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Mr. Noel Sherer, Administrator
Rose Vista AL

1108 Park Street

Woodbine, IA 51579

RE: Final Recertification Monitoring Evaluation Report — Rose Vista AL,
Woodbine, 1A

Dear Mr. Sherer:
Enclosed is the Final Recertification Monitoring Evaluation Report completed by the

Department of Inspections and Appeals (DIA) in accordance with Iowa Code chapter 231C and
Iowa Administrative Code (IAC) chapters 481—67 and 481—69. No Regulatory Insufficiencies

were found during this evaluation.

The review of the recertification documents you submitted has been completed and the
documents are accepted. In addition, the State Fire Marshal’s (SFM) inspection report has been
received as well as the Facility Engineer’s approval of the Evacuation Plans for your program.

Enclosed you will find the Assisted Living Program Certificate S0156 with effective
dates of September 27, 2014 through September 26, 2016.

If you have any questions in regard to this certification, please contact me at 515/281-
7039 or Rose.Boccella@dia.iowa.gov.

Sincerely,
Kose Bosoell

Rose Boceella
Program Coordinator
Adult Services Bureau

Enclosure
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