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The Iowa Department of Inspections and Appeals 

(DIA) in accordance with the Medicare Conditions 

of Participation set forth in 42 CFR 483, Subpart 

B-C conducted this investigation. The facility was 

found to be IN COMPLIANCE.

Survey dates: 6/21/21 - 6/25/21

Facility Reported Incident #'s reviewed:

# 97397-I not substantiated

# 98063-I not substantiated.
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