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 A 000 Initial Comments  A 000

Assisted Living Programs for People with 

Dementia (ALP/D) are defined by the population 

served.  The census numbers were provided by 

the Program at the time of the on-site.

Tenants without cognitive impairment: 1

Tenants with cognitive impairment: 20

Total census: 21  

No regulatory insufficiencies were cited as a 

result of investigations of Incidents 130985-I, 

132346-I, Complaint 132213-C and during the 

recertification visit conducted to determine 

compliance with certification rules for an ALP/D.

 

DIVISION OF HEALTH FACILITIES - STATE OF IOWA

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

If continuation sheet  1 of 16899STATE FORM 66ML11


