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{A 000} Initial Comments {A 000}

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

Number of tenants without cognitive impairment: 
49
Number of tenants with cognitive impairment: 1
Total census:  50

The following regulatory insufficiencies were 
written during the revisit conducted to determine 
progress made in correcting violations cited 
during the initial certification completed on 
3/25/25.

{A 135} 481-69.22(1) Evaluation of Tenant

69.22(1) Evaluation prior to occupancy. A 
program shall evaluate each prospective tenant's 
functional, cognitive and health status prior to the 
tenant's signing the occupancy agreement and 
taking occupancy of a dwelling unit in order to 
determine the tenant's eligibility for the program, 
including whether the services needed are 
available. The cognitive evaluation shall utilize a 
scored, objective tool. When the score from the 
cognitive evaluation indicates moderate cognitive 
decline and risk, the Global Deterioration Scale 
(GDS) shall be used at all subsequent intervals, if 
applicable. If the tenant subsequently returns to 
the tenant's mildly cognitively impaired state, the 
program may discontinue the GDS and revert to 
a scored cognitive screening tool. 

This REQUIREMENT  is not met as evidenced 
by:

{A 135}

Based on interview and record review, the 
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{A 135}Continued From page 1{A 135}

program failed to complete a thorough health 
evaluation prior to occupancy for 1 of 1 tenants 
reviewed who was admitted within the previous 
month (Tenant #1). Findings follow:

Record review on 6/10/25 revealed Tenant #1 
was admitted to the program on 5/20/25.  The 
program nurse initiated the Iowa Assisted Living 
Assessment on 5/20/25 which evaluated the 
tenant's cognitive and functional condition.  The 
assessment did not thoroughly evaluate her 
health status.

During an interview on 6/10/25 at 11:50 AM the 
Residential Services Director confirmed the Iowa 
Assisted Living Assessment did not include a 
thorough evaluation of the tenant's health 
condition. She had asked the Executive Director 
to purchase a specific type of head to toe health 
assessment she'd used in the past but had not 
received it yet.

{A 140} 481-69.22(2) Evaluation of Tenant

69.22(2) Evaluation within 30 days of occupancy.  
A program shall evaluate each tenant's functional, 
cognitive and health status within 30 days of 
occupancy. The evaluation shall be conducted by 
a health care professional, a human service 
professional, or a licensed practical nurse via 
nurse delegation when the tenant has not 
exhibited a significant change.

This REQUIREMENT  is not met as evidenced 
by:

{A 140}

Based on interview and record review, the 
program failed to complete a thorough health 
evaluation within 30 days of occupancy for 2 of 2 
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{A 140}Continued From page 2{A 140}

tenants reviewed  who were admitted within the 
previous 2 months (Tenant #1 and Tenant #2).  
Findings follow:

Record review on 6/10/25 revealed Tenant #1 
was admitted to the program on 5/20/25. The 
Director of Health and Wellness completed a 
30-day Iowa Assisted Living Assessment which 
evaluated her cognitive and functional condition 
on 5/30/25.  The assessment did not thoroughly 
evaluate her health status.

Tenant #2 moved to the program on 5/8/25.  The 
Director of Health and wellness completed a 
30-day Iowa Assisted Living Assessment which 
evaluated her cognitive and functional condition 
on 5/30/25.  The assessment did not thoroughly 
evaluate her health status.  

During an interview on 6/10/25 at 11:50 AM the 
Residential Services Director confirmed the Iowa 
Assisted Living Assessment did not include a 
thorough evaluation of the tenant's health 
condition. She had asked the Executive Director 
to purchase a specific type of head to toe health 
assessment she'd used in the past but had not 
received it yet.
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