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February 8, 2016
Incident Intake #: 57528-1

Ms. Christine Cross, Manager
Solon AL Village

623 East 5th Street

Solon, 1A 52333

RE: Final Incident Investigation & Recertification Monitoring Evaluation
Report — Solon AL Village, Solon, 1A

Dear Ms. Cross:
Enclosed is the Final Incident Investigation & Recertification Monitoring Evaluation Report

completed by the Department of Inspections and Appeals (DIA) in accordance with Jowa Code
chapter 231C and lowa Administrative Code (IAC) chapters 481—67 and 481—69.

Based on review of tenant files, review of incident reports, review of policies and procedures,
tenant interview, staff interviews, nurse interview and Manager interview the following was
found:

Allegation: Tenant Rights

Findings: Not substantiated

Comments: The Program reported the theft of one narcotic pill. An incident report was
completed, an investigation conducted, appropriate actions taken and the Department was
notified. No concerns with tenant rights were identified.

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 S0306 with effective
dates of December 28, 2015 through December 27, 2017,

Telephone Number for the Hearing Impaired: (515) 242-6515




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

Sincerely,
Kose Bocoella

Rose Boccella
Program Coordinator
Adult Services Bureau

Enclosure
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481-67 initial Comments

Assisted Living Programs are defined by the type
of poputation served. The census numbers were
provided by the Program at the time of the
on-site.

General Population Program

Number of tenants without cognitive disorder: 15
Number of 1enants with cognitive disorder: 2
Total Population of Program at fime of on-site:

17

TOTAL census of Assisted Living Program: 17

No regulatory insufficiencies were cited during
the Recertification conducted to determine
compliance with certification for an Assisted
Living Program and the investigation of Incident
#57528-1.
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