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December 17, 2019

Kelly Bumpus, Administrator
Community NeuroRehab — Glen Oaks
2033 Glen Oaks Ridge

Coralville, iA 52241

RE: AMENDED Ietter regarding survey

Dear Ms. Bumpus:

A survey was conducted at your facility by Stephanie Dodge on 8/28/19 to determine if the facility remains in substantial
compliance with licensure requirements for a 3 to 5 bed Specialized License.

Your facility is in substantial compliance. You and your staff are commended for your efforts.

State laws require public disclosure of survey findings. Documents pertaining to this survey will be available to the public
for review at the Department of Inspections and Appeals and the nearest county office of the lowa Department of Human
Services.

We wish to thank you and your staff for the courtesies and cooperation extended to our survey staff during this visit. If
you have any questions, please contact us.

Sincerely,
Linda Kellen, Bureau Chief
Special Services Bureau

Dots Do

Deb Dixon, Program Coordinator
Health Facilities Division

(515) 281-4081

Email deb.dixon@dia.iowa.gov
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