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Initial Comments

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.

Number of tenants without cognitive impairment:
36
Number of tenants with cognitive impairment: 4

Total census: 36

This Program has met criteria to be an Assisted
Living Program for People with Dementia by
definition for the last two recertification visits.

No regulatory insufficiencies were cited during the
investigation of Complaint #113473-C.

The following regulatory insufficiencies were cited
during the investigation of Complaints #111542-C
and #114728-C.

481-69.28(5) Food Service

69.28(5) Personnel who are employed by or
contract with the program and who are
responsible for food preparation or service, or
both food preparation and service, shall have an
orientation on sanitation and safe food handling
prior to handling food and shall have annual
in-service training on food protection.

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review the
Program failed to provide training on safe food
handling and sanitation prior to serving food. This
pertained to 2 of 4 staff reviewed (Staff A and
Staff B). Findings follow:
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Record review of staff files on 10/16/23 revealed
the following:

1. Staff A was hired on 12/6/22 and no training on
safe food handling and sanitation could be
located.

2. Staff B was hired on 2/3/22 and no training on
safe food handling and sanitization could be
located.

When interviewed on 10/17/23 at 9:56 a.m. the
Director confirmed these findings.

DIVISION OF HEALTH FACILITIES - STATE OF IOWA

STATE FORM

6899

RLKW11

If continuation sheet 2 of 2




