallbe
deveioped and implementsd to address the
resident’s prioritles and assessed needs, such as
activities of dally living, rehabilifation, actlvity, and
social, behavioral, emotional, physical and mental
health. (I, 11, 1)

d. The service plan shall ba reviewed &t least
quarterly by relevant staff, the resldent and

" appropriate others, such as the resident's family,

case managsr and responsible party. The review
shall include a written report which addresses a
summary of the resident's progress {oward goals
and objectives and the nead for continued

cecied o raw c-
o i~ rwqu.l‘re.d

“*—‘ i K
p%arxﬁﬁ A QU ke t4g
TS LI W ae,

g
2

e
ceropieied ; SexviZes

STATE FORM

- services. (I 1 1) 00
rron tored o :f'g“
adéi\ﬁqlatic dﬁm : €2 0
adrinTEToder” QeI ARE
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R 836 Continuad From page 10 R 836 Re3le .
C&W\Gw o Brensus %@@
This REQUIREMENT is not met as evidsnced
by:
Based on inlerview and record review the facility R D58
falled to ensure service plans were reviewed al cmed | N-2024
least quarterly for 2 of 2 residents reviewed Bids baue peem SBRMC
{Residents #1, #2), Findings Include: ! Y P=ta Y <
On 6/09/21 at 3:14 p.m. record raview revealed rredol doot” oy ey
Resident #1's last service plan was dated eastr wing it b&“‘h {
3131/21. Prior to that date the last quarterly review W\Md . Ads) ‘L&!‘“»Cé*
was dated 1/14/20. g ayves— Ao
b‘ d&' %‘“ - NA »
been obtost e
On 6/09/21 at 3:35 p.m. record review revealsd rowe- OO ced
Resident #2's last service plan was daled s witt oe. =
6/24/20. No quarterly revisws after that date could by G tead m*ﬂ’:
be located. A TOOT) %’cﬁf‘ﬂ—‘-ﬁ; \
ey An fragtradoc |
On 6/09/21 at 3:40 p.m. the Dirsctor of Resident tre 04 desig e
Care confirmed these findings. oA m{vﬁ,&-\’ﬁ:‘;ﬁ — <
- ¢ b&h -
R1058 481-57.36(2) Malntenancs R1058  |te. UJOWJ'\‘:D ﬁﬁ%m < ez
O
Shouses Sl
481-57.36(135C) Maintenancs. auahby A
Seared thoo ‘.6‘;\0 TS

, Based on observation and Intarview the facliity

* Findings include;

" between 2:26 p.m. and 2:47 p,m. while

57.36(2) The bullding, grounds, and other
buildings shall be malintainad in a clean, orderly
conditior and in good repair. (11, lil)

This REQUIREMENT Is not met as evidenced
by.

falled to maintain the building in good repair.

During the snvironmental tour on 6/08/21

accompanied by the Administrator the following

rod s Wit
PUTRINES o~ WWWJG

PG Y
old  Or LOCKS:

report YO

erand e a.ed

any oxens
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R1058 Continued From page 11 R1058 | RIDEAS — e,
concerns were noted: See Previous 3
- Metal door to the women's east wing was
rusted through at the bottom of the door. CZ21D
- The women's central bath shower stali floor — s 82l
was cracked with mald in the corners, The The ernploes mm_ P
corners of the surround tile wers also moldy. \”‘C"&& in LY mﬁ'
. . e
The Administrator confirmed these findings during ) (1 maf%mr{ - -
the tour. WQ(WM arec=
wese- comwpleted
C 210" 01-50.9(5) Background Checks c210 & Y, Hhe
Lot u~adehy,
481-50.9(135C) Criminal, dependent adult abuse, 257t o
and child ebuse record checks. heck. LIS swgi’cﬁflﬁd ’
50.8(5) Employment prohibition, A person who arad tren cotnel e \\C‘n:d
has committed a crime or has a record of Thes paﬁ,‘hﬁ‘ A A
founded child or dependent adult abuse shall not . cpmp\e.t&d; ~
be employed in a facllity unless an evaluation has rot loees™ sest O
been performed by the department of human S mrﬁp\aaﬁ‘d ‘
services YT ;;H“S: A wo P
g 2.
Ther o eted B0 errPle
" This REQUIREMENT s not met as evidenced et ) BIOVH-
by: sHhreariNe.
Based on interview and record review the facility T QAMT ‘Mmm‘ T o
failed to have the Department of Human Services ASS AT 0 e
(DHS) parform an evaluation of an employee's T ey U ds m} :
criminal history to determine whether the crime checﬁ Al eaTrenWT O
warranted prohibition from employment for 1 of 2 PR e ont \ m‘*’
staff.revigwed with a criminal history (Staff C). aduit albtSe, orckS
Findings include: ‘ A qug:,‘ i
Wi tre O s wotl
On 6/09/21 &t 10:01 a.m. personnel record review =Yt eluly o) S, Wi eactS
revealed Staff C was employed with the facility on e, comeEie - )
10/21/20 to work In maintenancs. Further review e ara @ revrew O
revealed checks were completed for the chlid ,\‘\ "\ﬁ”;:?-«‘-‘: ay e
abuse, dependent adult abuse and sex offender a4 , RN
registries on 10/1/21 with no concerns noted. A 59 each !
BTISTON OF HEALTH FACILITIES - STATE GF IOWA "
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criminal history record

confirmed this finding.

until 10/24/21 which 3 days after Staff C was
hired. The check came back with a hit which
required an evaiuation from DHS to determine
whether or not the facility could employ the
individual. Although the form to submit to DHS
requesting an evaluation was in the flle, a
decision from DHS could not be located,

On 06/09/21 at 10:58 a.m, the Administrator

check was not completed
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