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 A 000 Initial Comments  A 000

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 disorder:  28
Number of tenants with cognitive disorder:  3
Total census:  31

The following regulatory insufficiency was cited 
during the recertification visit conducted to 
determine compliance with certification rules for 
an Assisted Living Program

 A 400 481-67.19(3) 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.

This REQUIREMENT  is not met as evidenced 
by:

 A 400

Based on interview and record review, the 
program failed to complete background checks 
prior to hire for 2 of 7 employees reviewed (Staff 
D and Staff G).  Findings follow:

Record review on 12/12/22 revealed Staff D was 
hired on 10/10/22. The program did not complete 
a background check on Staff D until 10/14/22.

Staff G was also hired on 10/10/22.  The program 
did not complete a background check for Staff G 
until 10/14/22.
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 A 400Continued From page 1 A 400

The Assisted Living Director of Nursing confirmed 
these findings on 12/12/22 at 2:50 PM.
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