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May 20, 2021

Dave Shields

Community Neurorehab - Ashworth
5008 Ashworth

Waest Des Moines, |A 50266

Re: Survey and onsite infection control survey
Dear Mr. Shields:

A survey was conducted at your facility by Stephanie Dodge on 3/25/21 to determine if the facility remains in
substantial compliance with licensure requirements for a Residential Care Facility - 3 to 5 Bed Specialized License.

Your facility is in substantial compliance. You and your staff are commended for your efforts,
No deficiencies were cited during the onsite infection control survey completed at the time of the survey.

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 & Appeals and on the Internet at www.dia-hfd.iowa.gov.

Qur thanks to you and your staff for the cooperation and courtesies extended to our surveyor during this visit.

Sincerely,
Linda Kellen, Bureau Chief
Adult/Special Services Bureau

Dol Econ

Deb Dixon, Program Coordinator
Adult/Special Services Bureau
Health Facilities Division
515-281-4081

Email: deb.dixen@dia.iowa.gov
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No deficiencies were cited during the survey

conducted to determine compliance with licensing

rules for a Residential Care Facility - 3 to 5 Bed

Specialized License,

There were no deficiencies cited during the onsite

infection control survey completed on 3/24/21.
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