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481-67 Initial Comments

. Assisted Living Programs are defined by the type
1 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: 8

Number of tenants with cognitive disorder: 0
Total Population of Program at time of on-site: 9

! TOTAL census of Assisted Living Program: 9

: The following regulatory insufficiency was cited
* during the recertification of the Program.

481-67.19(3)e Record Checks

481-67.19(135C,231B,231C,231D) Criminal,
dependent adult abuse, and child abuse record
checks.

67.18(3)e Employment pending evaluation.

‘ The program may employ a person for not more

' than 60 calendar days pending the completion of
. the evaluation by the department of human
services if all of the following apply. The 60-day

* period begins on the first day of the person’s

employment.
(1) The person is being considered for

- employment other than employment involving the

operation of a motor vehicle;
(2) The person does not have a record of

! founded child or dependent adult abuse;

(3) The person has been convicted of a

: crime that is a simple misdemeanor offense
; under lowa Code section 123.47 or a first offense

of operating a motor vehicle while intoxicated

1 under lowa Code section 321J.2, subsection 1;
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) {4) The program has requested an
: evaluation to determine whether the crime
; warrants prohibition of the person's employment.

This REQUIREMENT is not met as evidenced

: by:

~ Based on staff interview and personnel record

- review, the Program failed to ensure evaluation of

. employee’s felony conviction by the Department
of Human Services (DHS) prior to employment
with the Program on 1 of 4 files reviewed.

 Findings included:

On 4/04/17 at 11:43 a.m. personnel record review
- revealed Staff B hired by the Program on
. 10/18/16. The Program completed StaffB's a
. eriminal background check on 10/10/16, which
resulted in a possible hit. Further review revealed
. Staff B's criminal history included a felony
; conviction on 8/6/07 with a suspended 10 year
. prison sentence for the possession of a controlied
* substance. Record review revealed DHS
- completed their review and authorized Staff B to
work on 11/01/16.

: On 4/04/17 at 12:06 p.m. Staff A confirmed this
: finding. Staff A thought the Program had 60 days
. to have DHS complete their review.
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