
DEPARTMENT OF HEALTH AND HUMAN SERVICES CENTERS FOR MEDICARE & MEDICAID SERVICES

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL

PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: 00829

ID:   0K40

INVER GROVE HEIGHTS, MN

1. MEDICARE/MEDICAID PROVIDER NO.

(L1)

2.STATE VENDOR OR MEDICAID NO.

(L2)

3. NAME AND ADDRESS OF FACILITY

(L3)

(L4)

(L5) (L6)

4. TYPE OF ACTION:

1. Initial

3. Termination

5. Validation

8. Full Survey After Complaint

7. On-Site Visit

2. Recertification

4. CHOW

6. Complaint

9. Other

FISCAL YEAR ENDING DATE: (L35)

7. PROVIDER/SUPPLIER CATEGORY (L7)

01 Hospital

02 SNF/NF/Dual

03 SNF/NF/Distinct

04 SNF

05 HHA

07 X-Ray

08 OPT/SP

09 ESRD

10 NF

11 ICF/IID

12 RHC

13 PTIP

14 CORF

15 ASC

16 HOSPICE

5. EFFECTIVE DATE CHANGE OF OWNERSHIP

(L9)

6. DATE OF SURVEY (L34)

8. ACCREDITATION STATUS: (L10)

679736900

09/30

0 /2017

WOODLYN HEIGHTS HEALTHCARE CENTER245320

02

2060 UPPER 55TH STREET EAST

55077

0 Unaccredited

2 AOA

1 TJC

3 Other

06 PRTF

22 CLIA

11. .LTC PERIOD OF CERTIFICATION 10.THE FACILITY IS CERTIFIED AS:

From (a) :

To (b) :

X A.  In Compliance With And/Or Approved Waivers Of The Following Requirements:

      Program Requirements

      Compliance Based On:

1. Acceptable POC

2. Technical Personnel 6. Scope of Services Limit

3. 24 Hour RN 7. Medical Director

4. 7-Day RN (Rural SNF) 8. Patient Room Size

5. Life Safety Code 9. Beds/Room
12.Total Facility Beds  99 (L18)

13.Total Certified Beds  99 (L17) B. Not in Compliance with Program

 Requirements and/or Applied Waivers: * Code: A* (L12)

14. LTC CERTIFIED BED BREAKDOWN 15. FACILITY MEETS

18 SNF 18/19 SNF 19 SNF ICF IID 1861 (e) (1) or 1861 (j) (1): (L15)

 99

(L37) (L38) (L39) (L42) (L43)

16. STATE SURVEY AGENCY REMARKS (IF APPLICABLE SHOW LTC CANCELLATION DATE):

29. INTERMEDIARY/CARRIER NO.

PART II - TO BE COMPLETED BY HCFA REGIONAL OFFICE OR SINGLE STATE AGENCY

DETERMINATION APPROVAL

17. SURVEYOR SIGNATURE Date :

(L19)

18. STATE SURVEY AGENCY APPROVAL Date:

(L20)

19. DETERMINATION OF ELIGIBILITY 20. COMPLIANCE WITH CIVIL

RIGHTS ACT:

1. Statement of Financial Solvency (HCFA-2572)

2. Ownership/Control Interest Disclosure Stmt (HCFA-1513)

3. Both of the Above : 1. Facility is Eligible to Participate

2. Facility is not Eligible

(L21)

22. ORIGINAL DATE

OF PARTICIPATION

23. LTC AGREEMENT

BEGINNING DATE

24. LTC AGREEMENT

ENDING DATE

(L24) (L41) (L25)

27. ALTERNATIVE SANCTIONS25. LTC EXTENSION  DATE:

(L27)

A. Suspension of Admissions:

(L44)

B. Rescind Suspension Date:

(L45)

26. TERMINATION ACTION: (L30)

VOLUNTARY

01-Merger, Closure

02-Dissatisfaction W/ Reimbursement

03-Risk of Involuntary Termination

04-Other Reason for Withdrawal

INVOLUNTARY

05-Fail to Meet Health/Safety

06-Fail to Meet Agreement

OTHER

07-Provider Status Change

28. TERMINATION DATE:

(L28) (L31)

31. RO RECEIPT OF CMS-1539 32. DETERMINATION OF APPROVAL DATE

(L32) (L33)

30. REMARKS

X

00-Active

07/01/1986

00

03001

03/09/2017

02/13/2017 03/ /2017

21.

FORM CMS-1539 (7-84) (Destroy Prior Editions) 020499

Susanne Reuss, HFE NE II Kate JohnsTon, Program Specialist
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CENTERS FOR MEDICARE & MEDICAID SERVICES

DEPARTMENT OF HEALTH AND HUMAN SERVICES

POST-CERTIFICATION REVISIT REPORT

STREET ADDRESS, CITY, STATE, ZIP CODE

B. WingY1

DATE OF REVISIT

A. Building

245320

NAME OF FACILITY

MULTIPLE CONSTRUCTIONPROVIDER / SUPPLIER / CLIA / 

IDENTIFICATION NUMBER

WOODLYN HEIGHTS HEALTHCARE CENTER 2060 UPPER 55TH STREET EAST

INVER GROVE HEIGHTS, MN 55077

3/1/2017
Y2 Y3

This report is completed by a qualified State surveyor for the Medicare, Medicaid and/or Clinical Laboratory Improvement Amendments 

program, to show those deficiencies previously reported on the CMS-2567, Statement of Deficiencies and Plan of Correction, that have been 

corrected and the date such corrective action was accomplished.  Each deficiency should be fully identified using either the regulation or LSC 

provision number and the identification prefix code previously shown on the CMS-2567 (prefix codes shown to the left of each requirement on 

the survey report form).

Y4

ITEM

Y5

DATE

Y4

ITEM

Y5

DATE DATE

Y5

ITEM

Y4

ID Prefix  F0278 Correction

Reg. #
483.20(g)-(j)

Completed 

LSC 02/21/2017

ID Prefix  F0279 Correction

Reg. #
483.20(d);483.21(b)(1)

Completed 

LSC 02/21/2017

ID Prefix  F0280 Correction

Reg. #
483.10(c)(2)(i-ii,iv,v)

(3),483.21(b)(2) Completed 

LSC 02/21/2017

ID Prefix  F0282 Correction

Reg. #
483.21(b)(3)(ii)

Completed 

LSC 02/21/2017

ID Prefix  F0309 Correction

Reg. #
483.24, 483.25(k)(l)

Completed 

LSC 02/21/2017

ID Prefix  F0323 Correction

Reg. #
483.25(d)(1)(2)(n)(1)-(3)

Completed 

LSC 02/21/2017

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

REVIEWED BY

STATE AGENCY

REVIEWED BY

CMS RO

REVIEWED BY

(INITIALS)

REVIEWED BY 

(INITIALS)

DATE

DATE SIGNATURE OF SURVEYOR

TITLE DATE

DATE

FOLLOWUP TO SURVEY COMPLETED ON CHECK FOR ANY UNCORRECTED DEFICIENCIES. WAS A SUMMARY OF 

UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY? YES NO1/12/2017

Form CMS - 2567B (09/92)   EF (11/06) Page 1 of 1 0K4012EVENT ID:

SR/KJ 03/21/2017 37010 03/01/2017



CENTERS FOR MEDICARE & MEDICAID SERVICES

DEPARTMENT OF HEALTH AND HUMAN SERVICES

POST-CERTIFICATION REVISIT REPORT

STREET ADDRESS, CITY, STATE, ZIP CODE

B. WingY1

DATE OF REVISIT

A. Building

245320

NAME OF FACILITY

MULTIPLE CONSTRUCTIONPROVIDER / SUPPLIER / CLIA / 

IDENTIFICATION NUMBER 01 - MAIN BUILDING 01

WOODLYN HEIGHTS HEALTHCARE CENTER 2060 UPPER 55TH STREET EAST

INVER GROVE HEIGHTS, MN 55077

3/10/2017
Y2 Y3

This report is completed by a qualified State surveyor for the Medicare, Medicaid and/or Clinical Laboratory Improvement Amendments 

program, to show those deficiencies previously reported on the CMS-2567, Statement of Deficiencies and Plan of Correction, that have been 

corrected and the date such corrective action was accomplished.  Each deficiency should be fully identified using either the regulation or LSC 

provision number and the identification prefix code previously shown on the CMS-2567 (prefix codes shown to the left of each requirement on 

the survey report form).

Y4

ITEM

Y5

DATE

Y4

ITEM

Y5

DATE DATE

Y5

ITEM

Y4

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 03/10/2017K0345

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 03/10/2017K0712

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

REVIEWED BY

STATE AGENCY

REVIEWED BY

CMS RO

REVIEWED BY

(INITIALS)

REVIEWED BY 

(INITIALS)

DATE

DATE SIGNATURE OF SURVEYOR

TITLE DATE

DATE

FOLLOWUP TO SURVEY COMPLETED ON CHECK FOR ANY UNCORRECTED DEFICIENCIES. WAS A SUMMARY OF 

UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY? YES NO1/26/2017

Form CMS - 2567B (09/92)   EF (11/06) Page 1 of 1 0K4022EVENT ID:

/KJ 03/21/2017 3/10/2017



DEPARTMENT OF HEALTH AND HUMAN SERVICES CENTERS FOR MEDICARE & MEDICAID SERVICES

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL

PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: 00829

ID:   0K40

INVER GROVE HEIGHTS, MN

1. MEDICARE/MEDICAID PROVIDER NO.

(L1)

2.STATE VENDOR OR MEDICAID NO.

(L2)

3. NAME AND ADDRESS OF FACILITY

(L3)

(L4)

(L5) (L6)

4. TYPE OF ACTION: (L8)

1. Initial

3. Termination

5. Validation

8. Full Survey After Complaint

7. On-Site Visit

2. Recertification

4. CHOW

6. Complaint

9. Other

FISCAL YEAR ENDING DATE: (L35)

7. PROVIDER/SUPPLIER CATEGORY (L7)

01 Hospital

02 SNF/NF/Dual

03 SNF/NF/Distinct

04 SNF

05 HHA

07 X-Ray

08 OPT/SP

09 ESRD

10 NF

11 ICF/IID

12 RHC

13 PTIP

14 CORF

15 ASC

16 HOSPICE

5. EFFECTIVE DATE CHANGE OF OWNERSHIP

(L9)

6. DATE OF SURVEY (L34)

8. ACCREDITATION STATUS: (L10)

679736900

2

09/30

01/12/2017

WOODLYN HEIGHTS HEALTHCARE CENTER245320

02

2060 UPPER 55TH STREET EAST

55077

0 Unaccredited

2 AOA

1 TJC

3 Other

06 PRTF

22 CLIA

11. .LTC PERIOD OF CERTIFICATION 10.THE FACILITY IS CERTIFIED AS:

From (a) :

To (b) :

X A.  In Compliance With And/Or Approved Waivers Of The Following Requirements:

      Program Requirements

      Compliance Based On:

X 1.   Acceptable POC

2. Technical Personnel 6. Scope of Services Limit

3. 24 Hour RN 7. Medical Director

4. 7-Day RN (Rural SNF) 8. Patient Room Size

5. Life Safety Code 9. Beds/Room
12.Total Facility Beds  99 (L18)

13.Total Certified Beds  99 (L17) B. Not in Compliance with Program

 Requirements and/or Applied Waivers: * Code: A1* (L12)

14. LTC CERTIFIED BED BREAKDOWN 15. FACILITY MEETS

18 SNF 18/19 SNF 19 SNF ICF IID 1861 (e) (1) or 1861 (j) (1): (L15)

 99

(L37) (L38) (L39) (L42) (L43)

16. STATE SURVEY AGENCY REMARKS (IF APPLICABLE SHOW LTC CANCELLATION DATE):

29. INTERMEDIARY/CARRIER NO.

PART II - TO BE COMPLETED BY HCFA REGIONAL OFFICE OR SINGLE STATE AGENCY

DETERMINATION APPROVAL

17. SURVEYOR SIGNATURE Date :

(L19)

18. STATE SURVEY AGENCY APPROVAL Date:

(L20)

19. DETERMINATION OF ELIGIBILITY 20. COMPLIANCE WITH CIVIL

RIGHTS ACT:

1. Statement of Financial Solvency (HCFA-2572)

2. Ownership/Control Interest Disclosure Stmt (HCFA-1513)

3. Both of the Above : 1. Facility is Eligible to Participate

2. Facility is not Eligible

(L21)

22. ORIGINAL DATE

OF PARTICIPATION

23. LTC AGREEMENT

BEGINNING DATE

24. LTC AGREEMENT

ENDING DATE

(L24) (L41) (L25)

27. ALTERNATIVE SANCTIONS25. LTC EXTENSION  DATE:

(L27)

A. Suspension of Admissions:

(L44)

B. Rescind Suspension Date:

(L45)

26. TERMINATION ACTION: (L30)

VOLUNTARY

01-Merger, Closure

02-Dissatisfaction W/ Reimbursement

03-Risk of Involuntary Termination

04-Other Reason for Withdrawal

INVOLUNTARY

05-Fail to Meet Health/Safety

06-Fail to Meet Agreement

OTHER

07-Provider Status Change

28. TERMINATION DATE:

(L28) (L31)

31. RO RECEIPT OF CMS-1539 32. DETERMINATION OF APPROVAL DATE

(L32) (L33)

30. REMARKS

X

00-Active

07/01/1986

00

03001

02/13/2017 03/09/2017

21.

FORM CMS-1539 (7-84) (Destroy Prior Editions) 020499

Momodou Fatty, HFE NE II Kate JohnsTon, Program Specialist
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 The facility is enrolled in ePOC and therefore a 
signature is not required at the bottom of the first 
page of the CMS-2567 form.  Electronic 
submission of the POC will be used as 
verification of compliance.

Upon receipt of an acceptable POC an on-site 
revisit of your facility may be conducted to 
validate that substantial compliance with the 
regulations has been attained in accordance with 
your verification.
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SS=D

483.20(g)-(j) ASSESSMENT 
ACCURACY/COORDINATION/CERTIFIED

(g) Accuracy of Assessments.  The assessment 
must accurately reflect the resident’s status.

(h) Coordination 
A registered nurse must conduct or coordinate 
each assessment with the appropriate 
participation of health professionals.

(i) Certification
(1) A registered nurse must sign and certify that 
the assessment is completed.

(2) Each individual who completes a portion of the 
assessment must sign and certify the accuracy of 
that portion of the assessment.

(j) Penalty for Falsification
(1) Under Medicare and Medicaid, an individual 
who willfully and knowingly-

(i) Certifies a material and false statement in a 
resident assessment is subject to a civil money 

F 278 2/21/17

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

02/10/2017Electronically Signed

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 
other safeguards provide sufficient protection to the patients. (See instructions.)  Except for nursing homes, the findings stated above are disclosable 90 days 
following the date of survey whether or not a plan of correction is provided.  For nursing homes, the above findings and plans of correction are disclosable 14 
days following the date these documents are made available to the facility.  If deficiencies are cited, an approved plan of correction is requisite to continued 
program participation.
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penalty of not more than $1,000 for each 
assessment��or

(ii) Causes another individual to certify a material 
and false statement in a resident assessment is 
subject to a civil money penalty or not more than 
$5,000 for each assessment.

(2) Clinical disagreement does not constitute a 
material and false statement.
This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, document review and 
interview, the facility failed to accurately code the 
Minimum Data Set (MDS) for 2 of 20 residents 
(R56 and R69) reviewed for MDS accuracy.

Findings include:

R56 was observed on 1/11/17, at 8:40 a.m. eating 
breakfast in bed. The food was mostly pureed 
diet, but the toast was regular. R56 ate the toast 
slowly, and stated it bothered R56 while eating 
and that was why R56 ate slowly. R56 wished to 
have no pain or discomfort when eating.
Review of R56's admission MDS dated 10/19/16, 
revealed the facility coded to indicate R56 did not 
have broken or loosely fitting full or partial denture 
(chipped, cracked, uncleanable, or loose).

Review of the Oral/Dental Assessment 10-14, 
dated 10/12/16, revealed R56 had a loose upper 
denture. 

The Apple Tree Dental assessment dated 
10/21/16 read, "resident states lower gum pain. 
Upper denture is worn and broken, over 30 years 
old. A broken or loose fitting or partial denture 
(chipped, cracked uncleanable, or loose) Routine 

 The preparation of the following plan of 
correction for this deficiency does not 
constitute and should not be interpreted 
as an admission nor an agreement by the 
facility of the truth of the facts alleged on 
conclusions set forth in the statement of 
deficiencies. The plan of correction 
prepared for this deficiency was executed 
solely because it is required by provisions 
of State and Federal law. Without waiving 
the foregoing statment, the facility states 
that:

1. With respect to the identified MDS 
assessments��corrections of the prior 
assessments were completed on 
1/12/2017 and the plan of care revised if 
indicated.

2. All MDS assessments for new 
admissions in the past month have been 
reviewed to assure MDS accuraccy. 
Corrections to prior assessments will be 
completed as indicated.

3. All MDSC will be re-educated by 
February 21, 2017 regarding MDS 
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dental referral... Needs a dental exam."  

Review of the care area assessment (CAA) dated 
10/22/16, revealed, "[R56] has upper dentures 
that are loose, broken teeth r/t [related to] poor 
dental hygiene. Staff to asst [assist] with mouth 
cares BID [twice a day]. Diet as ordered. Remove 
top dentures at night, clean, and soak. Dental 
referral PRN [as needed]."

Review of R56's care plan showed [R56] has a 
Oral/dental health problem (wears upper dentures 
- loose, broken teeth) r/t [related to] poor dental 
hygiene. Coordinate arrangements for dental 
care, transportation as needed/as ordered. 

During an interview on 1/12/17, at 3:54 p.m. the 
director of nursing (DON) and registered nurse 
consultant (RNC) verified after reviewing the 
medical record and the MDS, that the MDS dated 
10/19/16 was coded inaccurately and needed to 
be modified. In addition, the DON and RNC 
mentioned registered nurse (RN)-C looked at it 
and stated section L of the MDS dated 10/19/16, 
was coded incorrectly, and RN-C was working on 
the modification.
R69's admission record, revealed R69's had 
diagnoses of major depression, osteoporosis, 
and dementia with behavioral disturbance.  

R69's admission MDS dated 12/8/16, was coded 
to indicate R69 had a condition or chronic 
disease that may result in a life expectancy of 
less than 6 months. However, R69's medical 
record lacked physician documentation of a 
condition or chronic disease that may result in a 
life expectancy of less than 6 months. 

During an interview on 1/10/17, at 1:32 p.m. the 

accuracy and revision of the care plan 
when indicated.

4. The MDS Consultant and/or designee 
will audit 2 resident Minimun Data Set 
each week for one month and then 1 
resident Minimum Data Set each week for 
two months to assure the MDS is 
accurate and reflects resident conditions.

5. The data collected will be presented at 
QAPI by the Director of Nursing. The data 
will be reviewed/discussed and 
decision/recommendations made 
regarding any necessary follow-up 
studies.
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DON confirmed the medical record lacked 
evidence to indicate R69 had a condition or 
chronic disease that may result in a life 
expectancy of less than 6 months. The DON said 
the RNC went through R69's medical record and 
indicated that it lacked evidence of the resident 
having a condition or chronic disease that may 
result in a life expectancy of less than 6 months, 
but the medical record revealed that resident had 
diagnosis of advanced dementia. At 1:36 p.m. the 
RNC verified that what the DON stated was 
correct.

Review of the RAI [resident assessment 
instrument] process dated August 2015, revealed 
"4. Staff will complete the MDS sections assigned 
to them by utilizing resident assessments [user 
defined assessments], resident interview, staff 
interview, and observation of the resident while 
performing routine activities during the 
assessment reference period. B. Staff may utilize 
information in the medical record to assist with 
MDS completion that includes but is not limited to 
nurse's notes, physician progress notes, therapy 
notes, flow sheets, MAR's [medication 
administration record] and TAR's [treatment 
administration record], and laboratory reports. 
Information used for completion of the MDS must 
fall within the specified 'look back period' for each 
section as outlined in the RAI manual".

F 279

SS=D

483.20(d)�483.21(b)(1) DEVELOP 
COMPREHENSIVE CARE PLANS

483.20
(d) Use.  A facility must maintain all resident 
assessments completed within the previous 15 
months in the resident’s active record and use the 
results of the assessments to develop, review 

F 279 2/21/17
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and revise the resident’s comprehensive care 
plan.

483.21
(b) Comprehensive Care Plans

(1) The facility must develop and implement a 
comprehensive person-centered care plan for 
each resident, consistent with the resident rights 
set forth at §483.10(c)(2) and §483.10(c)(3), that 
includes measurable objectives and timeframes 
to meet a resident's medical, nursing, and mental 
and psychosocial needs that are identified in the 
comprehensive assessment. The comprehensive 
care plan must describe the following -

(i) The services that are to be furnished to attain 
or maintain the resident's highest practicable 
physical, mental, and psychosocial well-being as 
required under §483.24, §483.25 or §483.40��and

(ii) Any services that would otherwise be required 
under §483.24, §483.25 or §483.40 but are not 
provided due to the resident's exercise of rights 
under §483.10, including the right to refuse 
treatment under §483.10(c)(6).

(iii) Any specialized services or specialized 
rehabilitative services the nursing facility will 
provide as a result of PASARR 
recommendations. If a facility disagrees with the 
findings of the PASARR, it must indicate its 
rationale in the resident’s medical record.

(iv)In consultation with the resident and the 
resident’s representative (s)-

FORM CMS-2567(02-99) Previous Versions Obsolete 0K4011Event ID: Facility ID: 00829 If continuation sheet Page  5 of 19
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(A) The resident’s goals for admission and 
desired outcomes.

(B) The resident’s preference and potential for 
future discharge. Facilities must document 
whether the resident’s desire to return to the 
community was assessed and any referrals to 
local contact agencies and/or other appropriate 
entities, for this purpose.

(C) Discharge plans in the comprehensive care 
plan, as appropriate, in accordance with the 
requirements set forth in paragraph (c) of this 
section.
This REQUIREMENT  is not met as evidenced 
by:
 Based on document review and interview, the 
facility did not provide an individualized hospice 
care plan for 1 of 1 resident (R50) reviewed for 
hospice care.

Findings include:

Record review revealed a Certificate of Terminal 
Illness form showing that the resident was 
admitted to hospice care from 10/19/16 to 
1/16/17, with a primary diagnosis of chronic 
obstructive pulmonary disease (COPD).  

The record also contained a two-page [Hospice 
name] Hospice and Facility Coordinated Plan of 
Care form from the hospice provider, dated 
7/22/16, that consisted of three problems: 1) 
Potential for knowledge deficit regarding Hospice 
Philosophy, services and Advanced Directives, 2) 
Potential for patient comfort decline related to the 
Hospice diagnosis of Pulmonary Disease, and 3) 
Accurate and current documentation in Facility 
Medical Record.  This care plan was a generic 

 The preparation of the following plan of 
correction for this deficiency does not 
constitute and should not be interpreted 
as an admission nor an agreement by the 
facility of the truth of the facts alleged on 
the conclusions set forth in the statement 
of deficienies. The plan of correction 
prepared for this deficiency was executed 
solely because it is required by provisions 
of State and Federal law. Without waiving 
the foregoing statement, the facility states 
that:

1. With respect to resident #50, the care 
plan was developed to include all hospice 
care/services provided. The resident has 
since discharged from the facility.

2. All residents currently receiving hospice 
services will have their care plans 
reviewed to assure hospice goals and 
services are incorporated into the 
resident's plan of care and visits 
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form with the only individualized areas being the 
resident's diagnosis and the frequency of visits 
from the hospice nurse and aide.

The facility's current plan of care, dated 10/26/16, 
contained two problems related to hospice for 
R50.  The first problem read, "[R50] has a 
terminal prognosis requiring hospice 
involvement/palliative care [related to] Adult 
[Failure To Thrive], Lung Cancer, Chronic 
Emphysema, COPD." The interventions for these 
problems were generic: assess coping strategies 
and respect wishes, encourage support system of 
family and friends, adjust provisions of ADL's 
(Activities of Daily Living) to compensate for 
changing abilities. An intervention for this problem 
also directed staff to see the hospice three-ring 
binder for the hospice providers coordinated plan 
of care.

The second problem addressed recreational 
therapy for R50 and was the part of the plan of 
care that included specific, individualized details 
about this one aspect of R50's hospice care, 
reading, "[R50] has little interest or activity 
involvement [related to] disinterest and end of life 
care with hospice election.  [R50] states that 
[R50] prefers to be in [resident] room and watch 
[television] and sleep."

In an interview on 1/12/17, at 8:53 a.m. the 
director of nursing (DON) was asked about the 
generic quality of hospice plan of care for R50 
and if the DON knew why the facility staff was not 
aware that hospice staff visited R50. The DON 
thought that the facility staff would need more 
training on these issues.

communicated to the staff via the NAR 
Assignment Sheet.

3. All nursing staff will be re-educated by 
February 21, 2017 regarding revisions to 
care plans when a resident is enrolled in 
hospice to incorporate hospice 
cares/services into the plan of care.

4. The Director of Nursing and/or 
designee will audit 1 resident care plan 
each week to assure care plans are 
accurate and reflect hospice services.

5. The data collected will be presented at 
QAPI by the Director of Nursing. The data 
will be reviewed/discussed and 
decision/recommendations made 
regarding any necessary follow-up 
studies.

F 280 483.10(c)(2)(i-ii,iv,v)(3),483.21(b)(2) RIGHT TO F 280 2/21/17
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SS=D PARTICIPATE PLANNING CARE-REVISE CP

483.10
(c)(2) The right to participate in the development 
and implementation of his or her person-centered 
plan of care, including but not limited to:

(i) The right to participate in the planning process, 
including the right to identify individuals or roles to 
be included in the planning process, the right to 
request meetings and the right to request 
revisions to the person-centered plan of care.

(ii) The right to participate in establishing the 
expected goals and outcomes of care, the type, 
amount, frequency, and duration of care, and any 
other factors related to the effectiveness of the 
plan of care.

(iv) The right to receive the services and/or items 
included in the plan of care.

(v) The right to see the care plan, including the 
right to sign after significant changes to the plan 
of care.

(c)(3) The facility shall inform the resident of the 
right to participate in his or her treatment and 
shall support the resident in this right. The 
planning process must-- 

(i) Facilitate the inclusion of the resident and/or 
resident representative.

(ii) Include an assessment of the resident’s 
strengths and needs.

(iii) Incorporate the resident’s personal and 
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cultural preferences in developing goals of care.

483.21
(b) Comprehensive Care Plans

(2) A comprehensive care plan must be- 

(i) Developed within 7 days after completion of 
the comprehensive assessment.

(ii) Prepared by an interdisciplinary team, that 
includes but is not limited to--

(A) The attending physician.

(B) A registered nurse with responsibility for the 
resident.

(C) A nurse aide with responsibility for the 
resident.

(D) A member of food and nutrition services staff.

(E) To the extent practicable, the participation of 
the resident and the resident's representative(s). 
An explanation must be included in a resident’s 
medical record if the participation of the resident 
and their resident representative is determined 
not practicable for the development of the 
resident’s care plan.

(F) Other appropriate staff or professionals in 
disciplines as determined by the resident's needs 
or as requested by the resident.

(iii) Reviewed and revised by the interdisciplinary 
team after each assessment, including both the 
comprehensive and quarterly review 
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assessments.
This REQUIREMENT  is not met as evidenced 
by:
 Based on document review and interview, the 
facility failed to revise the care plan with 
interventions to reduce risk of falls for 1 of 5 
residents (R71) reviewed for falls. 

Findings include:

Review of a fall report dated 12/21/16 revealed 
R71 fell while trying to take off socks and shoes 
before going to bed. R71 sustained a hip fracture. 
This report included a list of interventions taken to 
prevent incident reoccurrence. One intervention 
listed was to have staff  "after dinner, ask resident 
what time [R71] would like to go to bed and assist 
[R71] with getting ready for bed." 

Review of R71's electronic medical record 
revealed R71 went to the hospital after falling on 
12/21/16, and returned to the facility on 12/26/16. 
R71's care plan lacked the intervention listed on 
the fall report.  

During interview on 1/21/17, at 10:31 a.m. 
registered nurse (RN)-B confirmed the 
interventions put in place after R71's fall. RN-B 
said staff were to ask R71 after dinner what time 
R71 would like to go to bed, so staff could be 
there to assist. When asked if the intervention 
was written in the care plan, RN-B reviewed the 
current care plan in the paper chart, with a print 
date of 9/7/16, and was unable to find the 
intervention.  RN-B confirmed that the care plan 
was not updated with the intervention. RN-B 
confirmed that the paper care plan was more up 
to date than the electronic version, and said, "I 
will make sure to update that," before handwriting 

 The preparation of the following plan of 
correction for this deficiency does not 
constitute and should not be interpreted 
as an admission nor an agreement by the 
facility of the truth of the facts alleged on 
the conclusions set forth in the statement 
of deficienies. The plan of correction 
prepared for this deficiency was executed 
solely because it is required by provisions 
of State and Federal law. Without waiving 
the foregoing statement, the facility states 
that:

1. With respect to resident #71, 
interventions for fall prevention were 
reviewed, and revised as indicated and 
the care plan updated. The NAR Care 
Plan has been updated to include 
appropriate fall interventions.

2. All residents who have fallen in the past 
3 months will have their care plans 
reviewed to assure appropriate 
intervetnions are in place and 
communicated to all staff via the resident 
care plan and NAR Assignment Sheet. 

3. All nursing staff will be re-educated by 
February 21, 2017 regarding revisions to 
care plans when a change in condition 
occurs. 

4. The Director of Nursing and/or 
designee will audit 2 resident care plans 
each week for one month and then 1 
resident care plan each week for two 
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the intervention on the care plan. 

Review of the facility standards guideline titled, 
Care Plan Completion, last revised 8/13, revealed 
the following requirement: "The comprehensive 
care plan is updated/revised as changes occur." 
According to the document, interventions to 
prevent and reduce falls should be part of a 
resident's care plan.

months to assure care plans are accurate 
and reflect fall risks and interventions.

5. The data collected will be presented at 
QAPI by the Director of Nursing. The data 
will be reviewed/discussed and 
decision/recommendations made 
regarding any necessary follow-up 
studies.

F 282

SS=D

483.21(b)(3)(ii) SERVICES BY QUALIFIED 
PERSONS/PER CARE PLAN

(b)(3) Comprehensive Care Plans
The services provided or arranged by the facility, 
as outlined by the comprehensive care plan, 
must-

(ii) Be provided by qualified persons in 
accordance with each resident's written plan of 
care.
This REQUIREMENT  is not met as evidenced 
by:

F 282 2/21/17

 Based on observation, document review, and 
interview, the facility failed to follow the plan of 
care for 1 of 5 residents (R97) reviewed for falls. 

Findings include:

On 01/12/2017, at  9:16 a.m., R97 was observed 
in R97's room in a wheelchair, next to the bed, 
with eyes closed.  At 9:30 a.m., registered nurse 
(RN)-A, and nursing assistant (NA)-D entered 
R97's room and assisted R97 into the bed. When 
interviewed at 9:43 a.m., NA-D indicated R97 was 
on NA-C's group, and RN-A indicated after 
walking past R97's room, and seeing R97 sitting 
up, RN-A went to get a nursing assistant to lay 
R97 down. 

 The preparation of the following plan of 
correction for this deficiency does not 
constitute and should not be interpreted 
as an admission nor an agreement by the 
facility of the truth of the facts alleged on 
the conclusions set forth in the statement 
of deficienies. The plan of correction 
prepared for this deficiency was executed 
solely because it is required by provisions 
of State and Federal law. Without waiving 
the foregoing statement, the facility states 
that:

1. With respect to resident #97, 
interventions for fall prevention were 
reviewed, revised as indicated and the 
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Review of R97's care plan dated 11/29/16 
indicated R97 was at a high risk for falls, and was 
updated on 12/27/16 with the intervention to 
"assist resident to bed instead of leaving [R97] in 
wheelchair unattended." The nursing assistant 
care plan dated 1/12/17 indicated "lay down after 
meals = do not leave unattended in room or w/c 
(wheelchair)."

When interviewed on 1/12/17, at 9:44 a.m., NA-C 
indicated  feeding R97 in R97's room and at 9:15 
a.m., R97 was left in the wheelchair with the TV 
(television) on, alone in room.  NA-C explained 
the plan was to go back in a "short while."

When interviewed on  01/12/2017, at 9:53 a.m., 
RN-B indicated that it is the expectation that the 
care plan would be followed. RN-B indicated R97 
should not be left alone in a wheelchair in the 
resident's room.

care plan updated. The NAR Care Plan 
has been updated to include appropriate 
fall interventions.

2. All residents who have fallen in the past 
3 months will have their care plans 
reviewed to assure appropriate 
interventions are in place and 
comminicated to all staff via the resident 
care plan and the NAR Assignment Sheet.

3. All nursing staff will be re-educated by 
February 21, 2017 regarding revisions to 
care plans when a change in condition 
occurs.

4. The Director of Nursing and/or 
designee will audit 2 resident care plans 
each week for one month and then 1 
resident care plan each week for two 
months to assure all care plans are 
accurate and reflect fall risks and 
interventions.

5. The data collected will be presented at 
QAPI by the Director of Nursing. The data 
will be reviewed/discussed and 
decision/recommendations made 
regarding any necessary follow-up 
studies.

F 309

SS=D

483.24, 483.25(k)(l) PROVIDE CARE/SERVICES 
FOR HIGHEST WELL BEING

483.24 Quality of life
Quality of life is a fundamental principle that 
applies to all care and services provided to facility 
residents.  Each resident must receive and the 
facility must provide the necessary care and 

F 309 2/21/17
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services to attain or maintain the highest 
practicable physical, mental, and psychosocial 
well-being, consistent with the resident’s 
comprehensive assessment and plan of care.

483.25 
(k) Pain Management.  
The facility must ensure that pain management is 
provided to residents who require such services, 
consistent with professional standards of practice, 
the comprehensive person-centered care plan, 
and the residents’ goals and preferences.

(l) Dialysis.  The facility must ensure that 
residents who require dialysis receive such 
services, consistent with professional standards 
of practice, the comprehensive person-centered 
care plan, and the residents’ goals and 
preferences.
This REQUIREMENT  is not met as evidenced 
by:
 Based on document review and interview, the 
facility did not provide an individualized hospice 
care plan and coordination of hospice services 
with the hospice provider for 1 of 1 resident (R50) 
reviewed for hospice care.

Findings include:

Record review revealed a Certificate of Terminal 
Illness form showing that R50 was admitted to 
hospice care from 10/19/16 to 1/16/17, with a 
primary diagnosis of chronic obstructive 
pulmonary disease (COPD).  

The record also contained a two-page [Hospice 
name] Hospice and Facility Coordinated Plan of 
Care form from the hospice provider, dated 
7/22/16, that consisted of three problems: 1) 

 The preparation of the following plan of 
correction for this deficiency does not 
constitute and should not be interpreted 
as an admission nor an agreement by the 
facility of the truth of the facts alleged on 
the conclusions set forth in the statement 
of deficienies. The plan of correction 
prepared for this deficiency was executed 
solely because it is required by provisions 
of State and Federal law. Without waiving 
the foregoing statement, the facility states 
that:

1. With respect to resident #50, the care 
plan was developed to include all hospice 
care/services provided. The resident has 
since discharged from the facility.
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Potential for knowledge deficit regarding Hospice 
Philosophy, services and Advanced Directives, 2) 
Potential for patient comfort decline related to the 
Hospice diagnosis of Pulmonary Disease, and 3) 
Accurate and current documentation in Facility 
Medical Record.  This care plan was a generic 
form with the only individualized areas being the 
resident's diagnosis and the frequency of visits 
from the hospice nurse and aide.

The facility's current plan of care, dated 10/26/16, 
contained two problems related to hospice for 
R50.  The first problem read, "[R50] has a 
terminal prognosis requiring hospice 
involvement/palliative care [related to] Adult 
[Failure To Thrive], Lung Cancer, Chronic 
Emphysema, COPD." The interventions for this 
problems were generic: assess coping strategies 
and respect wishes, encourage support system of 
family and friends, adjust provisions of ADL's 
(Activities of Daily Living) to compensate for 
changing abilities.  An intervention for this 
problem also directed staff to see the hospice 
three-ring binder for the hospice providers 
coordinated plan of care.

The second problem addressed recreational 
therapy for R50 and was the part of the plan of 
care that included specific, individualized details 
about this one aspect of R50's hospice care, 
reading, "[R50] has little interest or activity 
involvement [related to] disinterest and end of life 
care with hospice election.  [R50] states that 
[R50] prefers to be in [resident] room and watch 
[television] and sleep."

The record contained an "anticipated visit 
schedule" from the hospice provider that showed 
a hospice aide was scheduled to visit R50 

2. All residents currently receiving hospice 
services will have their care plans 
reviewed to assure hospice goals and 
services are incorporated into the 
resident's plan of care and visits 
communicated to staff via the NAR 
Assignment Sheet.

3. All nursing staff will be re-educated by 
February 21, 2017 regarding revisions to 
care plans when a resident is enrolled in 
hospice to incorporate hospice 
cares/services into the plan of care. The 
contracted hospice was contacted and 
informed of the required documentation 
for maintaining communication with the 
facility staff. 

4. The Director of Nursing and/or 
designee will audit 1 resident care plan 
each week to assure care plans are 
accurate and reflect hospice services.

5. The data collected will be presented at 
QAPI by the Director of Nursing. The data 
will be reviewed/discussed and 
decision/recommendations made 
regarding any necessary follow-up 
residents.
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Monday and Thursday 1-3 p.m., and a hospice 
nurse every Wednesday. The nurse's visit 
schedule was added to this form on 1/11/17.  

When interviewed on 1/11/17, at 1:51 p.m. 
licensed practical nurse (LPN)-A was asked by a 
surveyor if R50 received visits or care from the 
hospice provider's staff, and LPN-A did not know. 
LPN-A also confirmed generally working on R50's 
unit.

During interview on 1/11/17, at 1:58 p.m. nursing 
assistant (NA)-A was asked the same question 
and confirmed often caring for R50, but not 
seeing hospice staff visit 
R50. NA-A replied with never being told that the 
hospice staff would provide any care for R50, so 
NA-A provided all of R50's care.

The director of nursing (DON) was interviewed on 
1/12/17 at 8:53 a.m. and asked by a surveyor 
about the generic quality of hospice plan of care 
for R50 and if the DON knew why the facility staff 
was not aware that hospice staff visits R50. The 
DON thought that facility staff must not know 
where to find the hospice provider's schedule and 
the facility staff would need more training on 
these issues.

F 323

SS=D

483.25(d)(1)(2)(n)(1)-(3) FREE OF ACCIDENT 
HAZARDS/SUPERVISION/DEVICES

(d) Accidents.
The facility must ensure that -

(1) The resident environment remains as free 
from accident hazards as is possible��and

(2) Each resident receives adequate supervision 

F 323 2/21/17
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and assistance devices to prevent accidents.

(n) - Bed Rails.  The facility must attempt to use 
appropriate alternatives prior to installing a side or 
bed rail.  If a bed or side rail is used, the facility 
must ensure correct installation, use, and 
maintenance of bed rails, including but not limited 
to the following elements.

(1) Assess the resident for risk of entrapment 
from bed rails prior to installation.

(2) Review the risks and benefits of bed rails with 
the resident or resident representative and obtain 
informed consent prior to installation.

(3) Ensure that the bed’s dimensions are 
appropriate for the resident’s size and weight.
This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, interview, and document 
review, the facility failed to provide care and 
services to minimize the risk for falls for 2 of 5 
residents (R97 and R71) reviewed for falls.

Findings include:

On 01/12/17, at  9:16 a.m., R97 was observed in 
R97's room in a wheelchair, next to the bed, with 
eyes closed.  At 9:30 a.m., registered nurse 
(RN)-A, and nursing assistant (NA)-D entered 
R97's room and assisted R97 into the bed. When 
interviewed at 9:43 a.m., NA-D indicated R97 was 
on NA-C's group, and RN-A indicated after 
walking past R97's room, and seeing the resident 
sitting up, RN-A went to get a nursing assistant to 
lay R97 down. 

When interviewed on 1/12/17, at 9:44 a.m., NA-C 

 The preparation of the following plan of 
correction for this deficiency does not 
constitute and should not be interpreted 
as an admission nor an agreement by the 
facility of the truth of the facts alleged on 
the conclusions set forth in the statement 
of deficienies. The plan of correction 
prepared for this deficiency was executed 
solely because it is required by provisions 
of State and Federal law. Without waiving 
the foregoing statement, the facility states 
that:

1. With respect to residents #71 and #97, 
interventions for fall prevention were 
reviewed, revised as indicated and the 
care plan updated to include appropriate 
fall interventions.
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indicated feeding R97 in the resident's room, and 
at 9:15 a.m., left R97 in the wheelchair with the 
TV (television) on, and planned on going back in 
a "short while."

When interviewed on  01/12/2017, at  9:53 a.m., 
RN-B indicated that it is the expectation that the 
care plan would be followed. RN-B indicated the 
resident should not be left alone in a wheelchair 
in the resident's room.
   
Review of R97's care plan dated 11/29/16, 
indicated R97 was at a high risk for falls, and was 
updated on 12/27/16 with the intervention to 
"assist resident to bed instead of leaving [R97] in 
wheelchair unattended." The nursing assistant 
care plan dated 1/12/17 indicated "lay down after 
meals = do not leave unattended in room or w/c 
(wheelchair)."

The Resident Incident Report dated 12/17/16, 
indicated R97 was observed on the floor laying 
next to bed. No injury was noted. The report 
indicated the immediate intervention implemented 
as "assisted to bed by staff, contact doctor about 
recent medication change." No change to care 
plan.

The Resident Incident Report dated 12/27/16,  
indicated, R97 was found lying on left side  next 
to the bed at 10:25 a.m. R97 had no complaints 
of pain and could move all extremities.  The 
report indicated the immediate intervention 
implemented as "careplan [R97] to not be left 
alone in wheelchair/offer to lay down after meals."   

The Morse fall scale dated 12/27/16, after the fall,  
indicated R97 was at high risk for falling.  

2. All residents who have fallen in the past 
3 months will have their care plans 
reviewed to assure appropriate 
interventions are in place and 
communicated to all staff via the resident 
care plan and NAR Assignment Sheet.

3. All nursing staff with be re-educated by 
February 21, 2017 regarding revisions to 
care plans when a change in condition 
occurs.

4. The Director of Nursing and/or 
designee will audit 2 resident care plans 
each week for one month then 1 resident 
care plan each week for two months to 
assure all care plans are accurate and 
reflect fall risks and interventions.

5. The data collected will be presented at 
QAPI by the Driector of Nursing. The data 
will be reviewed/discussed and 
decision/recommendations made 
regarding any necessary follow-up 
studies.
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During observation on 1/9/17, at 5:37 p.m. R71 
sat in a wheelchair next to the bed. The lights 
were off and the room was dark. R71 explained 
was waiting for help from staff to go to bed. 

During an interview on 1/9/17, at 6:04 p.m., 
registered nurse (RN)-B said R71 fell on 12/21/16 
while trying to take off shoes and socks whenn 
alone in room. R71 slipped and fell, and 
sustained left hip fracture.

Review of a fall report dated 12/21/16 revealed at 
the time of the incident R71 told the unit nurse "I 
was trying to take my socks and shoes off and go 
to bed." This report included a list of interventions 
taken to prevent incident reoccurrence. One 
intervention listed was to have staff  "after dinner, 
ask resident what time [R71] would like to go to 
bed and assist [R71] with getting ready for bed." 

Review of R71's electronic medical record 
revealed R71 went to the hospital after falling on 
12/21/16, and returned to the facility on 12/26/16. 
R71's care plan lacked the intervention listed on 
the fall report.  

During interview on 1/21/17, at 10:31 a.m. 
registered nurse (RN)-B confirmed the 
interventions put in place after R71's fall. RN-B 
said staff were to ask R71 after dinner what time 
R71 would like to go to bed, so staff could be 
there to assist. When asked if the intervention 
was written in the care plan, RN-B reviewed the 
current care plan in the paper chart, with a print 
date of 9/7/16, and was unable to find the 
intervention.  RN-B confirmed that the care plan 
was not updated with the intervention. RN-B 
confirmed that the paper care plan was more up 
to date than the electronic version, and said, "I 

FORM CMS-2567(02-99) Previous Versions Obsolete 0K4011Event ID: Facility ID: 00829 If continuation sheet Page  18 of 19



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  02/14/2017
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

245320 01/12/2017
STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

2060 UPPER 55TH STREET EAST
WOODLYN HEIGHTS HEALTHCARE CENTER

INVER GROVE HEIGHTS, MN  55077

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETION

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

F 323 Continued From page 18 F 323

will make sure to update that," before handwriting 
the intervention on the care plan. RN-B was 
asked whether facility staff were aware of the 
intervention, and whether staff asked R71 after 
dinner about what time R71 wanted to go to bed. 
RN-B said because staff were told to ask R71 
about bed time after dinner, RN-B had assumed 
this was happening. 

Review of the facility standards guideline titled, 
Care Plan Completion, last revised 8/13, revealed 
the following requirement: "The comprehensive 
care plan is updated/revised as changes occur." 
According to the document, interventions to 
prevent and reduce falls should be part of a 
resident's care plan. 

Review of a Morse Fall Scale assessment 
completed on 12/28/16 after returning from the 
hospital, revealed the facility assessed R71 to 
have a high risk for falling.

FORM CMS-2567(02-99) Previous Versions Obsolete 0K4011Event ID: Facility ID: 00829 If continuation sheet Page  19 of 19













��������	�
����
��	����


�����
����������

������	�������	�����
�	�	���
���

���
���� �	!"��� �
��"�
���#�����

��$��%&&���''�"�(�������
��

)�����*����� �	!"�����	������
��''���

+�,�-��.����/�������'�����$

0�
����������	��,

���������	�
���������	�
���������	�
���������	�
� �
��"�
�
�1	2��(
2����#�
��31(#4���������5	������&�������
���
�����&
�
�����2��������� �
��"�
�
�1	2��(
2����#�
��31(#4���������5	������&�������
���
�����&
�
�����2��������� �
��"�
�
�1	2��(
2����#�
��31(#4���������5	������&�������
���
�����&
�
�����2��������� �
��"�
�
�1	2��(
2����#�
��31(#4���������5	������&�������
���
�����&
�
�����2��������

����������������������������

6���
��
����$��������
���
�

�
��������5
�����&����
�
�������2
�	�	�������"���	������
�0�&
��������2

-���	��(
2�������
�����	���	2������2
�	�	���5
��	�����&�	
����5	�"���
��
��&
��	�	&
�	�����7�	��������2��

��	���
�����	�!�2
�	�	�	���
�
8�������	�!�2
�	�	�	���&
��	�	&
�	�!�	���"����
	�
���
�
8�����
	�
	


&��!�
�����9"	��1	2��(
2����#�
��31(#4��������2���
��"����������	����
�2	�	���	���	�������2
�	�	��������

	���
��
�
�2	�	���	����"
�������	��������
���
��"
���5	�"�&�����	
��2���������"
���	�	�
��"
����"
��	�

����	���
	
���.��&
�
��31�����04��
����	
����
�����"��
��
�"�
�#�(:�'$��5"�������������	����
��

��7�	��
�������&���2��"��1(#�(�
��������2�0�2	�	���	���3#�(:�'$�4�	���������
���� ��

-��
���������"
���"	�����	���
�������������	�����2���
�����	����2�	�&��	�	����2�
�����
�	�������
	�����-��
���������"
���"	�����	���
�������������	�����2���
�����	����2�	�&��	�	����2�
�����
�	�������
	�����-��
���������"
���"	�����	���
�������������	�����2���
�����	����2�	�&��	�	����2�
�����
�	�������
	�����-��
���������"
���"	�����	���
�������������	�����2���
�����	����2�	�&��	�	����2�
�����
�	�������
	�����

����	�
�	����2������&���	
���
!����������("���
��"��#�������2�����
	�
���;���
	�
	
�(���	�������	�
�	����2������&���	
���
!����������("���
��"��#�������2�����
	�
���;���
	�
	
�(���	�������	�
�	����2������&���	
���
!����������("���
��"��#�������2�����
	�
���;���
	�
	
�(���	�������	�
�	����2������&���	
���
!����������("���
��"��#�������2�����
	�
���;���
	�
	
�(���	���


�����	����"
������	�
�	������
�����"�������
��	��5
��
���
��	��5	���&���	
������5	�"�
���&
�
��
�����	����"
������	�
�	������
�����"�������
��	��5
��
���
��	��5	���&���	
������5	�"�
���&
�
��
�����	����"
������	�
�	������
�����"�������
��	��5
��
���
��	��5	���&���	
������5	�"�
���&
�
��
�����	����"
������	�
�	������
�����"�������
��	��5
��
���
��	��5	���&���	
������5	�"�
���&
�
��

2���
�����	2	�
�	����2��"
��
�����	�
�	���2���
�����	2	�
�	����2��"
��
�����	�
�	���2���
�����	2	�
�	����2��"
��
�����	�
�	���2���
�����	2	�
�	����2��"
��
�����	�
�	���

9"	���������&���	
���	�&���
���	�2���
�	�����!
�
	�!���������&���������"����
�2	�	���	���
�
�


������

�"��2����5	�!�	�����,

6&&�����	������#������6&&�����	������#������6&&�����	������#������6&&�����	������#�������:��"��2
�	�	���	��
���5�
�
���&&�����	��������������	
���	2	�
�
�2	�	���	���:��"��2
�	�	���	��
���5�
�
���&&�����	��������������	
���	2	�
�
�2	�	���	���:��"��2
�	�	���	��
���5�
�
���&&�����	��������������	
���	2	�
�
�2	�	���	���:��"��2
�	�	���	��
���5�
�
���&&�����	��������������	
���	2	�
�
�2	�	���	��

��2��������
	���
���	�&���
<��2��������
	���
���	�&���
<��2��������
	���
���	�&���
<��2��������
	���
���	�&���
<

��������	��-�
���2�#������	����������	��-�
���2�#������	����������	��-�
���2�#������	����������	��-�
���2�#������	���:�5"���
�&�
���2��������	���5	������
���
�
��"��	�2���
�	���������:�5"���
�&�
���2��������	���5	������
���
�
��"��	�2���
�	���������:�5"���
�&�
���2��������	���5	������
���
�
��"��	�2���
�	���������:�5"���
�&�
���2��������	���5	������
���
�
��"��	�2���
�	��������

����
	��
�	���"
��
�������<�����
	��
�	���"
��
�������<�����
	��
�	���"
��
�������<�����
	��
�	���"
��
�������<� ��������

+���
	��+���
	��+���
	��+���
	���:��"����&���2�����
	����"
��5	������	�&���
�5	�"��"��
��"��	=
�	����2��"���:��"����&���2�����
	����"
��5	������	�&���
�5	�"��"��
��"��	=
�	����2��"���:��"����&���2�����
	����"
��5	������	�&���
�5	�"��"��
��"��	=
�	����2��"���:��"����&���2�����
	����"
��5	������	�&���
�5	�"��"��
��"��	=
�	����2��"����������

#�������2�����
	�
���
�
���
	�
	
�(���	����3#�(4�	2������
��	
�����&�	
����	������
��
	��
�
�#�������2�����
	�
���
�
���
	�
	
�(���	����3#�(4�	2������
��	
�����&�	
����	������
��
	��
�
�#�������2�����
	�
���
�
���
	�
	
�(���	����3#�(4�	2������
��	
�����&�	
����	������
��
	��
�
�#�������2�����
	�
���
�
���
	�
	
�(���	����3#�(4�	2������
��	
�����&�	
����	������
��
	��
�
�

�"���	����2�
����	�	�<�"���	����2�
����	�	�<�"���	����2�
����	�	�<�"���	����2�
����	�	�<

�� �

���������	
��
���
����	�
�����������	�������
�������
�����������
��

�����
��������	
��	�����������



-�����	
��#����7������-�����	
��#����7������-�����	
��#����7������-�����	
��#����7�������:��"�������7��������2�����
��
	�	�!������
��	
�����&�	
������
�
�$�:��"�������7��������2�����
��
	�	�!������
��	
�����&�	
������
�
�$�:��"�������7��������2�����
��
	�	�!������
��	
�����&�	
������
�
�$�:��"�������7��������2�����
��
	�	�!������
��	
�����&�	
������
�
�$

����"��
2�����"���������

��<�
�
����"��
2�����"���������

��<�
�
����"��
2�����"���������

��<�
�
����"��
2�����"���������

��<�
�


)�2���
��0	�&����+������	��)�2���
��0	�&����+������	��)�2���
��0	�&����+������	��)�2���
��0	�&����+������	���:�������	!"�������7�����
��	�2���
��������	
��
�	������
	�&�����"��:�������	!"�������7�����
��	�2���
��������	
��
�	������
	�&�����"��:�������	!"�������7�����
��	�2���
��������	
��
�	������
	�&�����"��:�������	!"�������7�����
��	�2���
��������	
��
�	������
	�&�����"�


��
�"�
�
�2	�	���	���
��
�"�
�
�2	�	���	���
��
�"�
�
�2	�	���	���
��
�"�
�
�2	�	���	���� ��

-��
���������	��	����������&���	�	�	�������"
����"��	�2���
�	�������
	��
�	���"	���������
�
��"�����������2

�"	���	�	��5	�"��"��-���	
�����2������2
�	�	��>��*�����	�!�?�
��

0�-�+9��/9��2��-%?1)#�(���9@�#6/9�#90�-�+9��/9��2��-%?1)#�(���9@�#6/9�#90�-�+9��/9��2��-%?1)#�(���9@�#6/9�#90�-�+9��/9��2��-%?1)#�(���9@�#6/9�#9

A����	������!
�
	�!�
���
�������������	���
�
��
����&���������"��1	2��(
2����#�
��
�2	�	���	���3�"���

&����
�
����
�BCB��
!4��	������"��&�
���2��������	������7�����2���5
	�������"���
����
	�����
���,

�� �� � ����9���1	�"�22���	���(
2����(�&���	���� � ����9���1	�"�22���	���(
2����(�&���	���� � ����9���1	�"�22���	���(
2����(�&���	���� � ����9���1	�"�22���	���(
2����(�&���	���

� � �  �
��"�#
����	���)��&���	���� � �  �
��"�#
����	���)��&���	���� � �  �
��"�#
����	���)��&���	���� � �  �
��"�#
����	���)��&���	���

� � � �	������
�0�&
��������2�-���	��(
2���� � � �	������
�0�&
��������2�-���	��(
2���� � � �	������
�0�&
��������2�-���	��(
2���� � � �	������
�0�&
��������2�-���	��(
2���

� � � (�
����	����
��"
��0	�	�	��� � � (�
����	����
��"
��0	�	�	��� � � (�
����	����
��"
��0	�	�	��� � � (�
����	����
��"
��0	�	�	��

� � � �� � � �� � � �� � � � � �� �� �� �

� � � ��
	�,������	�"�22D��
��������� � � ��
	�,������	�"�22D��
��������� � � ��
	�,������	�"�22D��
��������� � � ��
	�,������	�"�22D��
��������

� � � 9���&"���,��3$'�4�E��:����� � � 9���&"���,��3$'�4�E��:����� � � 9���&"���,��3$'�4�E��:����� � � 9���&"���,��3$'�4�E��:����

6--6+9%/)9@�96�#6++�#96--6+9%/)9@�96�#6++�#96--6+9%/)9@�96�#6++�#96--6+9%/)9@�96�#6++�#9���:�0�9��6��#6++�#9)6/�:�+���0)�(:�0�9��6��#6++�#9)6/�:�+���0)�(:�0�9��6��#6++�#9)6/�:�+���0)�(:�0�9��6��#6++�#9)6/�:�+���0)�(

����2��
��
����E��������#�(�&��	�����7�	�����"
��2
�	�	�	���5	����������!	����
���&&�����	�������������

��2��������
	���5	�������	�&���
�5"���
���
��"
���5
���	��
�
���"���
�����
�

�
����	�������	�!

�������
�
�
�����	��
�
���"��������������������@����2
�	�	���
��������������"	����	���	�����9"���2�����	2

�����2
�	�	���"
������
�"	���
������
��	
�����&�	
��������
��"�����������"��0�&
��������2� �
��"�5	��

	�&�����"��2����5	�!������
�,

F�� (�
������	���	�!���3E��#�+�EGG�E��4

�1�#9+6/)#�-1�/�6��#6++�#9)6/�3�-�#4�1�#9+6/)#�-1�/�6��#6++�#9)6/�3�-�#4�1�#9+6/)#�-1�/�6��#6++�#9)6/�3�-�#4�1�#9+6/)#�-1�/�6��#6++�#9)6/�3�-�#4

����-�#�2����"��
�2	�	���	���������������	���
�5	�"	���������
���

��

�������
���

��

�������
���

��

�������
���

��

����2����������	&���2��"	���������� ��

@�����-�#�����,

:����� �� �� �� ��

�����"�5��������	���
��	���5	������
����&�	�"�
�2����"�������	
�����2���
����"
��

�����
22����
�����"��
�2	�	����&�
��	��<

� :� �

�����"�5��"��2
�	�	���5	���	
���	2����"������	
�����"
�	�!��"��&�����	
��������
22����


����"���
���
�2	�	����&�
��	��<

� :� �

�����5"
����
������5	������&���	����&�
������������	���"
�!����

�������������"
�

�"��
�2	�	����&�
��	���5	������������<

���
���� �	!"��� �
��"�
���#�����

�����
����������

-
!�����



� :� )�
	�
���"�5��"��2
�	�	���&�
���������	����	���&��2���
��������
���������"
�������	���� ��

� � 
�������
	��
���9"��2
�	�	��������
�����&�
�&�
��2��������	�!��"
���������	���	��
�"	���
� ��

� � 
�
�����
	��
���9"	��&�
����������	�&�������
��
�
��"���������	���
��	�����
��
��
�2��� ��

� � 	����22���	���������9"��&�
���2��������	���	��	���!�
��
�	�����"��7�
�	���
����
����������<

�:� )����
��

����5"����������	���
��	���5	���������&����
���9"���������	���
��	���� � �

� � ���&���	���

������������
���&�
��������"��(�
�����)2��"��&�
���2��������	���	��� � �

� � ��
���&�
����2���
�����
������"��(�
���5	������	2���"��2
�	�	�����)2��"��&�
���2��������	���	�� ��

� � 
���&�
������"��(�
���5	������	2���"��2
�	�	������
�	�	�	����"���
�����
��	���
��"
���"���
��� ��

�� ���	�
�����
������
����2����"�	���5�����&�	
�����
�
��"
�����&���	�	�	���	������
����	
��


� � 	���
����5"�������	2	�
�	���
������"��
���&�
�	�	����2��"�	��&�
���2��������	���	������ ��

� � �

���	�������9"��&�
���2��������	���5	���������
���"��2
�	�	��H��
���!
�	����2����&�	
���<� ��

� � 
�
�

� � � �

� :� (���	����������	�
�������
����5��
!�����������	&���2��"����������	���'$�����������	�5


�
�������-�#�����	��	���

9"����
���
!������
���	���	����2�
����	�	���
�����	����������	���
�
����&�	
�������
���&�	�!��"�

2
�	�	��>���-�#�	2��"���-�#�	����
���
�����


��������"��&�������
�
�&���	
�����	
������"
���"�

�������	���
��	���"
���������
�

)2�
��
���&�
�����-�#�	����������	��
�5	�"	������
���

��

���2�����"������	&���2��"	����������5��5	��

��������
�����"��#�(�+�!	���I�622	����"
���������������2��"��2����5	�!�����
	������	�&���
,

F�� 6&�	��
��
��	
���2�&
������2�����5���
	�
���
�
���
	�
	
�

�	��	����3E��#�+�� � �

� EGG�E���3
44<

F�� -���

���	�	��������&��
����3E��#�+�EGG�E����"���!"�EGG�EEE4�

�
	������������	��
��
���&�
�����-�#�����
�
�����������	���"������	�
�	����2������2
�	�	��H����
	�
��


�
8�����
	�
	
�
!��������

-+�(%�-9)6/�6��#6�-1)�/#��:�#+�0)?1���11�*�9)6/�6��#6�-1)�/#�-+�(%�-9)6/�6��#6�-1)�/#��:�#+�0)?1���11�*�9)6/�6��#6�-1)�/#�-+�(%�-9)6/�6��#6�-1)�/#��:�#+�0)?1���11�*�9)6/�6��#6�-1)�/#�-+�(%�-9)6/�6��#6�-1)�/#��:�#+�0)?1���11�*�9)6/�6��#6�-1)�/#�

9"��2
�	�	��>���-�#�5	���������
�������
���!
�	����2����&�	
�����&����"��0�&
������>��
���&�
������@���

�	!�
�����
���"����������2��"��2	����&
!���2��"��#�(:�'$��2����5	���������
�
�����	2	�
�	����2

���&�	
������)����
���2��������
���!
�	����2����&�	
����������
���&�
��������"��0�&
���������"���-�#

�����������"����	���	
��	���
�	���"��&�
���2��������	�������	���
������@���5	���������	2	�
�����"�

�	������
�0�&
��������2�-���	��(
2�����(�
����	����
��"
��0	�	�	�����
22��	2�������-�#�2����"�

���&���	���
�2	�	���	���3	2�
��4�	��
���&�
����

I�+)�)#�9)6/�6��(%?(9�/9)�1�#6�-1)�/#�I�+)�)#�9)6/�6��(%?(9�/9)�1�#6�-1)�/#�I�+)�)#�9)6/�6��(%?(9�/9)�1�#6�-1)�/#�I�+)�)#�9)6/�6��(%?(9�/9)�1�#6�-1)�/#�

%&�������	&���2�
��
���&�
�����-�#��
�����	������	�	���2������2
�	�	����
��������
����
�����
�	

����"
�

�����
��	
�����&�	
����5	�"��"����!��
�	����"
�������
��
	��
�	��
����

����5	�"���������	2	�
�	������

���
���� �	!"��� �
��"�
���#�����

�����
����������

-
!�����



-����#���	2	�
�	���+��	�	��3-#+4�5	���������
2�����"��

�������	
���	2	�
��"
�����&�	
����5
��
�"	���
�	�

�����&�
���2��������	���

)2������
��	
�����&�	
����"
�������
�"	���
������	2	�
�	����2������2
�	�	���	���"����
	�
���
�
8��� ��

��
	�
	
�&��!�
�3�4�5	����������	���
�
�
�����
	���5	����������	�&���
���#��&�	
����	������	2	�
�
���2

�"���
������������	���

�������"��
&&����
��-�#���������	��	��
�����	��
��"
���	�"����������	���
���
���

�������
����5�����"���
������������	���

�������"���-�#�
�
��"��

����2��"��2	�������	�	�������������	��

�������
���������"
���"���
������������	���

�������"���-�#�

6�	!	�
��
�2	�	���	���������������
6�	!	�
��
�2	�	���	���������������
6�	!	�
��
�2	�	���	���������������
6�	!	�
��
�2	�	���	���������������


)2������2
�	�	���"
������
�"	���
������
��	
�����&�	
�����5��5	���	�&�����"������
	���
����	��
�
�����

)2��"���������2�������&�	
����5������
����
�&�	���5"����
�"	!"����
��!�����2�����
���
�����	�&���
�

5��5	�����������
�����"��#�(�+�!	���I�622	����"
���"������"�������
	������	�&���
�

6�	!	�
��
�2	�	���	���������������
�
�
���5�
�2	�	���	���2���
�
��	�!��"�����	�	�6�	!	�
��
�2	�	���	���������������
�
�
���5�
�2	�	���	���2���
�
��	�!��"�����	�	�6�	!	�
��
�2	�	���	���������������
�
�
���5�
�2	�	���	���2���
�
��	�!��"�����	�	�6�	!	�
��
�2	�	���	���������������
�
�
���5�
�2	�	���	���2���
�
��	�!��"�����	�	�

)2���5�
�2	�	���	���
���	
���	2	�
�
���"���	����2��"�����	�	����"����
�2	�	���	����
�����
	�&���
��"���!"

�"��	�2���
��
	�&�����������	���&��������� �5�������"������
	����&��	2	�
�	���"	���������5	������	�&���


2�����	!	�
��
�2	�	���	���������������
���)2��"��
�2	�	���	���	
���	2	�
�
���"�����	�	����7�	����"��	�&��	�	��� ��

�2�
�"	!"����
��!�����2�����
���5��5	�����������
�����"��#�(�+�!	���I�622	����"
���"��������
	�����

	�&���
�

6�	!	�
��
�2	�	���	�����������
�������5�
�2	�	���	���2���
�
��	�!��"�����	�	�6�	!	�
��
�2	�	���	�����������
�������5�
�2	�	���	���2���
�
��	�!��"�����	�	�6�	!	�
��
�2	�	���	�����������
�������5�
�2	�	���	���2���
�
��	�!��"�����	�	�6�	!	�
��
�2	�	���	�����������
�������5�
�2	�	���	���2���
�
��	�!��"�����	�	�

)2���5�
�2	�	���	���
���2���
�
���"�����	�	����"������
	����&��	2	�
�	���"	���������5	������	�&���
���)2��"�


�2	�	���	���	
���	2	�
�
���"�����	�	����7�	����"��	�&��	�	����2�
�"	!"����
��!�����2�����
���5��5	��

��������
�����"��#�(�+�!	���I�622	����"
���"��������
	������	�&���
���@���5	������&���	
�
��"�

��7�	��
����	�����2�����"��	�&��	�	����2�
���5�����
�����	�2����
�	2�
���"���

���5	����������2����"�

	�&��	�	����2��"��������
	���

��)1%+��96��# )�I��(%?(9�/9)�1�#6�-1)�/#��?@�9 ��9 )+0�6+�()J9 ��6/9 ���9�+�9 ��1�(9��)1%+��96��# )�I��(%?(9�/9)�1�#6�-1)�/#��?@�9 ��9 )+0�6+�()J9 ��6/9 ���9�+�9 ��1�(9��)1%+��96��# )�I��(%?(9�/9)�1�#6�-1)�/#��?@�9 ��9 )+0�6+�()J9 ��6/9 ���9�+�9 ��1�(9��)1%+��96��# )�I��(%?(9�/9)�1�#6�-1)�/#��?@�9 ��9 )+0�6+�()J9 ��6/9 ���9�+�9 ��1�(9

0�@�6��9 ��(%+I�@0�@�6��9 ��(%+I�@0�@�6��9 ��(%+I�@0�@�6��9 ��(%+I�@

)2������
��	
�����&�	
����5	�"��"����!��
�	����	���������	2	�
�����&�	���$�������3�"��������"��
2�����"�

	
���	2	�
�	����2�������&�	
���4���"��#�(�+�!	���I�622	��������
����&
������2�����5�

�	��	����
�

�
�

��
�����"��(��	
��(����	�������3�"�����4�
��(���	�����G�K3"43�4304�
�
��K�K3"43�43#4�
�
���
��
�

��!��
�	����
��E��#�+�(���	���EGG�E��3�4���9"	���
�

�����
��	
���2�&
�������5	�������
��
�����"�

2
	�����������&���5	�"�
�2	�	���	�����	!	�
��������
	��
�	���"��(�
��������2�0�2	�	���	�����&����"�

	
���	2	�
�	����2���5�
�2	�	���	���
���"���	����2��"�����	�	������	2�
�2	�	���	���"
��������	����
�
���"�

��������2�
����&�
	����	�	�������"�������������
����
�
2�����"����	!	�
����
��������2�
�2	�	���	���5
�

	����
���9"	���
�

�����
��	
���2�&
������	��	��


	�	������
�������
	����"
���
����	������	���22����
���2

�"	��

���

���
���� �	!"��� �
��"�
���#�����

�����
����������

-
!����E



���5	���
������������
�����"��#�(�+�!	���I�622	���
�
8����"���	������
�0�&
��������2� ��
�

(���	�����"
�������&���	
���
!���������������	�
��
����������$�������3�	L�����"��
2�����"�

	
���	2	�
�	����2�������&�	
���4�	2������2
�	�	���
��������
�"	���������
��	
�����&�	
������9"	��
��	���	�

�
�

��
�����"��(��	
��(����	�������
��(���	�����G�K3"43�43#4�
�
��K�K3"43�4304�
�
���
��
�

��!��
�	����
��E��#�+�(���	����EGG�E���
�
�EGG�E'$�

)/�6+��1�0)(-%9��+�(61%9)6/)/�6+��1�0)(-%9��+�(61%9)6/)/�6+��1�0)(-%9��+�(61%9)6/)/�6+��1�0)(-%9��+�(61%9)6/

)��
����

����5	�"�E��#�+�EGG����������"
��������&&�����	������7����	����	��
�
�2	�	���	����"���!"


��	�2���
��
	�&�����������	���&���������@���
�����7�	��
�������
������5�	�������7������
���!�5	�"��"�

�&��	2	��
�2	�	���	�����	�!�
	�&���
��
�
�
���L&�
�
�	����2�5"������
���
	�&��	�!��"����
�2	�	���	������,

� � � /���	�!� ����)�2���
��0	�&����-������

� � � �	������
�0�&
��������2� �
��"

� � �  �
��"�+�!��
�	���0	�	�	��

� � � -�6��?�L�$EK��

� � � (���-
�����	������
�''�$E:�K��

9"	����7������������������5	�"	���"���
�������

�������"
���2�������	��	�!�
���-�#�2����"���	��



�2	�	���	����������7������2���
��)0+����))0+��2�2�
��
��
�2	�	���	���������������	���
��	
��"��5���
�,

"��&,88555�"�
��"���
��������8
	��82&�8&��2	�2�8���8���M	
���2�� ��

@�����������	2���0 �
���"	��5���	����2��������7�����2���
��)0+����))0+�5	�"	���"������
���

��

�

&��	�
�
������
�2�������	��	�!�
��
���&�
����&�
���2��������	��������&���2��"��0�&
������H��	�2���
�


	�&�����������	���&��	�	���
���&����
�����"���0 �)�2���
�	���?�����	��5���	���
�,

"��&,88555�"�
��"���
��������8
	��82&�8&��2	�2�8	�2�����"��

�����2�����������
������	2�����"
���7����	�������
��
�����"	���/��	���

(	��������

� � ��

�
�����
�"����2���������(&��	
�	��

-��!�
�������
����%�	�

1	����	�!�
�
�#���	2	�
�	���-��!�
�

 �
��"�+�!��
�	���0	�	�	��

�	������
�0�&
��������2� �
��"

��
	�,��
�����
�"D��
��������

9���&"���,�3$'�4����:E��G���

�
L,�3$'�4���':K$K�

������������������� ��

���
���� �	!"��� �
��"�
���#�����

�����
����������

-
!����'



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 02/14/2017 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Minnesota Department of Health

00829 01/12/2017

NAME OF PROVIDER OR SUPPLIER

WOODLYN HEIGHTS HEALTHCARE CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE

2060 UPPER 55TH STREET EAST

INVER GROVE HEIGHTS, MN  55077

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETE

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 2 000 Initial Comments

         *****ATTENTION******

    NH LICENSING CORRECTION ORDER

In accordance with Minnesota Statute, section 
144A.10, this correction order has been issued 
pursuant to a survey.  If, upon reinspection, it is 
found that the deficiency or deficiencies cited 
herein are not corrected, a fine for each violation 
not corrected shall be assessed in accordance 
with a schedule of fines promulgated by rule of 
the Minnesota Department of Health.

Determination of whether a violation has been 
corrected requires compliance with all 
requirements of the rule provided at the tag 
number and MN Rule number indicated below.  
When a rule contains several items, failure to 
comply with any of the items will be considered 
lack of compliance.  Lack of compliance upon 
re-inspection with any item of multi-part rule will 
result in the assessment of a fine even if the item 
that was violated during the initial inspection was 
corrected. 

You may request a hearing on any assessments 
that may result from non-compliance with these 
orders provided that a written request is made to 
the Department within 15 days of receipt of a 
notice of assessment for non-compliance. 

INITIAL COMMENTS:

 2 000

You have agreed to participate in the electronic 
receipt of State licensure orders consistent with 
the Minnesota Department of Health 
Informational Bulletin 14-01, available at 
http://www.health.state.mn.us/divs/fpc/profinfo/inf
obul.htm   The State licensing orders are 
delineated on the attached Minnesota 
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Department of Health orders being submitted to 
you electronically.  Although no plan of correction 
is necessary for State Statutes/Rules, please 
enter the word "corrected" in the box available for 
text. You must then indicate in the electronic 
State licensure process, under the heading 
completion date, the date your orders will be 
corrected prior to electronically submitting to the 
Minnesota Department of Health. 

On  January 9th, 10th, 11th and 12th, 2017, 
surveyors of this Department's staff, visited the 
above provider and the following correction 
orders are issued.  Please indicate in your 
electronic plan of correction that you have 
reviewed these orders, and identify the date when 
they will be completed.

 2 302 MN State Statute 144.6503 Alzheimer's disease 
or related disorder train

ALZHEIMER'S DISEASE OR RELATED 
DISORDER TRAINING:
MN St. Statute 144.6503

(a) If a nursing facility serves persons with 
Alzheimer's 
disease or related disorders, whether in a 
segregated or general unit, the facility's direct 
care staff 
and their supervisors must be trained in dementia 
care.

(b) Areas of required training include:
(1) an explanation of Alzheimer's disease and 
related disorders�
(2) assistance with activities of daily living�
(3) problem solving with challenging behaviors��
and

 2 302 2/21/17

Minnesota Department of Health
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(4) communication skills.
(c) The facility shall provide to consumers in 
written or electronic form a description of the 
training program, the categories of employees 
trained, the frequency of training, and the basic 
topics covered.
(d) The facility shall document compliance with 
this section.

This MN Requirement  is not met as evidenced 
by:
Based on interview and document review, the 
facility failed to provide consumers written or 
electronic information regarding the frequency of 
the Alzheimer's disease or related disorders 
training, and the categories of employees trained. 
This had the potential to affect all residents in the 
facility. 

Findings include:

During an interview on 1/12/17, at 3:48 p.m. the 
registered nurse consultant said the facility 
notified consumers of the dementia training by 
including two documents about the training in 
admission packets. The documents were titled, 
The CARES Dementia Basics & Advanced Care, 
and Enriching Connections. 

Review of The CARES Dementia Basics & 
Advanced Care, and Enriching Connections 
documents revealed a lack of information 
regarding the frequency of the training, and the 
categories of employees trained. 

During an interview on 1/12/17, at 4:34 p.m. the 
community life director (CLD) confirmed that the 
facility provided The CARES Dementia Basic & 

Corrected 
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Advanced Care, and Enriching Connections 
documents to consumers as a description of the 
training program. The CLD was not aware of any 
other written or electronic notification currently 
given to consumers about the training. 
 
SUGGESTED METHOD OF CORRECTION:  
The DON or designee could add information 
regarding frequency of the staff training, and the 
categories of employees trained to the resident 
admission packet so consumers were aware of 
this information. Appropriate staff could be 
informed/educated regarding the requirement and 
their responsibility to ensure it is met. 

TIME PERIOD FOR CORRECTION: Twenty-one 
(21) days.

 2 560 MN Rule 4658.0405 Subp. 2 Comprehensive 
Plan of Care��Contents

Subp. 2.  Contents of plan of care.  The 
comprehensive plan of care must list measurable 
objectives and timetables to meet the resident's 
long- and short-term goals for medical, nursing, 
and mental and psychosocial needs that are 
identified in the comprehensive resident 
assessment.  The comprehensive plan of care 
must include the individual abuse prevention plan 
required by Minnesota Statutes, section 626.557, 
subdivision 14, paragraph (b).

This MN Requirement  is not met as evidenced 
by:

 2 560 2/21/17

Based on document review and interview, the 
facility did not provide an individualized hospice 
care plan for 1 of 1 resident (R50) reviewed for 
hospice care.

Corrected 
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Findings include:

Record review revealed a Certificate of Terminal 
Illness form showing that the resident was 
admitted to hospice care from 10/19/16 to 
1/16/17, with a primary diagnosis of chronic 
obstructive pulmonary disease (COPD).  

The record also contained a two-page [Hospice 
name] Hospice and Facility Coordinated Plan of 
Care form from the hospice provider, dated 
7/22/16, that consisted of three problems: 1) 
Potential for knowledge deficit regarding Hospice 
Philosophy, services and Advanced Directives, 2) 
Potential for patient comfort decline related to the 
Hospice diagnosis of Pulmonary Disease, and 3) 
Accurate and current documentation in Facility 
Medical Record.  This care plan was a generic 
form with the only individualized areas being the 
resident's diagnosis and the frequency of visits 
from the hospice nurse and aide.

The facility's current plan of care, dated 10/26/16, 
contained two problems related to hospice for 
R50.  The first problem read, "[R50] has a 
terminal prognosis requiring hospice 
involvement/palliative care [related to] Adult 
[Failure To Thrive], Lung Cancer, Chronic 
Emphysema, COPD." The interventions for these 
problems were generic: assess coping strategies 
and respect wishes, encourage support system of 
family and friends, adjust provisions of ADL's 
(Activities of Daily Living) to compensate for 
changing abilities. An intervention for this problem 
also directed staff to see the hospice three-ring 
binder for the hospice providers coordinated plan 
of care.

The second problem addressed recreational 
therapy for R50 and was the part of the plan of 
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care that included specific, individualized details 
about this one aspect of R50's hospice care, 
reading, "[R50] has little interest or activity 
involvement [related to] disinterest and end of life 
care with hospice election.  [R50] states that 
[R50] prefers to be in [resident] room and watch 
[television] and sleep."

In an interview on 1/12/17, at 8:53 a.m. the 
director of nursing (DON) was asked about the 
generic quality of hospice plan of care for R50 
and if the DON knew why the facility staff was not 
aware that hospice staff visited R50. The DON 
thought that the facility staff would need more 
training on these issues.

SUGGESTED METHOD OF CORRECTION: The 
director of nursing or designee could assure the 
policy and procedures are reviewed, revised as 
needed, staff trained and systems assessed, 
monitored and evaluated to assure the 
comprehensive plan of care is developed and 
lists measurable objectives and timetables to 
meet each residents individual needs.

TIME PERIOD FOR CORRECTION: Twenty-one 
(21) days.

 2 565 MN Rule 4658.0405 Subp. 3 Comprehensive 
Plan of Care��Use

Subp. 3.  Use.  A comprehensive plan of care 
must be used by all personnel involved in the 
care of the resident.

 2 565 2/21/17
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This MN Requirement  is not met as evidenced 
by:
Based on observation, document review, and 
interview, the facility failed to follow the plan of 
care for 1 of 5 residents (R97) reviewed for falls. 

Findings include:

On 01/12/2017, at  9:16 a.m., R97 was observed 
in R97's room in a wheelchair, next to the bed, 
with eyes closed.  At 9:30 a.m., registered nurse 
(RN)-A, and nursing assistant (NA)-D entered 
R97's room and assisted R97 into the bed. When 
interviewed at 9:43 a.m., NA-D indicated R97 was 
on NA-C's group, and RN-A indicated after 
walking past R97's room, and seeing R97 sitting 
up, RN-A went to get a nursing assistant to lay 
R97 down. 

Review of R97's care plan dated 11/29/16 
indicated R97 was at a high risk for falls, and was 
updated on 12/27/16 with the intervention to 
"assist resident to bed instead of leaving [R97] in 
wheelchair unattended." The nursing assistant 
care plan dated 1/12/17 indicated "lay down after 
meals = do not leave unattended in room or w/c 
(wheelchair)."

When interviewed on 1/12/17, at 9:44 a.m., NA-C 
indicated  feeding R97 in R97's room and at 9:15 
a.m., R97 was left in the wheelchair with the TV 
(television) on, alone in room.  NA-C explained 
the plan was to go back in a "short while."

When interviewed on  01/12/2017, at 9:53 a.m., 
RN-B indicated that it is the expectation that the 
care plan would be followed. RN-B indicated R97 
should not be left alone in a wheelchair in the 
resident's room.   

Corrected 
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SUGGESTED METHOD OF CORRECTION: The 
director of nursing (DON) or designee could 
review and revise policies and procedures related 
to ensuring the care plan for each individual 
resident is followed.  The director of nursing or 
designee could develop a system to educate staff 
and develop a monitoring system to ensure staff 
are providing care as directed by the written plan 
of care.   

TIME PERIOD FOR CORRECTION: Twenty-one 
(21) days.

 2 570 MN Rule 4658.0405 Subp. 4 Comprehensive 
Plan of Care��Revision

 Subp. 4.  Revision.  A comprehensive plan of 
care must be reviewed and revised by an 
interdisciplinary team that includes the attending 
physician, a registered nurse with responsibility 
for the resident, and other appropriate staff in 
disciplines as determined by the resident's needs, 
and, to the extent  practicable, with the 
participation of the resident, the  resident's legal 
guardian or chosen representative at least 
quarterly and within seven days of the revision of 
the comprehensive resident assessment required 
by part 4658.0400,  subpart 3, item B.

This MN Requirement  is not met as evidenced 
by:

 2 570 2/21/17

Based on document review and interview, the 
facility failed to revise the care plan with 
interventions to reduce risk of falls for 1 of 5 
residents (R71) reviewed for falls. 

Findings include:

Corrected 
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Review of a fall report dated 12/21/16 revealed 
R71 fell while trying to take off socks and shoes 
before going to bed. R71 sustained a hip fracture. 
This report included a list of interventions taken to 
prevent incident reoccurrence. One intervention 
listed was to have staff  "after dinner, ask resident 
what time [R71] would like to go to bed and assist 
[R71] with getting ready for bed." 

Review of R71's electronic medical record 
revealed R71 went to the hospital after falling on 
12/21/16, and returned to the facility on 12/26/16. 
R71's care plan lacked the intervention listed on 
the fall report.  

During interview on 1/21/17, at 10:31 a.m. 
registered nurse (RN)-B confirmed the 
interventions put in place after R71's fall. RN-B 
said staff were to ask R71 after dinner what time 
R71 would like to go to bed, so staff could be 
there to assist. When asked if the intervention 
was written in the care plan, RN-B reviewed the 
current care plan in the paper chart, with a print 
date of 9/7/16, and was unable to find the 
intervention.  RN-B confirmed that the care plan 
was not updated with the intervention. RN-B 
confirmed that the paper care plan was more up 
to date than the electronic version, and said, "I 
will make sure to update that," before handwriting 
the intervention on the care plan. 

Review of the facility standards guideline titled, 
Care Plan Completion, last revised 8/13, revealed 
the following requirement: "The comprehensive 
care plan is updated/revised as changes occur." 
According to the document, interventions to 
prevent and reduce falls should be part of a 
resident's care plan. 

Minnesota Department of Health
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SUGGESTED METHOD OF CORRECTION: The 
director of nursing (DON) or designee, could 
develop and implement policies and procedures 
related to care plan revisions. The DON or 
designee, could provide training for all nursing 
staff related to the timeliness of care plan 
revisions. The quality assessment and assurance 
committee could perform random audits to 
ensure compliance. 

TIME PERIOD FOR CORRECTION:  Twenty-one 
(21) days.

 2 830 MN Rule 4658.0520 Subp. 1 Adequate and 
Proper Nursing Care��General

Subpart 1.  Care in general.  A resident must 
receive nursing care and treatment, personal and 
custodial care, and supervision based on 
individual needs and preferences as identified in 
the comprehensive resident assessment and 
plan of  care as described in parts 4658.0400 and 
4658.0405.  A nursing home resident must be out 
of bed as much as possible unless  there is a 
written order from the attending physician that the 
resident must remain in bed or the resident 
prefers to remain in bed.  

This MN Requirement  is not met as evidenced 
by:

 2 830 2/21/17

Based on document review and interview, the 
facility did not provide an individualized hospice 
care plan and coordination of hospice services 

Corrected 
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with the hospice provider for 1 of 1 resident (R50) 
reviewed for hospice care and based on 
observation, interview, and document review, the 
facility failed to provide care and services to 
minimize the risk for falls for 2 of 5 residents (R97 
and R71) reviewed for falls.

Findings include:

HOSPICE:

Record review revealed a Certificate of Terminal 
Illness form showing that R50 was admitted to 
hospice care from 10/19/16 to 1/16/17, with a 
primary diagnosis of chronic obstructive 
pulmonary disease (COPD).  

The record also contained a two-page [Hospice 
name] Hospice and Facility Coordinated Plan of 
Care form from the hospice provider, dated 
7/22/16, that consisted of three problems: 1) 
Potential for knowledge deficit regarding Hospice 
Philosophy, services and Advanced Directives, 2) 
Potential for patient comfort decline related to the 
Hospice diagnosis of Pulmonary Disease, and 3) 
Accurate and current documentation in Facility 
Medical Record.  This care plan was a generic 
form with the only individualized areas being the 
resident's diagnosis and the frequency of visits 
from the hospice nurse and aide.

The facility's current plan of care, dated 10/26/16, 
contained two problems related to hospice for 
R50.  The first problem read, "[R50] has a 
terminal prognosis requiring hospice 
involvement/palliative care [related to] Adult 
[Failure To Thrive], Lung Cancer, Chronic 
Emphysema, COPD." The interventions for this 
problems were generic: assess coping strategies 
and respect wishes, encourage support system of 
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family and friends, adjust provisions of ADL's 
(Activities of Daily Living) to compensate for 
changing abilities.  An intervention for this 
problem also directed staff to see the hospice 
three-ring binder for the hospice providers 
coordinated plan of care.

The second problem addressed recreational 
therapy for R50 and was the part of the plan of 
care that included specific, individualized details 
about this one aspect of R50's hospice care, 
reading, "[R50] has little interest or activity 
involvement [related to] disinterest and end of life 
care with hospice election.  [R50] states that 
[R50] prefers to be in [resident] room and watch 
[television] and sleep."

The record contained an "anticipated visit 
schedule" from the hospice provider that showed 
a hospice aide was scheduled to visit R50 
Monday and Thursday 1-3 p.m., and a hospice 
nurse every Wednesday. The nurse's visit 
schedule was added to this form on 1/11/17.  

When interviewed on 1/11/17, at 1:51 p.m. 
licensed practical nurse (LPN)-A was asked by a 
surveyor if R50 received visits or care from the 
hospice provider's staff, and LPN-A did not know. 
LPN-A also confirmed generally working on R50's 
unit.

During interview on 1/11/17, at 1:58 p.m. nursing 
assistant (NA)-A was asked the same question 
and confirmed often caring for R50, but not 
seeing hospice staff visit 
R50. NA-A replied with never being told that the 
hospice staff would provide any care for R50, so 
NA-A provided all of R50's care.

The director of nursing (DON) was interviewed on 
Minnesota Department of Health
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1/12/17 at 8:53 a.m. and asked by a surveyor 
about the generic quality of hospice plan of care 
for R50 and if the DON knew why the facility staff 
was not aware that hospice staff visits R50. The 
DON thought that facility staff must not know 
where to find the hospice provider's schedule and 
the facility staff would need more training on 
these issues.

FALLS:

R97, on 01/12/17, at  9:16 a.m., was observed in 
R97's room in a wheelchair, next to the bed, with 
eyes closed.  At 9:30 a.m., registered nurse 
(RN)-A, and nursing assistant (NA)-D entered 
R97's room and assisted R97 into the bed. When 
interviewed at 9:43 a.m., NA-D indicated R97 was 
on NA-C's group, and RN-A indicated after 
walking past R97's room, and seeing the resident 
sitting up, RN-A went to get a nursing assistant to 
lay R97 down. 

When interviewed on 1/12/17, at 9:44 a.m., NA-C 
indicated feeding R97 in the resident's room, and 
at 9:15 a.m., left R97 in the wheelchair with the 
TV (television) on, and planned on going back in 
a "short while."

When interviewed on  01/12/2017, at  9:53 a.m., 
RN-B indicated that it is the expectation that the 
care plan would be followed. RN-B indicated the 
resident should not be left alone in a wheelchair 
in the resident's room.
   
Review of R97's care plan dated 11/29/16, 
indicated R97 was at a high risk for falls, and was 
updated on 12/27/16 with the intervention to 
"assist resident to bed instead of leaving [R97] in 
wheelchair unattended." The nursing assistant 
care plan dated 1/12/17 indicated "lay down after 
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meals = do not leave unattended in room or w/c 
(wheelchair)."

The Resident Incident Report dated 12/17/16, 
indicated R97 was observed on the floor laying 
next to bed. No injury was noted. The report 
indicated the immediate intervention implemented 
as "assisted to bed by staff, contact doctor about 
recent medication change." No change to care 
plan.

The Resident Incident Report dated 12/27/16,  
indicated, R97 was found lying on left side  next 
to the bed at 10:25 a.m. R97 had no complaints 
of pain and could move all extremities.  The 
report indicated the immediate intervention 
implemented as "careplan [R97] to not be left 
alone in wheelchair/offer to lay down after meals."   

The Morse fall scale dated 12/27/16, after the fall,  
indicated R97 was at high risk for falling.  

R71, during observation on 1/9/17, at 5:37 p.m. 
R71 sat in a wheelchair next to the bed. The 
lights were off and the room was dark. R71 
explained was waiting for help from staff to go to 
bed. 

During an interview on 1/9/17, at 6:04 p.m., 
registered nurse (RN)-B said R71 fell on 12/21/16 
while trying to take off shoes and socks whenn 
alone in room. R71 slipped and fell, and 
sustained left hip fracture.

Review of a fall report dated 12/21/16 revealed at 
the time of the incident R71 told the unit nurse "I 
was trying to take my socks and shoes off and go 
to bed." This report included a list of interventions 
taken to prevent incident reoccurrence. One 
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intervention listed was to have staff  "after dinner, 
ask resident what time [R71] would like to go to 
bed and assist [R71] with getting ready for bed." 

Review of R71's electronic medical record 
revealed R71 went to the hospital after falling on 
12/21/16, and returned to the facility on 12/26/16. 
R71's care plan lacked the intervention listed on 
the fall report.  

During interview on 1/21/17, at 10:31 a.m. 
registered nurse (RN)-B confirmed the 
interventions put in place after R71's fall. RN-B 
said staff were to ask R71 after dinner what time 
R71 would like to go to bed, so staff could be 
there to assist. When asked if the intervention 
was written in the care plan, RN-B reviewed the 
current care plan in the paper chart, with a print 
date of 9/7/16, and was unable to find the 
intervention.  RN-B confirmed that the care plan 
was not updated with the intervention. RN-B 
confirmed that the paper care plan was more up 
to date than the electronic version, and said, "I 
will make sure to update that," before handwriting 
the intervention on the care plan. RN-B was 
asked whether facility staff were aware of the 
intervention, and whether staff asked R71 after 
dinner about what time R71 wanted to go to bed. 
RN-B said because staff were told to ask R71 
about bed time after dinner, RN-B had assumed 
this was happening. 

Review of the facility standards guideline titled, 
Care Plan Completion, last revised 8/13, revealed 
the following requirement: "The comprehensive 
care plan is updated/revised as changes occur." 
According to the document, interventions to 
prevent and reduce falls should be part of a 
resident's care plan. 
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Review of a Morse Fall Scale assessment 
completed on 12/28/16 after returning from the 
hospital, revealed the facility assessed R71 to 
have a high risk for falling. 

SUGGESTED METHOD OF CORRECTION: The 
director of nursing or designee, could review and 
revise policies and procedures related to hospice 
and falls, monitoring and care, and could provide 
staff education related to the care of resident 
related to hospice and falls. The director of 
nursing or designee could develop an audit tool to 
ensure appropriate care is provided. 

TIME PERIOD FOR CORRECTION: Twenty-one 
(21) days.
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 2 000 Initial Comments

         *****ATTENTION******

    NH LICENSING CORRECTION ORDER

In accordance with Minnesota Statute, section 

144A.10, this correction order has been issued 

pursuant to a survey.  If, upon reinspection, it is 

found that the deficiency or deficiencies cited 

herein are not corrected, a fine for each violation 

not corrected shall be assessed in accordance 

with a schedule of fines promulgated by rule of 

the Minnesota Department of Health.

Determination of whether a violation has been 

corrected requires compliance with all 

requirements of the rule provided at the tag 

number and MN Rule number indicated below.  

When a rule contains several items, failure to 

comply with any of the items will be considered 

lack of compliance.  Lack of compliance upon 

re-inspection with any item of multi-part rule will 

result in the assessment of a fine even if the item 

that was violated during the initial inspection was 

corrected. 

You may request a hearing on any assessments 

that may result from non-compliance with these 

orders provided that a written request is made to 

the Department within 15 days of receipt of a 

notice of assessment for non-compliance. 

INITIAL COMMENTS:

 2 000

You have agreed to participate in the electronic 

receipt of State licensure orders consistent with 

the Minnesota Department of Health 

Informational Bulletin 14-01, available at 

http://www.health.state.mn.us/divs/fpc/profinfo/inf

obul.htm   The State licensing orders are 

delineated on the attached Minnesota 
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 2 000Continued From page 1 2 000

Department of Health orders being submitted to 

you electronically.  Although no plan of correction 

is necessary for State Statutes/Rules, please 

enter the word "corrected" in the box available for 

text. You must then indicate in the electronic 

State licensure process, under the heading 

completion date, the date your orders will be 

corrected prior to electronically submitting to the 

Minnesota Department of Health. 

On  January 9th, 10th, 11th and 12th, 2017, 

surveyors of this Department's staff, visited the 

above provider and the following correction 

orders are issued.  Please indicate in your 

electronic plan of correction that you have 

reviewed these orders, and identify the date when 

they will be completed.

 2 302 MN State Statute 144.6503 Alzheimer's disease 

or related disorder train

ALZHEIMER'S DISEASE OR RELATED 

DISORDER TRAINING:

MN St. Statute 144.6503

(a) If a nursing facility serves persons with 

Alzheimer's 

disease or related disorders, whether in a 

segregated or general unit, the facility's direct 

care staff 

and their supervisors must be trained in dementia 

care.

(b) Areas of required training include:

(1) an explanation of Alzheimer's disease and 

related disorders;

(2) assistance with activities of daily living;

(3) problem solving with challenging behaviors; 

and

 2 302
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 2 302Continued From page 2 2 302

(4) communication skills.

(c) The facility shall provide to consumers in 

written or electronic form a description of the 

training program, the categories of employees 

trained, the frequency of training, and the basic 

topics covered.

(d) The facility shall document compliance with 

this section.

This MN Requirement  is not met as evidenced 

by:

Based on interview and document review, the 

facility failed to provide consumers written or 

electronic information regarding the frequency of 

the Alzheimer's disease or related disorders 

training, and the categories of employees trained. 

This had the potential to affect all residents in the 

facility. 

Findings include:

During an interview on 1/12/17, at 3:48 p.m. the 

registered nurse consultant said the facility 

notified consumers of the dementia training by 

including two documents about the training in 

admission packets. The documents were titled, 

The CARES Dementia Basics & Advanced Care, 

and Enriching Connections. 

Review of The CARES Dementia Basics & 

Advanced Care, and Enriching Connections 

documents revealed a lack of information 

regarding the frequency of the training, and the 

categories of employees trained. 

During an interview on 1/12/17, at 4:34 p.m. the 

community life director (CLD) confirmed that the 

facility provided The CARES Dementia Basic & 

 

Minnesota Department of Health

If continuation sheet  3 of 166899STATE FORM 0K4011



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED: 02/02/2017 

FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Minnesota Department of Health

00829 01/12/2017

NAME OF PROVIDER OR SUPPLIER

WOODLYN HEIGHTS HEALTHCARE CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE

2060 UPPER 55TH STREET EAST

INVER GROVE HEIGHTS, MN  55077

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETE

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 2 302Continued From page 3 2 302

Advanced Care, and Enriching Connections 

documents to consumers as a description of the 

training program. The CLD was not aware of any 

other written or electronic notification currently 

given to consumers about the training. 

 

SUGGESTED METHOD OF CORRECTION:  

The DON or designee could add information 

regarding frequency of the staff training, and the 

categories of employees trained to the resident 

admission packet so consumers were aware of 

this information. Appropriate staff could be 

informed/educated regarding the requirement and 

their responsibility to ensure it is met. 

TIME PERIOD FOR CORRECTION: Twenty-one 

(21) days.

 2 560 MN Rule 4658.0405 Subp. 2 Comprehensive 

Plan of Care; Contents

Subp. 2.  Contents of plan of care.  The 

comprehensive plan of care must list measurable 

objectives and timetables to meet the resident's 

long- and short-term goals for medical, nursing, 

and mental and psychosocial needs that are 

identified in the comprehensive resident 

assessment.  The comprehensive plan of care 

must include the individual abuse prevention plan 

required by Minnesota Statutes, section 626.557, 

subdivision 14, paragraph (b).

This MN Requirement  is not met as evidenced 

by:

 2 560

Based on document review and interview, the 

facility did not provide an individualized hospice 

care plan for 1 of 1 resident (R50) reviewed for 

hospice care.
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Findings include:

Record review revealed a Certificate of Terminal 

Illness form showing that the resident was 

admitted to hospice care from 10/19/16 to 

1/16/17, with a primary diagnosis of chronic 

obstructive pulmonary disease (COPD).  

The record also contained a two-page [Hospice 

name] Hospice and Facility Coordinated Plan of 

Care form from the hospice provider, dated 

7/22/16, that consisted of three problems: 1) 

Potential for knowledge deficit regarding Hospice 

Philosophy, services and Advanced Directives, 2) 

Potential for patient comfort decline related to the 

Hospice diagnosis of Pulmonary Disease, and 3) 

Accurate and current documentation in Facility 

Medical Record.  This care plan was a generic 

form with the only individualized areas being the 

resident's diagnosis and the frequency of visits 

from the hospice nurse and aide.

The facility's current plan of care, dated 10/26/16, 

contained two problems related to hospice for 

R50.  The first problem read, "[R50] has a 

terminal prognosis requiring hospice 

involvement/palliative care [related to] Adult 

[Failure To Thrive], Lung Cancer, Chronic 

Emphysema, COPD." The interventions for these 

problems were generic: assess coping strategies 

and respect wishes, encourage support system of 

family and friends, adjust provisions of ADL's 

(Activities of Daily Living) to compensate for 

changing abilities. An intervention for this problem 

also directed staff to see the hospice three-ring 

binder for the hospice providers coordinated plan 

of care.

The second problem addressed recreational 

therapy for R50 and was the part of the plan of 
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 2 560Continued From page 5 2 560

care that included specific, individualized details 

about this one aspect of R50's hospice care, 

reading, "[R50] has little interest or activity 

involvement [related to] disinterest and end of life 

care with hospice election.  [R50] states that 

[R50] prefers to be in [resident] room and watch 

[television] and sleep."

In an interview on 1/12/17, at 8:53 a.m. the 

director of nursing (DON) was asked about the 

generic quality of hospice plan of care for R50 

and if the DON knew why the facility staff was not 

aware that hospice staff visited R50. The DON 

thought that the facility staff would need more 

training on these issues.

SUGGESTED METHOD OF CORRECTION: The 

director of nursing or designee could assure the 

policy and procedures are reviewed, revised as 

needed, staff trained and systems assessed, 

monitored and evaluated to assure the 

comprehensive plan of care is developed and 

lists measurable objectives and timetables to 

meet each residents individual needs.

TIME PERIOD FOR CORRECTION: Twenty-one 

(21) days.

 2 565 MN Rule 4658.0405 Subp. 3 Comprehensive 

Plan of Care; Use

Subp. 3.  Use.  A comprehensive plan of care 

must be used by all personnel involved in the 

care of the resident.

 2 565
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 2 565Continued From page 6 2 565

This MN Requirement  is not met as evidenced 

by:

Based on observation, document review, and 

interview, the facility failed to follow the plan of 

care for 1 of 5 residents (R97) reviewed for falls. 

Findings include:

On 01/12/2017, at  9:16 a.m., R97 was observed 

in R97's room in a wheelchair, next to the bed, 

with eyes closed.  At 9:30 a.m., registered nurse 

(RN)-A, and nursing assistant (NA)-D entered 

R97's room and assisted R97 into the bed. When 

interviewed at 9:43 a.m., NA-D indicated R97 was 

on NA-C's group, and RN-A indicated after 

walking past R97's room, and seeing R97 sitting 

up, RN-A went to get a nursing assistant to lay 

R97 down. 

Review of R97's care plan dated 11/29/16 

indicated R97 was at a high risk for falls, and was 

updated on 12/27/16 with the intervention to 

"assist resident to bed instead of leaving [R97] in 

wheelchair unattended." The nursing assistant 

care plan dated 1/12/17 indicated "lay down after 

meals = do not leave unattended in room or w/c 

(wheelchair)."

When interviewed on 1/12/17, at 9:44 a.m., NA-C 

indicated  feeding R97 in R97's room and at 9:15 

a.m., R97 was left in the wheelchair with the TV 

(television) on, alone in room.  NA-C explained 

the plan was to go back in a "short while."

When interviewed on  01/12/2017, at 9:53 a.m., 

RN-B indicated that it is the expectation that the 

care plan would be followed. RN-B indicated R97 

should not be left alone in a wheelchair in the 

resident's room.   
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 2 565Continued From page 7 2 565

SUGGESTED METHOD OF CORRECTION: The 

director of nursing (DON) or designee could 

review and revise policies and procedures related 

to ensuring the care plan for each individual 

resident is followed.  The director of nursing or 

designee could develop a system to educate staff 

and develop a monitoring system to ensure staff 

are providing care as directed by the written plan 

of care.   

TIME PERIOD FOR CORRECTION: Twenty-one 

(21) days.

 2 570 MN Rule 4658.0405 Subp. 4 Comprehensive 

Plan of Care; Revision

 Subp. 4.  Revision.  A comprehensive plan of 

care must be reviewed and revised by an 

interdisciplinary team that includes the attending 

physician, a registered nurse with responsibility 

for the resident, and other appropriate staff in 

disciplines as determined by the resident's needs, 

and, to the extent  practicable, with the 

participation of the resident, the  resident's legal 

guardian or chosen representative at least 

quarterly and within seven days of the revision of 

the comprehensive resident assessment required 

by part 4658.0400,  subpart 3, item B.

This MN Requirement  is not met as evidenced 

by:

 2 570

Based on document review and interview, the 

facility failed to revise the care plan with 

interventions to reduce risk of falls for 1 of 5 

residents (R71) reviewed for falls. 

Findings include:
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 2 570Continued From page 8 2 570

Review of a fall report dated 12/21/16 revealed 

R71 fell while trying to take off socks and shoes 

before going to bed. R71 sustained a hip fracture. 

This report included a list of interventions taken to 

prevent incident reoccurrence. One intervention 

listed was to have staff  "after dinner, ask resident 

what time [R71] would like to go to bed and assist 

[R71] with getting ready for bed." 

Review of R71's electronic medical record 

revealed R71 went to the hospital after falling on 

12/21/16, and returned to the facility on 12/26/16. 

R71's care plan lacked the intervention listed on 

the fall report.  

During interview on 1/21/17, at 10:31 a.m. 

registered nurse (RN)-B confirmed the 

interventions put in place after R71's fall. RN-B 

said staff were to ask R71 after dinner what time 

R71 would like to go to bed, so staff could be 

there to assist. When asked if the intervention 

was written in the care plan, RN-B reviewed the 

current care plan in the paper chart, with a print 

date of 9/7/16, and was unable to find the 

intervention.  RN-B confirmed that the care plan 

was not updated with the intervention. RN-B 

confirmed that the paper care plan was more up 

to date than the electronic version, and said, "I 

will make sure to update that," before handwriting 

the intervention on the care plan. 

Review of the facility standards guideline titled, 

Care Plan Completion, last revised 8/13, revealed 

the following requirement: "The comprehensive 

care plan is updated/revised as changes occur." 

According to the document, interventions to 

prevent and reduce falls should be part of a 

resident's care plan. 
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SUGGESTED METHOD OF CORRECTION: The 

director of nursing (DON) or designee, could 

develop and implement policies and procedures 

related to care plan revisions. The DON or 

designee, could provide training for all nursing 

staff related to the timeliness of care plan 

revisions. The quality assessment and assurance 

committee could perform random audits to 

ensure compliance. 

TIME PERIOD FOR CORRECTION:  Twenty-one 

(21) days.

 2 830 MN Rule 4658.0520 Subp. 1 Adequate and 

Proper Nursing Care; General

Subpart 1.  Care in general.  A resident must 

receive nursing care and treatment, personal and 

custodial care, and supervision based on 

individual needs and preferences as identified in 

the comprehensive resident assessment and 

plan of  care as described in parts 4658.0400 and 

4658.0405.  A nursing home resident must be out 

of bed as much as possible unless  there is a 

written order from the attending physician that the 

resident must remain in bed or the resident 

prefers to remain in bed.  

This MN Requirement  is not met as evidenced 

by:

 2 830

Based on document review and interview, the 

facility did not provide an individualized hospice 

care plan and coordination of hospice services 
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with the hospice provider for 1 of 1 resident (R50) 

reviewed for hospice care and based on 

observation, interview, and document review, the 

facility failed to provide care and services to 

minimize the risk for falls for 2 of 5 residents (R97 

and R71) reviewed for falls.

Findings include:

HOSPICE:

Record review revealed a Certificate of Terminal 

Illness form showing that R50 was admitted to 

hospice care from 10/19/16 to 1/16/17, with a 

primary diagnosis of chronic obstructive 

pulmonary disease (COPD).  

The record also contained a two-page [Hospice 

name] Hospice and Facility Coordinated Plan of 

Care form from the hospice provider, dated 

7/22/16, that consisted of three problems: 1) 

Potential for knowledge deficit regarding Hospice 

Philosophy, services and Advanced Directives, 2) 

Potential for patient comfort decline related to the 

Hospice diagnosis of Pulmonary Disease, and 3) 

Accurate and current documentation in Facility 

Medical Record.  This care plan was a generic 

form with the only individualized areas being the 

resident's diagnosis and the frequency of visits 

from the hospice nurse and aide.

The facility's current plan of care, dated 10/26/16, 

contained two problems related to hospice for 

R50.  The first problem read, "[R50] has a 

terminal prognosis requiring hospice 

involvement/palliative care [related to] Adult 

[Failure To Thrive], Lung Cancer, Chronic 

Emphysema, COPD." The interventions for this 

problems were generic: assess coping strategies 

and respect wishes, encourage support system of 
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family and friends, adjust provisions of ADL's 

(Activities of Daily Living) to compensate for 

changing abilities.  An intervention for this 

problem also directed staff to see the hospice 

three-ring binder for the hospice providers 

coordinated plan of care.

The second problem addressed recreational 

therapy for R50 and was the part of the plan of 

care that included specific, individualized details 

about this one aspect of R50's hospice care, 

reading, "[R50] has little interest or activity 

involvement [related to] disinterest and end of life 

care with hospice election.  [R50] states that 

[R50] prefers to be in [resident] room and watch 

[television] and sleep."

The record contained an "anticipated visit 

schedule" from the hospice provider that showed 

a hospice aide was scheduled to visit R50 

Monday and Thursday 1-3 p.m., and a hospice 

nurse every Wednesday. The nurse's visit 

schedule was added to this form on 1/11/17.  

When interviewed on 1/11/17, at 1:51 p.m. 

licensed practical nurse (LPN)-A was asked by a 

surveyor if R50 received visits or care from the 

hospice provider's staff, and LPN-A did not know. 

LPN-A also confirmed generally working on R50's 

unit.

During interview on 1/11/17, at 1:58 p.m. nursing 

assistant (NA)-A was asked the same question 

and confirmed often caring for R50, but not 

seeing hospice staff visit 

R50. NA-A replied with never being told that the 

hospice staff would provide any care for R50, so 

NA-A provided all of R50's care.

The director of nursing (DON) was interviewed on 
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1/12/17 at 8:53 a.m. and asked by a surveyor 

about the generic quality of hospice plan of care 

for R50 and if the DON knew why the facility staff 

was not aware that hospice staff visits R50. The 

DON thought that facility staff must not know 

where to find the hospice provider's schedule and 

the facility staff would need more training on 

these issues.

FALLS:

R97, on 01/12/17, at  9:16 a.m., was observed in 

R97's room in a wheelchair, next to the bed, with 

eyes closed.  At 9:30 a.m., registered nurse 

(RN)-A, and nursing assistant (NA)-D entered 

R97's room and assisted R97 into the bed. When 

interviewed at 9:43 a.m., NA-D indicated R97 was 

on NA-C's group, and RN-A indicated after 

walking past R97's room, and seeing the resident 

sitting up, RN-A went to get a nursing assistant to 

lay R97 down. 

When interviewed on 1/12/17, at 9:44 a.m., NA-C 

indicated feeding R97 in the resident's room, and 

at 9:15 a.m., left R97 in the wheelchair with the 

TV (television) on, and planned on going back in 

a "short while."

When interviewed on  01/12/2017, at  9:53 a.m., 

RN-B indicated that it is the expectation that the 

care plan would be followed. RN-B indicated the 

resident should not be left alone in a wheelchair 

in the resident's room.

   

Review of R97's care plan dated 11/29/16, 

indicated R97 was at a high risk for falls, and was 

updated on 12/27/16 with the intervention to 

"assist resident to bed instead of leaving [R97] in 

wheelchair unattended." The nursing assistant 

care plan dated 1/12/17 indicated "lay down after 
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meals = do not leave unattended in room or w/c 

(wheelchair)."

The Resident Incident Report dated 12/17/16, 

indicated R97 was observed on the floor laying 

next to bed. No injury was noted. The report 

indicated the immediate intervention implemented 

as "assisted to bed by staff, contact doctor about 

recent medication change." No change to care 

plan.

The Resident Incident Report dated 12/27/16,  

indicated, R97 was found lying on left side  next 

to the bed at 10:25 a.m. R97 had no complaints 

of pain and could move all extremities.  The 

report indicated the immediate intervention 

implemented as "careplan [R97] to not be left 

alone in wheelchair/offer to lay down after meals."   

The Morse fall scale dated 12/27/16, after the fall,  

indicated R97 was at high risk for falling.  

R71, during observation on 1/9/17, at 5:37 p.m. 

R71 sat in a wheelchair next to the bed. The 

lights were off and the room was dark. R71 

explained was waiting for help from staff to go to 

bed. 

During an interview on 1/9/17, at 6:04 p.m., 

registered nurse (RN)-B said R71 fell on 12/21/16 

while trying to take off shoes and socks whenn 

alone in room. R71 slipped and fell, and 

sustained left hip fracture.

Review of a fall report dated 12/21/16 revealed at 

the time of the incident R71 told the unit nurse "I 

was trying to take my socks and shoes off and go 

to bed." This report included a list of interventions 

taken to prevent incident reoccurrence. One 
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intervention listed was to have staff  "after dinner, 

ask resident what time [R71] would like to go to 

bed and assist [R71] with getting ready for bed." 

Review of R71's electronic medical record 

revealed R71 went to the hospital after falling on 

12/21/16, and returned to the facility on 12/26/16. 

R71's care plan lacked the intervention listed on 

the fall report.  

During interview on 1/21/17, at 10:31 a.m. 

registered nurse (RN)-B confirmed the 

interventions put in place after R71's fall. RN-B 

said staff were to ask R71 after dinner what time 

R71 would like to go to bed, so staff could be 

there to assist. When asked if the intervention 

was written in the care plan, RN-B reviewed the 

current care plan in the paper chart, with a print 

date of 9/7/16, and was unable to find the 

intervention.  RN-B confirmed that the care plan 

was not updated with the intervention. RN-B 

confirmed that the paper care plan was more up 

to date than the electronic version, and said, "I 

will make sure to update that," before handwriting 

the intervention on the care plan. RN-B was 

asked whether facility staff were aware of the 

intervention, and whether staff asked R71 after 

dinner about what time R71 wanted to go to bed. 

RN-B said because staff were told to ask R71 

about bed time after dinner, RN-B had assumed 

this was happening. 

Review of the facility standards guideline titled, 

Care Plan Completion, last revised 8/13, revealed 

the following requirement: "The comprehensive 

care plan is updated/revised as changes occur." 

According to the document, interventions to 

prevent and reduce falls should be part of a 

resident's care plan. 
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Review of a Morse Fall Scale assessment 

completed on 12/28/16 after returning from the 

hospital, revealed the facility assessed R71 to 

have a high risk for falling. 

SUGGESTED METHOD OF CORRECTION: The 

director of nursing or designee, could review and 

revise policies and procedures related to hospice 

and falls, monitoring and care, and could provide 

staff education related to the care of resident 

related to hospice and falls. The director of 

nursing or designee could develop an audit tool to 

ensure appropriate care is provided. 

TIME PERIOD FOR CORRECTION: Twenty-one 

(21) days.
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