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Assisted Living Programs for People with
Dementia 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:
26

Number of tenants with cognitive disorder: 4
Memory Care Unit

Number of tenants without cognitive disorder:
0

Number of tenants with cognitive disorder: 11

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

A recertification visit was conducted to determine
compliance with certification for an Assisted

Living Program. An onsite infection control
survey was also completed. The following
regulatory insufficiencies were identified related to
recertification visit;

A415 481-67.19(3)c Record Checks

67.19(3)c If a person considered for employment
has been convicted of a crime. If a person being
considered for employment in a program has
been convicted of a crime under a law of any
state, the department of public safety shail notify
the program that upon the request of the program
the department of human services will perform an
evaluation to determine whether the crime
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warrants prohibition of the person's employment Regulatory Insufficiency —
in the program. 481-67.19(3) Records Checks
Zh'ns REQUIREMENT is not met as evidenced On 5/26/21, 3801 Grand’s Executive
By. d on intervi d d review the Director submitted the employee’s
P?: erar?\nf;ri‘I:c:Vtc?\goan'lnsis::ﬁzr reer\;:)im record paperwork to DHS for Record Check
9 yp Evaluation. On 6/2/21, 3801 Grand

check evaluations prior to employment. This
affected 1 of 4 staff (Staff D) reviewed. Finding
follows:

received DHS’s approval regarding
the employee’s Record Check

Evaluation.
Record review on 5/19/21 revealed Staff D's
Single Contact License and Background Check Date Insufficiency Corrected: 6/2/21
(SING) dated 12/19/19. The SING directed
further research. Further review revealed Staff 3801 Grand will prevent future
D's lowa Record Check Request dated 12/24/19 occurrences of this issue by having one
and indicated Staff D had a criminal history. The central employee oversee all background
Program hired Staff D on 1/15/20 but without check processes rather than individual
requesting a record check evaluation from the department managers. Oversight of
Department of Human Services (DHS). DHS review submissions and approvals
will be provided by the Executive
When interviewed on 5/19/21 at 9:45 a.m. the Director.

Director confirmed the Program failed to
complete the DHS record check evaluation.
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