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August 12, 2016

Aimee Krebsbach, Nurse Manager
Faith Home Assisted Living

912 Davidson Drive

Osage, IA 50461

Re: Faith Home Assisted Living Recertification Visit

Dear Ms. Krebsbach:

RODNEY A. ROBERTS, DIRECTOR

A recertification visit was conducted at your program by Margaret Kaltefleiter on 8/2/16 to determine if the program
remains in substantial compliance with certification requirements for Assisted Living Program (ALP).

Your program was found to be in substantial compliance. You and your staff are to be commended for your efforts.

We wish to thank you and your staff for the courtesies and cooperation extended to our survey staff during their recent
visit. If you have any questions regarding this visit, please contact your Program Coordinator.

Sincerely,

Linda Kellen, Bureau Chief
Adult Services Bureau
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Catie Campbell, Program Coordinator
Adult Services Bureau

Health Facilities Division
515-281-3459
Catie.Campbell@dia.iowa.gov
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Assisted Living Programs are defined by the type
of population 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 tenants with cognitive disorder: 0
Total Population of Program at time of on-site: 15
TOTAL census of Assisted Living Program: 15 j
No regulatory insufficiencies were cited during the
recertification visit conducted to determine
compliance with certification for an Assisted
Living Program.
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