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Initial Comments

Assisted Living Programs for People with
Dementiza are defined by the population served.
The census numbers were provided by the
Program at the time of the on-site.

General Population
Number of tenants without cognitive disorder: 25
Number of tenants with cognitive disorder: 6

Memory Care Unit
Number of tenants without cognitive disorder: 0
Number of tenants with cognitive disorder: 10

Total Census of Assisted Living Program for
People with Dementia : 41

The following reguiatory insufficiencies were
cited during the recertification visit conducted to
determine continued compliance with the
certification rules for an Assisted Living Program
for People with Dementia (ALP/D).

481-67.19(3) Record Checks

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

67.19(3) Requirements for employer
prior to employing an individual. Prior to
employment of a person in a program, the
program 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.
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| This REQUIREMENT is not met as evidenced
by:
Based on interview and record review, the
Program failed to request background checks
prior to employment for 2 of 8 staff reviewed
(Staff D, Staff G). Findings follow:
Areview of personnel files on 7/15/19 revealed O w New 6€ﬂ€/f>-\ r\
Staff D was hired on 2/1/18. There was no . “CO ,\\0’
documentation criminal history, child or Of \Q,ﬂ"';’h()/\ 44 |
dependent adult abuse record checks were . G‘H N is
completed at any time. ensures n n
RS N
Staff G had a hire date of 5/8/18. Background W\ 5 Cd a l
checks were completed for Staff G on 5/10/18. U_) H’h 18! ‘Hf\é‘jﬁ-‘u
The Executive Director confirmed these findings W\&UWC
on 7/15/19 at 3:45 PM. She reported she had r
searched for Staff D's background check but YX{BVWV‘J" W j /
could not find one. Record checks would be (€.
completed for this employee. The Executive Q)\,LSH’K §5
Director stated Staff G's late background check er ;(\d <
was an oversight. ‘ = ‘ A \
A 124 481-6?.19(4) Record Checks )wza ’ “f - m‘]‘;ﬁﬁﬂ
0o /tpl. vy ng [
| 481-67.19(135C,231B,231C,231D) Criminal, N [
dependent adult abuse, and child abuse record \g i bCC
checks. P We
67.19(4) Validity of background check ‘ new) h' €5
results. The results of a background check V\J{
conducted pursuant to this rule shall be valid for N (w/
a period of 30 calendar days from the date the \)A w \ 0\ ;‘
results of the background check are received by (WAL 3\ i\
the program. /] .
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This REQUIREMENT is not met as evidenced
by:

Based on interview and record review, the
Program failed to ensure background checks
were valid for 1 of 8 staff reviewed (Staff B).
Findings follow:

A review of employee files on 7/15/19 revealed
Staff B had a hire date of 4/3/18. Her
background checks were compieted on 2/15/18
which was more than 30 calendar days prior to
hire.

| The Executive Director confirmed this finding
during an interview-on 7/15/19 at 3:45 PM.

DIVISION OF HEALTH FACILITIES « STATE OF IOWA
STATE FORM “‘f GN5B11 If continuation sheet 3 of 3




