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57.11(3) Employee criminal record checks, child
abuse checks and dependent adult abuse checks
and employment of individuals who have
committed a crime or have a founded abuse. The
facility shall comply with the requirements found
in lowa Code section 135C.33 as amended by
2014 lowa Acts, chapter 1040, and rule
481-50.9(135C) related to completion of criminal
record checks, child abuse checks, and
dependent adult abuse checks and to
employment of individuals who have committed a
crime or have a founded abuse. {111, lif)
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The following deficiencies were cited during the
investigation into Incident #96267-M.
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481-50.9(135C) Criminal, dependent adult abuse,
and child abuse record checks.

50.9(3) Requirements for employer prior to
employing an individual. Prior to employment of a
person in a facility, the facility shall request that
the department of public safety perform a criminal
history check and the department of human
services perform child and dependent adult
abuse record checks of the person in this state.

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review, the facility
failed to conduct a background check prior to
employment for 1 of 1 staff reviewed (Staiff A).
Findings follow:

Record review on 6/10/21 revealed Staff Awas
hired on 1/25/21. There were no background
checks completed for Staff A. Staff A had
previously been employed by the facility until
10/13/20. The facility did not complete a new
background check when she was rehired on
125/21.

The Administrator confirmed this finding on
6/10/21 at 11:05 AM.
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