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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 See attached
2/28/2026
Tenants without cognitive impairment: 98
Tenants with cognitive impairment: 6
Total census: 104

The following regulatory insufficiencies were cited
related to the investigation of Complaint
#130345-C and the recertification visit conducted
to determine compliance with certification of an
Assisted Living Program.

A 150 481-67.2(3) Program Policies and Procedures A 150

67.2(3) The program shall follow the policies and
procedures established by the program.

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review the
Program failed to follow established policies and
procedures related to narcotics and completion of
incident reports. This pertained to 2 of 3 current
tenants with counted medications (Tenant #5 and
Tenant #9), 1 of 3 current tenants (Tenant #4) and
1 of 1 discharged tenant (Tenant C1) with
medication variance that lacked a completed
incident report. Findings follow:

1. Record review on 10/27/25 and 10/28/25
revealed Tenant #5's file indicated staff
administered his medications. The Controlled
Drug Receipt Record/Disposition Form dated
2/19/25 indicated Tenant #5 received 30 tablets of
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alprazolam 0.25 milligram (mg) tablet, one tablet
by mouth at bedtime as needed. Tenant #5's
September 2025 Medication Administration
(MAR) indicated he received one tablet of
alprazolam on 9/03/25. The September 2025,
Drug Count Report noted 14 tablets remained.
The Program went to electronic storage on
9/03/25, however the Controlled Drug Receipt
Record/Disposition from July 2025 to September
2025 indicated 19 tablets remained for Tenant #5.
The record lacked two signatures at shift change
and the report failed to represent all shifts and
medication passed with counts of the controlled
substance on the form. The narcotic count sheets
included but were not limited to the following
errors:

-On 7/23/25 from second shift to third shift the
count was 17 individual control sheets. The notes
indicated added two during shift to 19. On 7/24/25
from third shift to first shift, the entry for the
number of control sheets was reflected as a
question mark.

-On 8/2/25 from third shift to first shift there were
no recorded number of individual control sheets.

-On 8/5/25 from third shift to first shift the
individual control sheets were documented as
18/19 and a question mark.

-On 8/5/25 from first shift to second shift and
second shift to third shift the individual control
sheets were charted as 18/19.

-On 8/11/25, from second shift to third shift there
was no recorded on-coming medication staff
signature.

-On 8/19/25, second shift there was no
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A 150 Continued From page 2 A 150

on-coming medications staff signature, from
second to third shift there were no recorded
entries and third shift to first shift there was no
off-going medication staff signature.

-On 8/20/25, from second shift to third shift there
were no controlled counts recorded.

-On 8/21/25, from third shift to first there were no
controlled counts recorded.

-On 8/21/25, from second shift to third shift there
were no controlled counts recorded.

-On 8/22/25, from third shift to first shift there
were no staff signatures for on-coming or
off-going staff.

-On 8/22/25, from second to third shift there were
no controlled counts recorded.

-On 8/23/25 and 8/24/25, on the third shift there
were no controlled counts recorded.

-On 8/25/25, on the second shift there was no
off-going staff signature.

-From 8/29/25 second to third shifts to 8/31/25, at
second shift there were no controlled counts
recorded.

Record review on 10/29/25 revealed Tenant #9's
file indicated staff administered a transdermal
patch. The Controlled Drug Receipt
Record/Disposition Forms dated 7/08/25 and
8/18/25, indicated Tenant #9 received four
patches of Buprenorphine 15 microgram (mcg),
one patch on the skin every seven days. Staff
only recorded on the record/disposition form the
date, time amount left and amount given with
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their signature for the administration of the
Buprehorphine patch. There was no recorded
count or two signatures at shift change on the
Controlled Drug Receipt Record/Disposition form.

Further record review revealed the Program's
Medications: Narcotic Counts policy and
procedure, dated 9/05/21 directed staff counted
narcotics at the end of shift, and the on-coming
staff counted narcotics. The off-going staff
recorded the count, ensured all documentation
completed and the narcotic administration
records were reconciled. Both staff confirmed the
records were complete, the count was correct
and signed. Staff needed to count first before
accepting the keys.

When interviewed on 11/10/25 at 10:58 a.m. the
Wellness Director confirmed the current protocol
for counting narcotics was the off-going and
on-coming medication staff counted narcotics.

2. Record review revealed Tenant #4's service
plan dated 8/06/25 indicated staff administered
her oral medications, administered insulin,
monitored her blood glucose and she took an
anti-coagulated medication.

Tenant #4's August 2025 MAR reflected the
following medication errors:

-Amlodipine 10 mg, one tablet by mouth daily,
was not administered from 8/7/25 to 8/12/25 as
the medication was not available to administer.

-Atorvastatin 80 mg tablets, one tablet by mouth
daily, was not available to administer on 8/7/25
and 8/9/25.

-Aspirin 81 mg tablet, one tablet by mouth daily
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was not available to administer from 8/7/25 to
8/12/25.

-Furosemide 80 mg tablet, one tablet by mouth
daily, was not available for administration on
8/9/25.

Continued record review revealed an incident
report, dated 10/30/25, indicated the incident on
8/12/25 a medication variance, omission
occurred. The report indicated Tenant #4 returned
from the hospital on 8/06/25. She did not receive
her medications Amlodipine and aspirin from
8/07/25 to 8/12/25 due to lack of availability in the
building. On 8/12/25, the Wellness Director noted
the Former Assistant Wellness Director contacted
the pharmacy regarding the medications, the
pharmacy delivered that evening, and the
medications were started on 8/13/25. The Former
Assistant Wellness Director was directed to
complete the notifications and fill out a medication
error form. The Former Wellness Director was
terminated as a result of the medication error. It
was signed by the Wellness Director, who
completed the report, on 10/30/25. The incident
report was not completed at the time of the
discovery of the error.

3. Record review on 11/03/25 and 11/04/25 of
Tenant C1's file revealed the October MAR
reflected five doses of as needed morphine
sulfate, two syringes with 0.25 ml each (total of
0.5 ml) by mouth every two hours as needed. A
managed quantity record for Tenant C1 morphine
reflected an adjustment was made on 10/01/25 at
11:25 p.m. that a medication was signed out but
was not given. There were six as needed doses
of morphine given on 10/01/25 from 7:16 a.m. to
9:25 p.m. The 9:25 p.m. dose was signed out on
the managed quantity record but was not
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A 150 Continued From page 5 A 150

documented as given on the MAR. On 9:25 p.m.,
it was charted as passed medication on the
managed quantity record and was charted as
given before repositioning.

When interviewed on 11/03/25 at 8:45 a.m. the
Wellness Director indicated the count was off
once for Tenant C1. He received the scheduled
medication four times per day. On 10/01/25 she
received a call the count was off. There should
have been 10 syringes and there were 12
syringes. She said the 9:25 p.m. was signed out
and the dose was charted as given before
repositioning but was not given. She said she did
not complete a medication error because it was
an as needed medication.

Record review of the Program's policy and
procedure Residents Accidents - Incidents and
Release of Incident Reports, dated 8/15/25
indicated the shift supervisor was responsible to
complete the incident report in the online
electronic incident reporting system within two
hours of the incident. Incident reports would be
completed for incidents including medication
variances.

When interviewed on 11/10/25 at 10:58 a.m. the
Wellness Director indicated incident reports
should be completed within 72 hours.

When interviewed on 11/06/25 at 2:13 p.m. the

Executive Director indicated incident reports
should be completed at the end of the shift.

A 230 481-67.4(6) Program Notification to Department A 230

481-67.4(231B,231C,231D) Program notification
to the department. The director or the director's

DIVISION OF HEALTH FACILITIES - STATE OF IOWA
STATE FORM 6899 XA4T11 If continuation sheet 6 of 33




PRINTED: 01/12/2026

FORM APPROVED
DEPARTMENT OF INSPECTIONS AND APPEALS
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING: COMPLETED
C
S0383 B. WING 11/10/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3 RUSSELL SLADE BLVD
THE SUMMIT OF CORALVILLE
CORALVILLE, IA 52241
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

A 230 Continued From page 6 A 230

designee shall be notified within 24 hours, or the
next business day, by the most expeditious
means available:

67.4(6) When a fire occurs in a program and the
fire requires the notification of emergency
services, requires full or partial evacuation of the
program, or causes physical injury to a tenant.

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review the
Program failed to report to the Department a fire
that required notification of emergency services.
This pertained to 1 of 1 tenant with a fire in her
apartment (Tenant #2). Finding follows:

Record review on 10/23/25 revealed Resident
Incident Report dated 8/15/25, indicated at 9:25
p.m. staff heard Tenant #2 yelling fire and she
was not able to say how the fire started. Staff
opened the apartment door, heard an alarm
sounding, saw smoke in the apartment and
Tenant #2 stood near the kitchen crying. When
staff entered the apartment a fire burning on top
of the stove was noted. A "Small crock sitting on
stove was broke and large amount of rubber
bands inside of it were burning." There were no
witnesses or injuries. Tenant #2 moved away
from the area and into her bedroom. Staff put the
fire out and opened the patio doors to clear the
smoke. Staff moved Tenant #2 from the
apartment to the hallway. The fire department
was notified, assisted with clearing smoke from
the building and checked Tenant #2 related to any
breathing or medical concerns. The stove was
removed from the apartment by maintenance
staff. The report noted emergency services were
contacted at 9:30 p.m. and arrived at 9:35 p.m.
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Tenant #2's family, the primary care provider
(PCP) and the Wellness Director were notified.

Continued record review of Tenant #2's file
revealed she scored a 25/30 on the Mini Mental
Status Examination completed on 8/14/25, which
indicated mild cognitive impairment. The service
plan dated 8/14/25 indicated she required
assistance from staff to order a breakfast tray
each morning. Staff completely prepared and
served meals. Nurse's notes indicated the
following:

a. On 8/15/25 at 10:48 p.m. at approximately
9:25 p.m. the Wellness Director heard someone
yelling. She found an alarm sounding and a
smoke smell from Tenant #2's apartment. When
she entered the apartment she observed smoke
coming the kitchen and Tenant #2 stood near the
kitchen crying. A fire was seen on top of the
stove. "Closer look revealed a small crock on the
stove that had broken, with a large amount of
rubber bands inside it on fire." The top of the
stove was hot but it was not turned on. The fire
was put out with water and she was removed
from the apartment. Patio doors were opened to
help remove smoke. The fire department was
notified by another staff. At 9:35 a.m., the police
arrived and the fire department arrived after.
Tenant #2's family member was called and came
to the building. "Fans were placed to assist with
clearing out the smoke." Maintenance staff
arrived and removed the stove from the
apartment. The fire department spoke with
Tenant #2 and checked her for any issues before
leaving.

b. On 8/20/25, Tenant #2 had not shown any
adverse effects from the fire.
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A 230 Continued From page 8 A 230

c. On 8/20/25, the PCP returned a fax
acknowledging the fire and had no new orders.

Further record review revealed the Incident
Report dated 8/15/25 indicated the incident was
not a reportable event. Review of the incident
indicated a fire was observed in Tenant #2's
apartment above her stove and emergency
services were notified; which required reporting
the incident to the Department.

When interviewed on 11/10/25 at 10:58 a.m. the
Wellness Director explained she sat in her office,
heard something, checked it out and heard
someone yelling, as she got closer she heard the
person yelling fire. She ran to the apartment,
there was no smoke in the hallway. There was
smoke in the apartment, a small crock with
rubber bands in it, it broke and was on fire.
Tenant #2 said she did not turn it on. The
Wellness Director put out the fire with water then
opened the doors and windows. The alarms in
the apartment went off but none in the building.
She took Tenant #2 to the hallway but there was
no evacuation of the building. There were visible
flames, very small inside the crock. She assumed
the alarm in her apartment triggered the fire
department. They arrived and brought in a big
fan. They checked Tenant #2 out and she had no
injuries. The stove was unplugged at that point
and the breaker turned off. The breaker was still
off for the stove. She confirmed it was not
reported to the Department and said it was
probably because there was no evacuation or
injuries. She said it was discussed.

When interviewed on 11/06/25 at 2:13 p.m. the
Executive Director received either a text message
or call from the Wellness Director regarding the
incident. The Wellness Director was in her office
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A 230 Continued From page 9 A 230

and heard Tenant #2 yelling. The smoke alarm in
her apartment was going off and she made sure
the fire was out. The building was not evacuated
and Tenant #2 did not have any injuries. Tenant
#2 was moved to the hallway. After the incident
Tenant #2's family asked for the breaker to the
stove to be shut off. It had been accidentally
turned off. The Executive Director did not realize
the Fire Department came. She confirmed it was
not reported to the Department.

A 285 481-67.5(2)f(4) Medications A 285

67.5(2) Each program shall follow its own written
medication policy, which shall include the
following:

f. When medications are administered
traditionally by the program:

(4) Medications and treatments shall be
administered as prescribed by the tenant's
physician, advanced registered nurse practitioner
or physician assistant.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview and record
review the Program failed to administer
medications as ordered. This pertained to 4 of 5
current tenants the Program administered
(Tenants #3, #4, #8 and #9) and 1 of 1
discharged tenant (Tenant C1): Findings follow:

1. Record review on 10/27/25 of Tenant #3's file
revealed an Incident Report, dated 10/16/25
indicated a medication variance occurred. The
report noted Tenant #3's medications were not
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administered from her admission on 10/09/25 to
10/16/25. Tenant #3's family members reported
no medications were observed since admission.
Tenant #3's medications were available in the
locked cupboard in Tenant #3's apartment;
however, she was not assigned to a medication
cart in the system. On 10/16/25, a family member
and the primary care physician were notified. The
report noted for corrective action Tenant #3 was
assigned to a medication cart in the system and
appeared in the medication pass for staff.

Continued record review revealed Tenant #3 was
admitted on 10/09/25 and the service plan
directed staff to administer all of her medications
twice daily. It also noted she required an inhaler
daily and as needed. The October 2025
medication administration record (MAR) reflected
the following scheduled medications were not
administered and noted Tenant #3 was on leave
and medications were packaged: :

-Anoro Ellipt Aer 62.25-25, inhale one puff by
mouth every morning, from 10/09/25 to 10/16/25.

-Arginaid Pak Orange, one packet mixed in 6 to 8
ounces of water by mouth twice daily, from
10/09/25 to 10/16/25. One dose on 10/09/25 at
p-m. was charted as refused.

-Ferrous gluconate 324 milligram (mg) tablet, one
tablet by mouth every other day from 10/11/25 to
10/15/25.

-Furosemide 40 mg tablet, one tablet by mouth
every morning from 10/09/25 to 10/16/25.

-Levothyroxine 50 microgram (mcg) tablet, one
tablet by mouth every morning, from 10/06/25 to
10/16/25.
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-Losartan potassium 25 mg tablet, one tablet by
mouth every morning.

-Pantoprazole 40 mg tablet, one tablet twice daily,
from 10/09/25 to 10/16/25. There was one dose
documented as administered on 10/09/25 at the
p.m.

-Potassium chloride 20 milliequivalents (mEq),
two tablets by mouth every morning.

The MAR reflected the as needed medications
were not documented as administered from
10/09/25 to 10/16/25:

-Acetaminophen tablet 325 mg, two tablets by
mouth every four hours as needed

-Albuterol aer HFA, inhale two puffs by mouth
every four hours as needed

-Bisacodyl suppository 10 mg, insert one
suppository rectally daily as needed

-Milk of Magnesium suspension 1200/15, 30
milliliters (ml) daily as needed for constipation.

2. When observed on 10/23/25 at approximately
11:20 a.m. Staff B administered medications to
Tenant #4. She checked her blood glucose on the
continuous glucometer and it read 302. She
administered 14 units of Tenant #4's insulin. At
11:26 a.m., Staff B indicated currently Tenant #4's
blood glucose reading could not be recorded
however it used to be recorded. She said Tenant
#4 did not receive sliding scale insulin.

Record review on 10/27/25 and 10/28/25 of
Tenant #4's file revealed the following medication
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variances:

a. Tenant's service plan reflected an order for
staff assistance with her fasting blood glucose
level four times per day. The plan directed staff to
administer insulin four times per day. It reflected a
continuous glucose monitor check, which directed
staff to record blood glucose four times per day
and to see the MAR for specific instructions.

Continued record review revealed the October
2025 MAR directed to change the continuous
glucometer every 14 days. It was not documented
as completed on 10/14/25 and charted as
medication not available. The MAR directed to
administer insulin lisp injection 100/milliters (ml),
inject 14 units under the skin daily at noon. The
MAR documented Staff B administered the insulin
as observed for the medication pass on 10/23/25,
however failed to reflect any documentation of the
blood glucose check for 10/23/25 or any other
dates in October.

Tenant #4's Patient Care Order (Verbal Order),
dated 10/27/25, ordered to monitor blood glucose
daily and as needed via the continuous
glucometer. On 8/06/25, the hospital discharge
noted a list of medications and treatments
included the e continuous glucometer, used to
test blood glucose daily and to change the sensor
every 14 days. Further record review revealed the
August, September and October MARs failed to
reflect the documentation of blood glucose
readings as ordered.

b. Nurse's notes noted the following information:

On 8/06/25, an assessment was completed at the
hospital for re-admission to the Program.
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On 8/06/25, Tenant #4 returned to the building.
The med list was faxed and the MAR was
updated.

On 80/8/25 it was noted Tenant #4 was admitted
to hospice.

c. The August 2025 MAR documented the
following orders as not administered and not
available for administration:

-Amlodipine 10 mg, one tablet by mouth daily,
from 8/07/25 to 8/12/25.

-Atorvastatin 80 mg tablets, one tablet by mouth
daily, from 8/07/25 and 8/09/25.

-Aspirin 81 mg tablet, one tablet by mouth daily,
from 8/07/25 to 8/12/25.

-Furosemide 80 mg tablet, one tablet by mouth
daily on 8/09/25.

d. Further record review revealed Tenant #4's
Patient Care Order (Verbal Order) dated 10/15/25
indicated the following:

-Start date 10/15/25, diabetic ulcer, lower left foot
plantar area, paint with iodine twice daily, loosely
cover with gauze for draining.

-Discontinued effective 10/15/25, sodium chloride
0.9% irrigation solution, apply one application
topically daily for left plantar wound, pat dry, cover
with island dressing, change dressing daily or
more often as needed if soiled (ordered on
9/10/25).

-Discontinued effective 10/15/25 sodium chloride
0.9% irrigation solution, apply one application
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applied topically daily for left plantar wound. Left
plantar wound, cleanse with saline, pat dry, cover
with Mepilex AG adhesive bordered bandage.
Change dressing daily and as needed (ordered
on 8/08/25).

The order was noted on 10/26/25 (despite being
ordered on 10/15/25) and reflected the MAR was
updated.

Continued record review revealed the October
2025 MAR reflected the order changes as noted
above on 10/26/25. The MARs were not updated
when the order was written on 10/15/25. The
MAR reflected the following:

-lodine tin 2%, topically apply iodine to left heel
daily, can loosely cover with gauze for drainage. It
was started on the MAR on 10/26/25 and was
first documented as completed on 10/27/25
(ordered on 10/15/25).

-lodine tin 2%, apply iodine to left heel daily, keep
clean and open to air was discontinued on the
MAR on 10/26/25. It was documented as
completed from 10/1/25 to 10/26/25; despite
being ordered to discontinue on 10/15/25.

-Sodium chloride solution 0.9% irrigation solution,
use to cleanse plantar wound to left foot, pat dry,
cover with Mepilex AG, change daily and as
needed. It was documented as completed from
10/1/25 to 10/26/25 despite being ordered to be
discontinued on 10/15/25.

3. Record review on 10/30/25 and 11/03/25 of
Tenant #8's file revealed staff administered his
medications from 10/16/25 to 10/28/25. He
self-administered his medications after 10/28/25.
Continued record review revealed an After Visit
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Summary (AVS) dated 10/17/25 indicated there
was a change to duloxetine and bacitracin
zinc-polymyxin b ointment was stopped.
Duloxetine 30 mg was changed to duloxetine 60
mg (daily).

Further record review revealed a Cancel Rx
pharmacy document dated 10/20/25, indicated
duloxetine 30 mg capsule delayed release, one
capsule by mouth daily.

Tenant #8's October 2025 MAR reflected
duloxetine capsule 30 mg delayed release was
discontinued on 10/20/25. The last documented
dose was administered on 10/20/25. The MAR
failed to reflect the new order for duloxetine 60
mg once daily and was not documented as
administered.

4. Record review on 10/30/25 of Tenant #9's file
revealed staff assisted with application of a patch
weekly. Nurse's notes indicated the following:

-On 8/11/25, Tenant #9 told the nurse he wanted
to try to go without the patches due to not
providing adequate pain relief.

-On 8/18/25, Tenant #9 decided to continue with
Buprenorphine patches for pain management.

-On 9/23/25, received a new order to increase
Buprenorphine to 20 micrograms (mcg) per/hour
weekly transdermal patch.

Continued record review the August 2025 MAR in
the prior electronic records system reflected an
order for buprenorphine DIS 15 mcg/hour, apply
one patch topically every seven days and remove
per schedule. It was documented as completed
on 8/05/25. It failed to be documented as
completed on 8/12/25 and was not discontinued
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on the MAR. The August 2025 MAR in the new
electronic medical records system failed to reflect
the order or administration of the Buprenorphine
patches. The September 2025 MAR reflected the
order and administration of the patches on 9/3/25,
9/10/25, 9/17/25, 9/23/25 and 9/30/25. It also
reflected the order increase on 9/23/25.

Further record review revealed the Controlled
Drug Receipt/Proof-Of-Use/Disposition Form
indicated staff recorded a patch was given on
8/5/25, 8/19/25 and 8/26/25. The MARs failed to
reflect the order for a patch or the documentation
the medication was administered as ordered.

5. Record review on 11/03/25 and 11/04/25 of
Tenant C1's file revealed the September 2025
MAR reflected an order date 9/21/25 for
morphine oral solution 20 mg/ml, administer two
syringes each filled with 0.25 ml (total of 0.5 ml)
every two hours as needed for pain and
shortness of breath. It was started on 9/21/25 and
discontinued on 9/29/25. From 9/23/25 to
9/26/25 it was documented as administered nine
times, each time it was noted one syringe (0.25
ml) was administered despite the order for two
syringes (total of 0.5 ml).

When interviewed on 11/10/25 at 10:58 a.m. the
Wellness Director said Tenant #3 did not have an
outcome related to her medications not
administered. She said it had to be put in the
system, approved,then assigned and it did not get
assigned. She said the PCP was notified and
there were no new orders related to the error.
She said regarding Tenant #4's medications, for
aspirin, Lasix and Amlodipine, were not sent to
the pharmacy and were not started. She reported
no adverse outcome.
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A 355 481-67.9(4)d Staffing A 355

67.9(4) Nurse delegation procedures. The
program's registered nurse shall ensure certified
and noncertified staff are competent to meet the
individual needs of tenants. Nurse delegation
shall, at a minimum, include the following:

d. Certified and noncertified staff shall receive
training regarding service plan tasks (e.g., wound
care, pain management, rehabilitation needs and
hospice care) in accordance with medical or
nursing directives and the acuity of the tenants'
health, cognitive or functional status.

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review the
Program failed to ensure staff received training
on service plan tasks including medications. This
pertained to 1 of 1 agency staff reviewed (Staff
D). Finding follows:

Observations on 10/23/25 at approximately 4:15
p.m. Staff D (agency staff) administered
medications to three tenants. He donned gloves
and was not observed changing his gloves at
each apartment. He administered medications
with gloved hands to Tenant #8, left the
apartment, went in the elevator, touched the door
handle to the next apartment (Tenant #11). Staff
D prepared Tenant #11's medications. He had
direct gloved hand to pill contact when he
removed the medication and put them into the
medication cup. Staff D failed to change his
gloves from Tenant #8's apartment and
medication pass. His gloves touched various
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contaminated surfaces including apartment door
handles and elevators then administered Tenant
#11's medications without an observed glove
change.

Record review on 10/28/25 of Staff D's
medication competency from the staffing agency
was provided with a signature from a nurse with
the staffing agency; however, training was not
provided by the Program's delegating nurse
relating to a service plan task of medication
administration.

When interviewed on 11/10/25 at 10:58 a.m. the
Wellness Director confirmed she had not
completed nurse delegation training for agency
staff, including Staff D. She did not realize it was
required for agency staff.

481-67.9(4)g Staffing

67.9(4) Nurse delegation procedures. The
program's registered nurse shall ensure certified
and noncertified staff are competent to meet the
individual needs of tenants. Nurse delegation
shall, at a minimum, include the following:

g. The program shall have in place a system by
which certified or noncertified staff communicate
in writing occurrences that differ from the tenant's
normal health, functional and cognitive status.
The program's registered nurse or designee shall
train certified and noncertified staff on reporting to
the program's registered nurse or designee and
documenting occurrences that differ from the
tenant's normal health, functional and cognitive
status. The written communication required by
this paragraph shall be retained by the program
for a period of not less than three years, and shall

A 355

A 365
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be accessible to the department upon request.

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review the
Program failed to document in writing
occurrences that differed from normal health,
functional and cognitive status. This potentially
affected all tenants (census of 104). Findings
follow:

1. On 10/28/25 the monitor requested all staff to
nurse reports (documentation of occurrences for
tenants) for the past three months. There was a
Wisdom 2 Act in nurse's notes for Tenant #5
provided dated 7/26/25. It was completed in a
prior electronic record system. Staff to nurse
reports in the current system were requested and
none were provided.

2. The Executive Director indicated in an email
on 10/28/25 they continued to use Wisdom to Act
forms in the prior electronic record system
through July. They began to use the new
electronic records system in August and no
longer used Wisdom to Act. The current
management company had Resident Change in
Status procedure and 24-hour report monitoring
form. The 24-hour report monitoring indicated
changes in health status. For the interim of a
finalized option, staff verbally notified the nurse
via phone calls, text message, in person or shift
reports related to occurrences that do not meet
the requirements for an Incident Report. It noted
they were currently working on it.

Continued record review revealed the Executive
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Director provided an Occurrence Report form
with a revision date of 10/29/25 that would be
used for occurrences that differed from a tenant's
normal health, functional and cognitive status.

When interviewed on 11/10/25 at 10:58 a.m. the
Wellness Director confirmed the current practice
(in the last week or two) was to complete
occurrence reports. Prior to that was a Wisdom 2
Act and there was no documentation in between
the systems.

A 430 481-67.19(4) Record Checks A 430

67.19(4) Validity of background check results.
The results of a background check conducted
pursuant to this rule shall be valid for a period of
30 calendar days from the date the results of the
background check are received by the program.

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review the
Program failed to complete a valid background
check. This pertained to 1 of 1 staff reviewed
who required further research with a record found
(Staff A). Finding follows:

Record review on 10/22/25 of Staff A's file
revealed a hire date of 7/29/25. The Single
Contact License & Background Check completed
on 6/10/25 indicated no records were found in the
Child Abuse and Dependent Adult Abuse
registries. Further research was required in the
Criminal History Background Check.

Continued record review revealed the lowa
Criminal History Record Check Request SING
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Form indicated a lowa Criminal History Record
was found on 6/13/25. The Evaluation
Determination/Notice of Decision dated 6/19/25
indicated Staff A could work at the Program. The
Evaluation Determination/Notice of Decision
indicated the record check evaluation was valid
from 30 days from the date of the decision letter.

Further record review revealed Staff A's timecard
records indicated he first worked on 7/29/25 (date
of hire listed above).

Continued record review revealed Staff A's file
lacked a background check that was completed
within 30 days of the hire date. The initial check
was completed on 6/10/25 and the evaluation
determination was dated 6/19/25, both of which
were greater than 30 days from Staff A's date of
hire on 7/29/25. A change in management
companies occurred on 7/02/25. Staff A was not
hired until 7/29/25.

When interviewed on 11/06/25 at 2:13 p.m. the
Executive Director indicated Staff A started under
the prior management hiring process and he
potentially had a hit. They were going to get him
started and then he signed on with the new
management company. They required a national
background check, which was their policy and
procedure. The national check was completed
and it was no more than 30 days. She said they
had to follow the new management company's
policy and procedure.

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

A 430

A 135
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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:

Based on interview and record review the
Program failed to complete a cognitive evaluation
prior to admission. This pertained to 1 of 1
current tenant reviewed who moved the memory
care (certified separately) to the Program (Tenant
#8). Finding follows:

Record review on 10/29/25 of Tenant #8's file
revealed he was admitted on 10/16/25. A health
and functional evaluation were completed on
10/16/25; however, a cognitive evaluation was not
completed.

When interviewed on 10/29/25 at approximately
10:40 a.m. the Wellness Director confirmed a
cognitive evaluation was not completed at that
time.

481-69.22(3) Evaluation of Tenant

69.22(3) Evaluation annually and with significant
change. A program shall evaluate each tenant's
functional, cognitive and health status as needed

A 135
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with significant change, but not less than
annually, to determine the tenant's continued
eligibility for the program and to determine any
changes to services needed. 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. A
licensed practical nurse shall not complete the
evaluation when the tenant has exhibited a
significant change.

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review the
Program failed to complete evaluations as
needed with significant change and at least
annually. This pertained to 3 of 10 current tenants
reviewed (Tenants #1, #5 and #10). Findings
follow:

1. When interviewed on 10/23/25 at 1:55 p.m.
Staff C said Tenant #5 wandered inside the
building. He lived by himself and his spouse
passed away. She did not feel assisted living was
safe for him and she had talked to the Wellness
Director about it. Staff administered his
medications and made his bed. Staff walked him
down or redirected him. She said Tenant #1
definitely needed more assistance, the assistance
of two staff. Staff were told she was non-weight
bearing with assist of one but she should be
assist of two. She said recently the caregiver was
in her apartment for almost an hour. The morning
routine took the longest and it took about 45
minutes to an hour. She required the assistance
of two staff sometimes but mostly one. Due to
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assisting with Tenant #1, the call light answers
were longer. The average response time was
within 10 to 15 minutes and yesterday it was 30 to
45 minutes. She felt both Tenant #1 and Tenant
#5 should be at a higher level of care.

When interviewed on 10/23/25 at 10:41 a.m. Staff
B said Tenant #1 was more of two assist for
transfers than one assist. Some days it was all of
the time and some 50% of the time. She could
not bear weight. She said it took a long time to do
anything and her morning cares took 30 to 45
minutes. Staff B said Tenant #1 fractured her hip
prior to coming into the building.

Record review on 10/27/25 and 10/28/25 of
Tenant #1's file revealed Tenant #1 was admitted
on 10/09/2 evaluation dated 10/07/25 indicated
she required prompting/standby for mobility and
transfers. It indicated standby assistance with all
transfers for safety to maintain toe touch weight
bearing. The evaluation also indicated she was
independent with mobility throughout the building.
The evaluation was not completed with changes
in Tenant #1's transfers as noted in staff
interviews.

2. When interviewed on 10/23/25 at 1:55 p.m.
Staff C said Tenant #5 wandered inside the
building. He lived by himself and his spouse
passed away. She did not feel assisted living
was safe for him and she had talked to the
Wellness Director about it. Staff administered his
medications and made his bed. Staff walked him
down or redirected him. She felt Tenant #5 should
be at a higher level of care.

When interviewed on 10/23/25 Staff E said
Tenant #5 was in memory care with his spouse
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who was his caregiver. It was in the works with
the family to move him back to memory care but
his family did not want to move him. He required
reminders to get to and from meals and had
issues related to changing his clothing.

Record review on 10/28/25 and 10/29/25 of
Tenant #5's revealed the evaluation completed on
8/29/25 indicated Tenant #5 was independent
with dressing without reminders, prompts or cues.
It also indicated Tenant #5 did not wander or exit
seek. It indicated Tenant #5 must be
accompanied if the building was evacuated. An
evaluation was not completed related to
wandering and issues related to not changing his
clothing as indicated in staff interviews.

3. Record review on 10/30/25 of Tenant #10's file
revealed a current evaluation dated 10/17/25,
noted as the six month evaluation. The last
evaluation completed was dated 2/28/24. Tenant
#10 resided in an assisted living apartment;
however, listed independent living, regarding
services. An evaluation failed to be completed at
least annually.

When interviewed on 11/10/25 at 10:58 a.m. the
Wellness Director confirmed all evaluations were
provided for the tenants reviewed.

A 290 481-69.25(1)i Tenant Documents A 290

69.25(1) Documentation for each tenant shall be
maintained by the program and shall include:

i. When any personal or health-related care is
delegated to the program, the medical
information sheet; documentation of health
professionals' orders, such as those for
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treatment, therapy, and medication; and nurses'
notes written by exception

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review the
Program failed to document nurse's notes by
exception. This pertained to 3 of 10 current
tenants reviewed (Tenants #4, #7 and #8).
Findings follow:

1. Record review on of Tenant #7's file revealed
an incident report dated 8/23/25 indicated she fell
getting up to go to the bathroom, complained of
pain and was sent to the emergency department
(ED).

Continued record review revealed on 9/16/25 that
Tenant #7's family called and said she would be
discharged from skilled care on 9/19/25.

Further record review revealed a Change of
Condition evaluation dated 9/16/25 indicated on
8/23/25 she acquired a left inferior pubic ramus
fracture, an acute fracture of the left distal radius,
and an avulsion of the left ulnar styloid.

Further record review revealed the nurse's notes
failed to be completed related to her fall or
transfer to the ED.

In an email on 10/28/25 the Wellness Director
confirmed there were no nurse's notes related to
Tenant #7's fall and transfer.

2. Record review on 10/27/25 to 10/30/25 of
Tenant #4's file revealed the medication
administration records (MARs) reflected orders
for lodine Tin 2% mild, paint left heel with iodine
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daily and sodium chloride solution 0.9%, apply
topically to affected area daily and as needed.
The service plan dated 8/08/25 directed the nurse
to evaluate the wound on her left foot weekly and
as needed.

Continued record review of Tenant #4's nurse's
notes revealed the notes failed to reflect weekly
or as needed evaluations of the wound.

3. Record review on 10/29/25 of Tenant #8's file
revealed a change of condition evaluation dated
10/27/25, indicated it was for Tenant #8
self-administering medications (previously staff
administering medication). A nurse's note failed to
be completed by exception related to the change
in medication administration with the reason and
date of the change.

When interviewed on 11/10/25 at 10:58 a.m. the
Wellness Director confirmed there were no
nurse's notes related to the above for Tenant #4
and Tenant #8.

481-69.26(1) Service Plans

69.26(1) A service plan shall be developed for
each tenant based on the evaluations conducted
in accordance with subrules 69.22(1) and
69.22(2) and shall be designed to meet the
specific service needs of the individual tenant.
The service plan shall subsequently be updated
at least annually and whenever changes are
needed.

A 290
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This REQUIREMENT is not met as evidenced
by:

Based on interview and record review the
Program failed to have service plans updated as
needed, at least annually, and reflect the
identified needs of tenants. This pertained to 7 of
10 tenants reviewed (Tenants #1, #2, #4, #5, #7,
#9 and #10). Findings follow:

1. Staff C explained Tenant #1 definitely needed
more assistance, the assistance of two staff.
Staff were told she was non-weight bearing with
the assistance of one but she should be assisted
by two. She said recently the caregiver was in her
apartment for almost an hour. The morning
routine took the longest and it took about 45
minutes to an hour. She required the assistance
of two staff sometimes but mostly one. Due to
assisting with Tenant #1, the call light answers
were longer. The average response time was
within 10 to 15 minutes and yesterday it was 30 to
45 minutes. She felt both Tenant #1 and Tenant
#5 should be at a higher level of care.

When interviewed on 10/23/25 at 10:41 a.m. Staff
B indicated Tenant #1 was more of two assists for
transfers than one assist. Some days the two
assist transfers were all of the time and some
days 50 percent of the time. Tenant #1 could not
bear weight. Staff B explained it took a long time
to do anything and Tenant #1's morning cares
took 30 to 45 minutes. Staff B mentioned Tenant
#1 fractured her hip prior to coming into the
building.

Record review on 10/27/25 and 10/28/25 of
Tenant #1's file revealed Tenant #1 was admitted
on 10/09/2. The service plan dated 10/07/25
indicated she required prompting/standby for
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mobility and transfers. The plan directed standby
assistance with all transfers for safety to maintain
toe touch weight bearing. The service plan also
indicated she was independent with mobility
throughout the building. The service plan failed to
be completed with changes in Tenant #1's
transfers as noted in staff interviews and failed to
reflect her current service needs.

2. Record review on 10/23/25 indicated a
Resident Incident Report, dated 8/15/25, at 9:25
p.m. staff heard Tenant #2 yelling fire and she
was not able to say how the fire started. Staff
opened the apartment door, heard an alarm
sounding, saw smoke in the apartment and
Tenant #2 stood near the kitchen crying. When
staff entered the apartment a fire was burning on
top of the stove. A "Small crock sitting on stove
was broke and large amount of rubber bands
inside of it were burning." There were no
witnesses or injuries. Tenant #2 was moved away
from the area and into her bedroom. Staff put the
fire out and opened the patio doors to clear the
smoke. Staff moved Tenant #2 from the
apartment to the hallway. The fire department
was notified and assisted with clearing smoke
from the building and checked Tenant #2 related
to any breathing or medical concerns. The stove
was removed from the apartment by maintenance
staff. The report noted emergency services were
contacted at 9:30 p.m. and arrived at 9:35 p.m.
Tenant #2's family, the primary care provider and
the Wellness Director were notified.

Continued record review of Tenant #2's file
revealed she scored a 25/30 on the Mini Mental
Status Examination completed on 8/14/25, which
indicated mild cognitive impairment. The service
plan dated 8/14/25 indicated she required
assistance from staff to order a breakfast tray
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each morning. Staff completely prepared and
served meals. The service plan failed to be

updated after the incident to reflect any safety
concerns and interventions related to the fire.

3. Record review on 10/27/25 to 10/30/25 of
Tenant #4's file revealed she was admitted to
hospice services on 8/08/25. The service plan
failed to reflect Tenant #4 received hospice
services.

Continued record review revealed the medication
administration records (MARs) reflected orders
for lodine Tin 2% mild, paint left heel with iodine
daily and sodium chloride solution 0.9%, apply
topically to affected area daily and as needed.
The service plan dated 8/08/25 indicated the
nurse was to evaluate the wound on her left foot
weekly and as needed. Staff provided assistance
with wound care and wound care was provided by
an outside agency. It also indicated to float heels
at bedtime. The service plan failed to reflect
information related to her wound and treatment
order.

Record review on 10/28/25 and 10/29/25 of
Tenant #5's evaluation and service plan
completed on 8/29/25 indicated Tenant #5 was
independent with dressing without reminders,
prompts or cues. The documents indicated
Tenant #5 did not wander or exit seek. Tenant #5
must be accompanied if the building was
evacuated. The service plan failed to be updated
as needed related to wandering and issues
related to not changing his clothing as indicated in
staff interviews noted above.

Continued record review revealed the MARs
reflected multiple medication refusals. The
service plan reflected staff administered his
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medications; however, failed to reflect at times he
refused his medications.

When interviewed on 10/23/25 at 1:55 p.m. Staff
C indicated Tenant #5 wandered inside the
building. He lived by himself after his spouse
passed away. She did not feel assisted living was
safe for him and talked to the Wellness Director
about it. Staff administered his medications and
made his bed. Staff walked him down or
redirected him.

When interviewed on 10/23/25 Staff E said
Tenant #5 was in memory care with his spouse
who was his caregiver. It was in the works with
the family to move him back to memory care but
his family did not want to move him. He required
reminders to get to and from meals and had
issues related to changing his clothing.

4. Record review on 10/29/25 revealed Tenant
#7's current service plan, dated 9/16/25, which
was updated post fall with fractures, hospital and
nursing facility stay. The service plan prior to
9/16/25 was dated 9/10/24. The service plan
indicated Tenant #7 was independent living
(resided in a certified apartment); however, failed
to include any information related to instrumental
activities of daily living (IADLs) or activities of
daily living (ADLSs) including independence with
tasks.

5. Record review on 10/29/25 and 10/30/25 of
Tenant #9's file revealed the service plan dated
10/05/25 reflected Tenant #9 self-administered
his medications and staff re-ordered medications
through the Program's preferred pharmacy.
Tenant #9's September and October 2025 MARs
reflected staff applied aBuprenorphine patch once
weekly. Tenant #9's service plan failed to reflect
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the staff administration of the patch.

6. Record review on 10/30/25 of Tenant #10's file
revealed a current service plan dated 10/17/25
and the last service plan dated 2/28/24. Tenant
#10 resided in an assisted living apartment;
however, listed independent living, regarding
cares. A service plan failed to be developed at
least annually for Tenant #10.

When interviewed on 11/10/25 at 10:58 a.m. the
Wellness Director confirmed all service plans
were provided for the tenants reviewed.
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A 150 481-67.2(3) Program Policies and Procedures 2/28/2026
67.2(3) The program shall follow the policies and procedures established by the
program.
1. Staff were retrained on 11/11/25 on procedures for narcotics counting
and sign off. Director of Wellness responsible.
2. Staff will be educated/re-educated on the following policies &
procedures: Counting Controlled Substances, Resident Accidents-
Incidents and Release of Incident Reports. Assistant Wellness Director &
Executive Director responsible.
3. Compliance with Counting of Controlled Substances will be monitored by
the Assistant Wellness Director or Wellness Director through documented
spot checks of count sheets at least 2 times weekly.
4. Compliance with Resident Accidents-Incidents and Release of Incident
Reports will be monitored by the Executive Director & Assistant Wellness
Director/Wellness Director by daily review of incident reports.
A 230 481-67.4(6) Program Notification to Department 1/28/2026
481-67.4(231B,231C,231D) Program notification to the department. The director
or the director’s designee shall be notified within 24 hours, or the next business
day, by the most expeditious means available.
67.4(6) When a fire occurs in a program and the fire requires the notification of
emergency services, requires full or partial evacuation of the program, or causes
physical injury to a tenant.
1. Wellness Director and Executive Director discussed that the fire dept
coming made the incident reportable. Front desk staff member notified
the fire department. Front desk staff member was retrained on 11/10/25
that calls to emergency personnel must be communicated to the ED. All
Summit of Coralville leadership staff have been retrained on the same.
Going forward the Executive Director, upon review of incident report of
fire will verify & document if fire department was alerted through alarm,
phone call, or simply reported to the fire. Executive Director responsible.
2. Compliance will be monitored for a period of 90 days through review of
incident reports by the Assistant Wellness Director or Wellness Director or
Executive Director or any combination of the three.
A 285 481-67.5(2)f(4) Medications 2/28/2026

67.5(2) Each program shall follow its own written medication policy, which shall
include the following:

f. When medications are administered traditionally by the program:




(4) Medications and treatments shall be administered as prescribed by the
tenant’s physician, advanced registered nurse practitioner or physician assistant.

1. All nurses, medication managers, and CMAs will receive staff
education/retraining on Medication Setup-Administration and Storage
of Medications policy. Executive Director/designee responsible.

2. The Assistant Wellness Director, Wellness Director, or licensed nurse
assigned to the community will randomly select 10 resident MARs for
audit at least twice monthly for 3 months to ensure compliance.
Audits will be documented in the State survey audit manual.

A 355

481-67.9(4)d Staffing

67.9(4) Nurse delegation procedures. The program’s registered nurse shall ensure
certified and noncertified staff are competent to meet the individual needs of
tenants. Nurse delegation shall, at a minimum, include the following:

d. Certified and non-certified staff shall receive training regarding service plan
tasks (e.g., wound care, pain management, rehabilitation needs and hospice care)
in accordance with medical or nursing directives and the acuity of the tenants’
health, cognitive or functional status.

1. As agency staff are utilized, the Wellness Director/designee will review
delegations sent by agency nurse and delegate the staff through sign-off
on that form. Wellness Director/designee responsible.

2. Aninitial audit of all wellness associate files will be conducted by the
Executive Director/designee and then an audit will be conducted at least
monthly for 4 months for all staff hired to ensure delegations are
completed by the program’s nurse. Audits will be documented in the
State survey audit manual.

2/28/2026

A 365

481-67.9(4)g Staffing

67.9(4) Nurse delegation procedures. The program’s registered nurse shall ensure
certified and noncertified staff are competent to meet the individual needs of
tenants. Nurse delegation shall, at a minimum, include the following:

g. The program shall have in place a system by which certified or noncertified
staff communicate in writing occurrences that differ from the tenant’s normal
health, functional and cognitive status. The program’s registered nurse or
designee shall train certified and noncertified staff on reporting to the program’s
registered nurse or designee and tenant’s normal health, functional and cognitive
status. The written communication required by this paragraph shall be retained
by the program for a period of not less than three years, and shall be accessible to
the department upon request.

1. “Occurrences Report” form was developed and initiated during the
program recertification survey. The form was finalized on 10/29/25 and
staff were trained on the form beginning 10/29/25. Staff were also
trained on Grace 24-hour report log. Wellness Director & Executive
Director responsible.
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2. Staff input will be obtained to evaluate if the Occurrences Reports or 24-
hour report log is a better tool. Assistant Director of Wellness & Executive
Director responsible.

3. Compliance will be monitored through daily review of the Occurrence
Reports/24 hour report log by the Wellness Director or Assistant Director

of Wellness.

A 430 481-67.19(4) Record Checks 2/1/2026
67.19(4) Validity of background check results. The results of a background check
conducted pursuant to this rule shall be valid for a period of 30 calendar days
from the date the results of the background check are received by the program.

1. Record check system with Grace Management company includes both the
lowa SING check as well as a National check on every new staff and both
are conducted upon offer to hire. Both will be conducted and staff will
begin employment with no more than 30 days between any step of the
background process. Business Office Manager responsible.

2. The Executive Director will audit each background check for 90 days to
ensure compliance. Audits will be documented in the Background Check
manual in the Executive Director office.

A 135 481-69.22(1) Evaluation of Tenant 2/4/2026
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
sighing 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. Then the score form 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.

1. Tenant #8 cognitive section of assessment was not completed prior to
transfer from Assisted Living into Memory Care. Tenant #8’s assessment
was updated during recertification survey to include the cognitive section.
Wellness Director responsible.

2. All program nurses have been educated/reeducated on tenant
evaluations. Executive Director responsible.

3. Atracking form with checklist for program admissions (including transfers
within the community from one licensed program to another) will be
developed and initiated to ensure evaluation & service plan completion.
Executive Director, Wellness Director, Assistant Wellness Director, and
Memory Care Director responsible.

A 145 481-69.22(3) Evaluation of Tenant 2/28/2026

69.22(3) Evaluation annually and with significant change. A program shall
evaluate each tenant’s functional, cognitive and health status as needed with
significant change, but not less than annually to determine the tenant’s continued




eligibility for the program and to determine any changes to services needed. 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. A licensed practical nurse shall not
complete the evaluation when the tenant has exhibited a significant change.

1. All annual and change of condition assessments will be completed by
program nurses. New nurses are educated upon hire. Executive Director
responsible.

2. A hospitalization tracking form, to include change of condition assessment
completion, will be established to ensure change of condition
assessments upon return from hospital.

3. For 3 months, the Wellness Director, Assistant Wellness Director, or
licensed nurse assigned to the community will perform review the
tracking form at least twice per month. Also for 3 months, the Wellness
Director, Assistant Wellness Director, or licensed nurse will conduct
monthly random audits on 10 evaluations to ensure annual and significant
change assessments are completed and signed by all parties. Any
concerns will be corrected. Audits will be documented in the state survey
audit manual.

A 290

481-69.25(1)i Tenant Documents

69.25(1) Documentation for each tenant shall be maintained by the program and
shall include:

i. When any personal or health-related care is delegated to the program, the
medical information sheet; documentation of health professionals’ orders, such as
those for treatment, therapy, and medication; and nurses’ notes written by
exception.

1. Program nurses will be educated/reeducated on documentation of
nurse’s notes by exception. Executive Director responsible.

2. Compliance will be monitored by at least monthly audits of 4 randomly
selected residents’ nurse’s notes by the Wellness Director, Assistant
Wellness Director, or the licensed nurse assigned to the community.

2/28/2026

A 350

481-69.26(1) Service Plans

69.26(1) A service plan shall be developed for each tenant based on the
evaluations conducted in accordance with subrules 69.22(1) and 69.22(2) and
shall be designed to meet the specific service needs of the individual tenant. The
service plan shall subsequently be updated at least annually and whenever
changes are needed.

1. Service Plans will be updated as needed. Program nurses will be
educated/re-educated on service plan completion requirements (initial,
30 day, significant change, annual). Executive Director responsible.

2. Monthly audits of 10 randomly selected service plans will be completed
for the next 3 months to ensure compliance. Wellness Director, Assistant
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Wellness Director, or Licensed nurse assigned to the community
responsible.




