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E0000 Initial Comments

On 3/9/26 to 9/11/26, a survey for compliance with CFR
§483.73, Appendix Z, Emergency Preparedness
Requirements was conducted during a standard
recertification survey. The facility was IN compliance.

E0000

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

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

(X5)
COMPLETION

DATE

F0000

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. Although no plan of
correction is required, it is required that the
facility acknowledge receipt of the electronic
documents.

INITIAL COMMENTS

On 3/9/26 to 3/11/26, a standard recertification survey
was conducted at your facility. A complaint
investigation was also conducted. Your facility was NOT
in compliance with §42 CFR 483, Subpart B, Requirements
for Long Term Care Facilities.

F0000

The following complaints were reviewed: H55817220C
(iQIES # 2711161). NO deficiencies were cited.

The following complaints were reviewed: H55817222C
(iQIES #1111090). NO deficiencies were cited.

The following complaints were reviewed: H55817780C
(iQIES #1111089). NO deficiencies were cited.

The following complaint was reviewed: H55817221C (iQIES
#2673235). An incidental finding was discovered and
cited at F0604

The facility's plan of correction (POC) will serve as
your allegation of compliance upon the Departments
acceptance. Because you are enrolled in ePOC, your
signature is not required at the bottom of the first
page of the CMS-2567 form. Your electronic submission
of the POC will be used as verification of compliance.

Upon receipt of an acceptable electronic POC, an onsite

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 reverse for further 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.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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F0554
SS = D

Continued from page 1
revisit of your facility may be conducted to validate
substantial compliance with the regulations has been
attained.

Resident Self-Admin Meds-Clinically Approp

CFR(s): 483.10(c)(7)

§483.10(c)(7) The right to self-administer medications
if the interdisciplinary team, as defined by
§483.21(b)(2)(ii), has determined that this practice is
clinically appropriate.

This REQUIREMENT is NOT MET as evidenced by:

Based on observations, interviews, and document review,
the facility failed to ensure that the residents'
ability to self-administer medications (SAM) was
assessed prior to leaving medications with the resident
for 2 of 2 residents (R11, R34), reviewed for
medications left at the bedside.

Findings include -

F0000

F0554
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R34's Medical Diagnosis page (print date of 3/11/26)
documented the following diagnoses: morbid obesity,
major depression, generalized anxiety, female stress
incontinence. A review of R34's last quarterly Minimum
Data Set (MDS) dated 2/09/26 indicated resident was
cognitively intact, moderate level of depression, and
required dependent with bathing / showering and
toileting hygiene.

During observation and screening of R34, on 3/9/26 at
1:26 p.m., it was noted R34 had a bottle oy Nystatin
powder (a prescription antifungal medication used
primarily to treat Candida infections (yeast
infections) of the mouth (thrush), skin, and esophagus
by disrupting fungal cell membranes) on a table next to
her bed. The bottle was noted to have had a
prescription label, now removed with only a strip of
yellow colored label left. R34 stated she uses it for
the rashes she get between the folds of her skin.
During further observations on 3/10/26 at 10:46 a.m.
the bottle was missing from resident's bedside table,
but on 3/11/26 at 8:22 a.m. the bottle of Nystatin
powder was again observed in R34's room.

A review of R34's electronic medical record, documented
a medication Self-Administration Safety Screen (SAM) -
V 3 (dated 4/29/24) had been completed. However, R34's
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Continued from page 2
was only approved for the following: cough drops,
Arnuity Ellipta Inhalation Aerosol Powder (reduces
airway inflammation to improve breathing, with a
typical dosage of one inhalation once daily), Albuterol
Sulfate Nebulization Solution (a prescription
bronchodilator used in a nebulizer machine to treat
asthma and COPD) and Flunisolide Nasal Solution (a
prescription corticosteroid spray used to treat
seasonal or perennial allergy symptoms).

F0554

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
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COMPLETION
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In review of R34's Care Plan last revised 2/20/26,
documented the following:

"I am at risk for alteration in skin integrity related
to: risk for skin fold intertrigo - morbid obesity,
altered gait and decreased mobility..."

AND

"Resident wished to self administer inhalers after
staff set up."

A review of R34's current Physician Orders, the
physician wrote: "Ok to self administer inhalers after
staff set up" (dated 1/26/26), where as the prior
order, which was still listed "May administer all
medication after nurse has prepared, including oral,
inhalers and topical medications" (dated 3/25/24).

Although, with the current Physician's Orders did
include R34 being able to self-administer her Nystatin
Powder with the order for topical medications, R34's
SAM assessment lacked identification of Nystatin being
listed in the assessment.

During interview on 3/10/26 at 3:24 p.m., trained
medication assistant (TMA)-A stated R34 is only allowed
to self-administer her inhalers. When asked about the
bottle of Nystatin powder in resident's room, TMA-A
stated "she can have 'sticky fingers' after taking a
shower, when to powder is applied". The facility's
director of nursing (DON) approached during this
interview and confirmed R34 had only been assessed for
cough drops and her inhalers.

During a further interview on 3/10/26 at 3:30 p.m., DON
had just returned with the bottle which only had the
yellow part of the pharmacy label attached. DON stated
not only did her current order not allow topical
medication, with the pharmacy lable missing, was the
bottle really hers. DON stated when she asked R34 where

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 1E3E74-H1 Facility ID: 00679 If continuation sheet Page 3 of 18



DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 03/31/2026

FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTIONS

NAME OF PROVIDER OR SUPPLIER

Fair Oaks Nursing & Rehab LLC

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:
245581

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY COMPLETED

03/11/2026

STREET ADDRESS, CITY, STATE, ZIP CODE

201 SHADY LANE DRIVE , WADENA, Minnesota, 56482

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX

TAG

F0554
SS = D

Continued from page 3
the bottle of Nystatin came from, R34 stated a nurse
gave it to her 3 days ago. DON stated no resident
unless assessed should be administering any medication,
for their safety.

F0554
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I

R11

Findings include:

R11’s admission Minimum Data Set (MDS) dated 12/28/25,
identified R11 cognition was intact and diagnoses,
which included gastroesophageal reflux disease (GRD),
depression, and anxiety. R11 required moderate
assistance with activities of daily living (ADLs) and
transferring.

R11’s care plan dated 12/16/25, identified R11 needed
assistance with ADLs related to decreased mobility and
uses antidepressant, antipsychotic, and anticonvulsant
medications. Care plan lacked information regarding the
ability to leave medications at the bedside.

R11’s order summary report dated 2/5/26 lacked
information regarding an order for self-administration
of medications.

R11’s order summary report for the month of March
lacked orders regarding a self-administration of
medications.

R11’s medical chart lacked evidence of a
self-administered medication assessment. (SAM).

During an observation on 3/9/26 at 4:29 p.m., R11 was
lying in bed with a blanket, eyes closed. A medication
cup with medications was on the side table. No nursing
staff were in R11’s room or outside the room.

During an observation on 3/9/26 at 4:49 p.m., R11 was
lying in bed with a blanket and eyes closed. The
medication cup continued to be on the side table next
to the bed. No nursing staff were in R11 room or
outside the room.

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 1E3E74-H1 Facility ID: 00679 If continuation sheet Page 4 of 18



DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 03/31/2026

FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTIONS

NAME OF PROVIDER OR SUPPLIER

Fair Oaks Nursing & Rehab LLC

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:
245581

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY COMPLETED

03/11/2026

STREET ADDRESS, CITY, STATE, ZIP CODE

201 SHADY LANE DRIVE , WADENA, Minnesota, 56482

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX

TAG

F0554
SS = D

Continued from page 4

During an interview on 3/9/26 at 4:37 p.m., registered
nurse (RN)-A verified she gave R11 medications but did
not watch her take her medications. RN-A was unable to
locate a SAM for R11.

F0554
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During an observation and interview on 3/11/26 at 8:34
a.m., R11 was lying in bed with a medication cup with
medications in the cup next to the bed. Trained
medication aid (TMA)-A was located in another hallway
and was notified of resident who had medications next
to her bed. TMA-A said R11 was awake and had the
medication cup in her hand when she left the room for
an emergency across the hallway. TMA-A went to R11 room
and woke up R11. TMA-A handed R11 the medication cup
and watched R11 take her medications. TMA-A verified
R11 did not have a SAM completed or an order to
self-administer medications. TMA-A verified the normal
practice was to watch residents take their medications
for safety.

During an interview on 3/9/26 at 4:49 p.m., director of
nursing (DON)-A verified R11 did not have a SAM
completed. DON-A expectation would be to perform a SAM
to ensure the resident was capable of taking
medications correctly and safely. During a follow-up
interview on 3/11/26 at 8:41 a.m., DON confirmed a
self-administration medication assessment had not been
completed for R11.

During an interview on 3/11/26 at 12:30 p.m.,
pharmacist consultant (PC) verified medications were
not to be left in a resident’s room without an
assessment done and an order from the primary care
provider to ensure a resident is able to administer
medications safely.

A policy titled medication self Administration, revised
on 2/12/24, identified: the resident shall have a
screen completed by a licensed nurse to determine
factors that impact the self administration of
medications. The ability to self-administer medications
will indicated, able to self-administer medications
independently, able to self-administer medications with
supervision, cueing, and/or set-up, not able to
self-administer medications safely. Residents who have
been deemed appropriate to self-administer medications
independently or with supervision/, cueing and/or after
setup, shall have a physician's order to do so. The
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Continued from page 5
self-administration of medications will be care planned
with interventions specific to the individual resident.
Medications to be self-administered shall be secured in
a locked are in the resident's room or stored in the
medication cart for provision to the resident to
self-administer.

Right to be Free from Physical Restraints

CFR(s): 483.10(e)(1),483.12(a)(2)

§483.10(e) Respect and Dignity.

The resident has a right to be treated with respect and
dignity, including:

F0554
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COMPLETION
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§483.10(e)(1) The right to be free from any physical .
. . restraints imposed for purposes of discipline or
convenience, and not required to treat the resident's
medical symptoms, consistent with §483.12(a)(2).

§483.12

The resident has the right to be free from abuse,
neglect, misappropriation of resident property, and
exploitation as defined in this subpart. This includes
but is not limited to freedom from corporal punishment,
involuntary seclusion and any physical or chemical
restraint not required to treat the resident's medical
symptoms.

§483.12(a) The facility must-

§483.12(a)(2) Ensure that the resident is free from
physical . . . restraints imposed for purposes of
discipline or convenience and that are not required to
treat the resident's medical symptoms. When the use of
restraints is indicated, the facility must use the
least restrictive alternative for the least amount of
time and document ongoing re-evaluation of the need for
restraints.

This REQUIREMENT is NOT MET as evidenced by:

Based on observation, interview and document review the
facility failed to assess for restraints for 2 of 2
residents (R29 and R47) reviewed for use of a seatbelt.

R29’s quarterly minimum data set (MDS) dated 12/17/25,
indicated R29 was cognitively intact, R29 was dependent
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Continued from page 6
on staff for activities of daily living. MDS section P
indicated R29 had no wheelchair restraint in use. R29
had diagnoses that included diabetes, hypertension,
history of transient ischemic attack (TIA- mini
stroke), and hemiplegia (loss of voluntary movement)
and hemiparesis (weakness) following cerebral infarct
(stoke).

F0604

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

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

(X5)
COMPLETION

DATE

R29’s care plan dated 2/21/26, indicated R29 was able
to safely use power wheelchair with interventions that
included provide verbal cues and reminders when
approaching elevator and use seat belt.

A therapy recommendation to nursing dated 2/19/26,
stated assist R29 to get into her power wheelchair use
seat belt, tilt power chair back slightly elevate
legs/feet pedals. However, review of R29’s electronic
medical record (EMR) failed to indicate a restraint
assessment was completed to ensure seat belt was not
considered a restraint for R29, in addition, R29’s EMR
lacked a physician order for seat belt use when in
power wheelchair.

On 3/9/26, at 1:25 p.m., R29 was observed in power
wheelchair with seat belt fastened. R29 stated she has
it on when in the power wheelchair.

R29 was observed with seat belt fastened when in
wheelchair on 3/10/26, at 11:51 a.m.; 3/10/26, at 2:02
p.m.; 3/11/26, at 7:29 a.m. and 3/11/26, at 10:16 a.m.

When interviewed on 3/11/26, at 10:17 a.m. nursing
assistant (NA)-B stated R29 required assistance to grab
the seat belt when putting on but R29 was able to
fasten and release the seat belt.

When interviewed on 3/11/26 at 10:30 a.m., registered
nurse (RN)-B stated the expectation was to obtain a
physician order for seat belt use in wheelchairs. RN-B
reviewed R29’s EMR lacked evidence of an order for a
seatbelt. RN-B stated she did not complete the
assessments, that would have been the director of
nursing (DON).

When interviewed on 3/11/26, at 10:52 a.m. DON stated
when a resident utilized a seat belt in the wheelchair
the expectation was there would be an order from the
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Continued from page 7
physician and a restraint assessment to ensure the
resident was able to apply and remove the seat belt
independently to ensure it would not be considered a
restraint. DON reviewed R29’s EMR stated there was no
physician order, no documentation regarding an
assessment was completed. DON stated the therapy
recommendation to use the seatbelt in the power
wheelchair should have triggered the assessment to
completed and the physician order to be obtained.

F0604

R47’s quarterly MDS dated 1/12/26, indicated R47 was
cognitively intact and was dependent on staff for ADLs.
R47’s diagnoses included hemiplegia and hemiparesis
following cerebral infarct, cerebral palsy (movement
and posture disorder affects muscle tone, coordination
and balance), epilepsy, spondylosis (age related
degeneration of spine), and osteoarthritis.

Review of R47’s EMR failed to indicate a restraint
assessment was completed to ensure seat belt was not
considered a restraint for R47, in addition, R47’s EMR
lacked a physician order for seat belt use when in
power wheelchair. R47’s care plan did not address seat
belt use when in power wheelchair.

When interviewed on 3/10/26, at 3:20 p.m. NA-A stated
R47 used a seat belt when in the power wheelchair, R47
was able to remove it independently but had difficulty
applying the seat belt due to limited use of one arm.

When interviewed on 3/10/26, at 3:23 p.m. trained
medication assistant (TMA)-A stated R47 was unable to
apply the seat belt, had use of one hand but R47 was
able to remove the seat belt independently.

When interviewed on 3/11/26 at 10:52 a.m., DON stated
when a resident utilized a seat belt in the wheelchair
the expectation was there would be an order from the
physician and a restraint assessment to ensure the
resident was able to apply and remove the seat belt
independently to ensure it would not be considered a
restraint. DON reviewed R47’s EMR stated there was no
physician order, no documentation regarding an
assessment was completed. DON stated the therapy
recommendation to use the seat belt in the power
wheelchair should have triggered the assessment to
completed and the physician order to be obtained.

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

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

(X5)
COMPLETION

DATE

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 1E3E74-H1 Facility ID: 00679 If continuation sheet Page 8 of 18



DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 03/31/2026

FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTIONS

NAME OF PROVIDER OR SUPPLIER

Fair Oaks Nursing & Rehab LLC

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:
245581

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY COMPLETED

03/11/2026

STREET ADDRESS, CITY, STATE, ZIP CODE

201 SHADY LANE DRIVE , WADENA, Minnesota, 56482

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX

TAG

F0604
SS = D

F0732
SS = C

Continued from page 8
Facility restraint policy was requested; however, none
was received.

Posted Nurse Staffing Information

CFR(s): 483.35(i)(1)-(4)

§483.35(i) Nurse Staffing Information.

§483.35(i)(1) Data requirements. The facility must post
the following information on a daily basis:

F0604

F0732
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(i) Facility name.

(ii) The current date.

(iii) The total number and the actual hours worked by
the following categories of licensed and unlicensed
nursing staff directly responsible for resident care
per shift:

(A) Registered nurses.

(B) Licensed practical nurses or licensed vocational
nurses (as defined under State law).

(C) Certified nurse aides.

(iv) Resident census.

§483.35(i)(2) Posting requirements.

(i) The facility must post the nurse staffing data
specified in paragraph (i)(1) of this section on a
daily basis at the beginning of each shift.

(ii) Data must be posted as follows:

(A) Clear and readable format.

(B) In a prominent place readily accessible to
residents, staff, and visitors.

§483.35(i)(3) Public access to posted nurse staffing
data. The facility must, upon oral or written request,
make nurse staffing data available to the public for
review at a cost not to exceed the community standard.

§483.35(i)(4) Facility data retention requirements. The
facility must maintain the posted daily nurse staffing
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data for a minimum of 18 months, or as required by
State law, whichever is greater.

This REQUIREMENT is NOT MET as evidenced by:

Based on observation, interview and document review,
the facility failed to ensure the required nurse
staffing information was posted daily. This deficient
practice had the potential to affect all residents who
resided in the facility and/or any visitors who may
have wished to view the information.

Findings include:
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During observation on 3/9/25 at 11:30 upon entry of the
survey, the staff posting for Friday March 6th was
observed in the facility.

During observation on 3/9/26 at 1:00 P.M., the staff
posting for Friday March 6th was observed in the
facility.

During interview with Administrator on 03/09/2026 3:49
P.M. confirmed that staff list posted in the facility
was wrong date. Administrator confirmed that posted
list should be updated but that the person who posted
it daily was gone out for the day. She confirmed that
she should have updated the staffing

F0761
SS = E

A facility policy titled “Staff Posting” revised
10/19/23 indicated “the facility shall post daily, for
each shift, the actual hours and total number of hours
worked by licensed and unlicensed nursing staff who are
directly responsible for resident care on each shift in
the facility.” “At the beginning of each shift, the
facility will verify that the hours are posted in a
clear and readable format: the name of the facility,
current date, facility census for nursing home
residents, facility specific shifts for the 24-hour
period, total number of licensed nursing staff worked
per shift, total number of unlicensed nursing staff
worked per shift, actual time worked for the specific
categories of nursing staff, including split shifts”.

Label/Store Drugs and Biologicals

CFR(s): 483.45(g)(h)(1)(2)

§483.45(g) Labeling of Drugs and Biologicals

F0761
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Drugs and biologicals used in the facility must be
labeled in accordance with currently accepted
professional principles, and include the appropriate
accessory and cautionary instructions, and the
expiration date when applicable.
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§483.45(h) Storage of Drugs and Biologicals

§483.45(h)(1) In accordance with State and Federal
laws, the facility must store all drugs and biologicals
in locked compartments under proper temperature
controls, and permit only authorized personnel to have
access to the keys.

§483.45(h)(2) The facility must provide separately
locked, permanently affixed compartments for storage of
controlled drugs listed in Schedule II of the
Comprehensive Drug Abuse Prevention and Control Act of
1976 and other drugs subject to abuse, except when the
facility uses single unit package drug distribution
systems in which the quantity stored is minimal and a
missing dose can be readily detected.

This REQUIREMENT is NOT MET as evidenced by:

Based on observation and interview, the facility failed
to ensure the medications were secured for 2 of 3
medication storage rooms. In addition, the facility
failed to secure a medication cart in public space for
17 residents. (R15, R62, R52, R57, R65, R64, R63, R53,
R54, R55, R13, R56, R58, R59, R61, R60, R33)

Findings include:

During observation on 3/9/2026 at 5:36 p.m., with
registered nurse (RN)-A of medication storage room the
mini-fridge that contained liquid lorazepam (controlled
medication used as sedative, antianxiety medication))
was unlocked. RN-A confirmed that it should have been
locked and reported the reason being "so no one can
come in and take it."

During observation on 3/09/2026 at 5:46 p.m., an
unlocked, brown, five drawered medication cart was
identified in the facility chapel.

In the top drawer:

-one medication cup contained a variety of forty-seven
full pills and four half pills
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Continued from page 11
-One bottle of over the counter (OTC) allergy relief
60mg.

-One bottle of melatonin (sleep aid) 3mg expires 2/26,
one bottle B12 2500 mcg.

-One bottle of anti-fungal powder miconazole nitrate 2%
(helps treats rashes).

-One bottle diclofenac sodium top gel 1% (for minor
pain).

-One medication for R15: Refresh Classic lubricant eye
drops (for dry eyes) 29 single droplet vials.
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In the third drawer:

- One medication card for R62: hyoscyamine sulfate (for
stomach and intestinal disorders) 0.125mg 30tablets.

- One medication card for R62: Xarelto (helps the blood
from clotting) 20mg 14 tablets.

- One medication card for R62: cyclobenzaprine (muscle
relaxant) 10mg 29 tablets.

- One medication card for R62: famotidine (helps
control stomach acid) 20mg 19 tablets.

- One medication for R62: Refresh Classic (for dry
eyes) lubricant eye drops 29 single droplet vials.

- One medication card for R52: sertraline
(antidepressant) HCL 50mg 27 tablets.

- One medication card for R52: trazadone
(antidepressant) HCL 50mg 14 tablets.

- One medication card for R57: metformin (for diabetes)
1000mg 25 tablets.

- One medication card for R65: furosemide (helps body
remove excess fluid) 20mg 14 tablets.

- One partial bottle for R64: of Antacid EL 300mg
tablets.

- One bottle for R64: liquid Guaifenesin-DM (helps
control coughs) 100-10 MG/5ml.

- One bottle for R63: Geri-Kott (helps with
constipation).

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 1E3E74-H1 Facility ID: 00679 If continuation sheet Page 12 of 18



DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 03/31/2026

FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTIONS

NAME OF PROVIDER OR SUPPLIER

Fair Oaks Nursing & Rehab LLC

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:
245581

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY COMPLETED

03/11/2026

STREET ADDRESS, CITY, STATE, ZIP CODE

201 SHADY LANE DRIVE , WADENA, Minnesota, 56482

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX

TAG

F0761
SS = E

Continued from page 12
- One bottle for R63: mag chloride 64mg (teats stomach
acid).

- One bottle for R63: ibuprofen 20mg (for minor pain
relief).

- One bottle for R63: aspirin 325mg (for minor pain
relief).

- One bottle for R63: vitamin E 450mg.

- One box for R63: labeled Acetaminophen suppository
which contained: two suppository of Acetaminophen 650mg
(for pain relief), four bisacodyl 10mg suppositories
(for constipation).

- One tube for R63: "Skin Repair Cream"

- One bottle for R63: of Neilmed Clearcanal Earwax
Softner.
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In the fourth drawer:

-One Spiriva Handihaler (inhaler to help lungs be
healthier).

-One box of Novofine 30 needle tips.

In the fifth drawer

-One medication card for R65’s: amlodipine besylate
(heart medication) 5mg 14 tablets.

- One medication card for R65: furosemide (helps body
remove excess fluid) 20mg 15 tablets.

- One medication card for R62: metoprolol SU (heart
medication) 25mg 12 tablets.

- One medication card for R62: gabapentin (treats nerve
pain) 300mg 29 tablets.

- One medication card for R62: oxybutynin cl (helps the
bladder control urine flow) er10mg 12 tablets.

- One medication card for R62: famotidine (helps
control stomach acid) 20mg 22 tablets.

- One medication card for R62: furosemide (helps body
remove excess fluid) 40mg 12 tablets.

- One medication card for R62: metformin HCL (helps
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with diabetes) 500mg 28 tablets.

- One medication card for R62: omeprazole (helps with
stomach acid) 40mg 29 caps.

- One medication card for R53’s: lisinopril (helps with
high blood pressure) 40mg 24 tablets.

- One medication card for R53’s: furosemide (helps body
remove excess fluid) 40mg 25 tablets.

- One medication card for R53’s: Glipizide (to help
with diabetes) ER 10mg 25 tablets.

- One medication card for R53’s: amitriptyline
(antidepressant) HCL 25mg 25.

-One medication card for -R53’s: Tamsulosin (helps with
prostate) HCL 0.4mg 25 caps.

- One medication card for R53: metformin (helps with
diabetes) HCL 1000mg 24 tablets.

- One medication card for R53’s: metoprolol succinate
(for the heart) 50mg 24 tablets.

- One medication card for R53’s: metoprolol succinate
(for the heart) 50mg 24 1/2 tablets.

- One medication card for R54: Fluoxetine
(antidepressant) 40mg 6 caps.

- One medication card for R55’s Ramelton (helps people
fall asleep faster) 8mg 13 tablets.

- One medication card for R13’s: oxcarbazepine (for
seizures) 600mg 28 tablets.

- One medication card for R13’s: oxcarbazepine 9for
seizures) 600mg 28 and a half tablets.

- Three medication card for R52: divalproex sodium DR
(used for seizures or mental illness) 125mg 26 total
tablets,

- One medication card for R52: divalproex sodium DR
125mg 9 caps.

- One medication card for R52: divalproex sodium DR
125mg 11caps.

- One medication card for R52: divalproex sodium DR
125mg 25 tablets.
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-One medication card for R52: divalproex sodium DR
125mg 30 tablets.

- One medication card for R52: divalproex sodium DR
125mg 23 tablets.

- One medication card for R52: Gabapentin (used for
nerve pain) 300mg 23 tablets.

- One medication card for R56: levothyroxine (to help
the thyroid gland) 88mcg 13 tablets.

- One medication card for R58: Quetiapine (treats
mental illness) 25mg 13 tablets.

- One medication card for R59: ketorolac tromethamine
(used for moderate pain) 10mg tab 4 tablets.

- One medication card for R60: Eliquis (helps blood
from clotting) 2.5mg 14 tablets.

- One medication card for R33: metoprolol tart (heart
medication) 100mg 29 tablets.

- One medication card for R61: tamsulosin HCL (helps
the prostate) 0.4mg 14 caps.

- Twelve sealed Quick Cath needles.

- Three sealed TB Safety Syrine 25 gauge needles.

- One sealed Safety Syringe 1ml needle.

- Three loose safety needles.

- One sealed 25g butterfly catheter.
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During an interview on 3/09/2026 at 7:00 p.m., DON
confirmed that the medication cart was unlocked and
should not be stored in chapel. DON confirmed that
there were medications from current and discharged
patients. DON indicated her expectation was medications
should be destroyed after discontinued or resident was
discharged, unless pharmacy identified medication could
be returned. DON stated it was important to lock up
medications, so residents, staff and visitors did not
have access to medications or needles stored in the
medication cart, which could harm or injure them. DON
reported that the Associate Director of Nursing (ADON)
used the med cart for training purposes.

During an interview on 3/09/2026 at 7:08 p.m., ADON
confirmed medication cart was being used as training
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material for a trained Medication Administration (TMA)
course. ADON confirmed the medication cart was unlocked
and they did not have a key to lock it. ADON confirmed
there was medication from current and discharged
residents in the med cart. ADON confirmed medications
of current and discharged residents should not be used
for training purposes due to privacy violations and
risks of medication diversion. ADON reported
medications had been stored in the unlocked medication
cart since 3/4/26.

During interview on 3/11/2026 at 12:22 p.m., with
consulting pharmacist (CP) she confirmed that lorazepam
should be double locked. CP confirmed med room door
should be locked with a lock on the fridge door.

During interview on 3/11/2026 at 1:03 p.m., Director of
Nursing (DON) reported the expectation was that the
fridge should be locked per Policy. DON reported this
is because medication could be diverted to either
residents or staff if it is not double locked.

During a phone interview on 3/11/2026 at 12:22 p.m., CP
confirmed expectation was med carts should be locked
when not being used and discontinued medication should
be destroyed and not be used for training purposes. CP
reported that she was not aware there was an unlocked
med cart in the chapel with discontinued medications
being used for training purposes. CP confirmed that
having unsecured medications in a public space could
lead to medication diversion.

During a follow up interview on 3/11/2026 at 1:03 p.m.,
Director of Nursing (DON) reported the expectation was
that the mini fridge with lorazepam should be locked
per Policy. DON reported this is because medication
could be diverted to either residents or staff if it is
not locked.

The facility policy title Controlled Substance
Management revised 8/7/24, identified storage of
medications listed in Schedules II, III, IV, and V
under double lock, separate from other medications.

Observation on 3/9/26, at 12:22 p.m. third floor there
was a nurses station, to the left of the nurses desk
was a medication room, the door to the medication room
was observed to be open, there were no nurses observed
in the area. Observed full size and mini refrigerators
(fridge) in the medication room, there was no locks
observed on either refrigerator.
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Observation on 3/9/26, at 12:25 p.m. facility
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Continued from page 16
administrator office was next to the medication room,
administrator walked out of the office past the open
medication room. No nurse was observed in the area.
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Observation on 3/9/26, at 12:37 p.m. facility dietary
manager walked past the open medication room. No nurse
was observed in the area.

Observation on 3/9/26, at 12:39 p.m. licensed practical
nurse (LPN)-A walked past open medication room into
nurses room, grabbed a meal tray, walked back past open
medication room, door remained open. LPN-A left view of
medication room.

Observation on 3/9/26, at 12:39 p.m. nursing assistant
(NA)-C walked past open medication room, sat at the
desk across from the open medication door. No nurse was
observed in area of medication room.

Observation on 3/9/26, at 12:40 p.m. LPN-A walked back
past the open medication room door to the nurses room,
sat down at desk.

On 3/9/26, at 12:42 p.m. resident wheeled past nurses
station in power wheelchair.

When interviewed on 3/9/26, at 12:47 p.m. LPN-A stated
the medication room contained treatment supplies and
extra medications for residents. LPN-A stated the
medication room door was usually left open when the
nurses were near the room, so nurses were able to enter
the room without having to repeatedly use the key to
unlock it. Reviewed content of medication room with
LPN-A after entering the room through the open door,
directly in front of the open door there was a black
medication disposal bin, next to the black bin was a
full-size fridge that contained supplements. To the
left of the full-size fridge was a cabinet with a mini
fridge on top, there was no lock located on the mini
fridge. Reviewed contents of mini fridge with LPN-A,
located bottle of liquid lorazepam (controlled
medication used as sedative, antianxiety medication) in
the door, no lockbox was located inside the mini
fridge. LPN-A stated lorazepam was able to be stored in
the unlocked medication fridge When asked about open
medication room door LPN-A stated “Oh was it” then
stated the door should have been shut when not in view
of the medication room.
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When interviewed on 3/11/26, at 11:15 a.m. director of
nursing stated the medication room door was expected to
be closed when the nurse was not in the room or within
direct eyesight of the medication room. DON stated the
only staff authorized to have keys and access the
medication was the nurses and trained medication aides
(TMAs). DON stated narcotics/controlled medications
that included lorazepam were not to be stored in the
third floor medication room, there was not lock on the
mini fridge on that floor. Those medications were to be
stored in the second floor medication room that did
have a locked medication fridge. DON stated without the
locked fridge the lorazepam was not secured with two
separate locks, it definitely was not secured with two
different locks with the medication room door being
left open with no nurse/TMA in the room or in direct
eyesight. DON stated it was important to secure the
medication room and narcotic/controlled medications for
safety and to decrease risk of diversion by a resident
or an unauthorized staff member.

F0761

When interviewed on 3/11/26, at 12:30 p.m. consultant
pharmacist (CP) stated doors to medications were
expected to be shut and locked if nurse/TMA is not
inside the room or in direct view of the room. CP
stated lorazepam was required to be in medication
fridge with either a locked fridge door or a secured
lock box located inside the fridge for safety, decrease
diversion. CP stated medication room doors left open
was an unacceptable process.

Facility Medication Storage policy revision date of
2/12/24, indicated compartments containing medications
should be locked when not in use. Medications that
required refrigeration should be stored in the
refrigerator. All controlled drugs are stored under
double-lock and key.
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20000 Initial Comments

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

20000

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:

On 3/9/26 to 3/11/26, a standard licensing survey was
conducted at your facility by surveyors from the
Minnesota Department of Health (MDH). Your facility was
NOT in compliance with the MN State Nursing Home
Licensure and the following correction orders are
issued. Please indicate in your electronic plan of
correction you have reviewed these orders, and identify
the date when they will be completed.
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20000 Continued from page 1

The following complaints were reviewed: H55817220C
(iQIES #2711161). NO licensing orders were issued.

The following complaints were reviewed: H55817222C
(iQIES #1111090). NO licensing orders were issued.

The following complaints were reviewed: H55817780C
(iQIES #1111089). NO licensing orders were issued.

The following complaints were reviewed:
H55817221C (iQIES # 2673235 ), with a licensing order
issued at (20530).

20000
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COMPLETION
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Minnesota Department of Health is documenting the State
Licensing Correction Orders using federal software. Tag
numbers have been assigned to Minnesota state
statutes/rules for Nursing Homes. The assigned tag
number appears in the far-left column entitled “ID
Prefix Tag." The state statute/rule out of compliance
is listed in the "Summary Statement of Deficiencies"
column and replaces the "To Comply" portion of the
correction order. This column also includes the
findings which are in violation of the state statute
after the statement, "This Rule is not met as evidence
by." Following the surveyor’s findings are the
Suggested Method of Correction and Time period for
Correction.

You have agreed to participate in the electronic
receipt of State licensure orders consistent with the
Minnesota Department of Health Informational Bulletin
https://www.health.state.mn.us/facilities/regulation/in
fobulletins/ib14_1.html. The State licensing orders are
delineated on the attached Minnesota 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.

PLEASE DISREGARD THE HEADING OF THE FOURTH COLUMN WHICH
STATES, "PROVIDER'S PLAN OF CORRECTION." THIS APPLIES
TO FEDERAL DEFICIENCIES ONLY. THIS WILL APPEAR ON EACH
PAGE. THERE IS NO REQUIREMENT TO SUBMIT A PLAN OF
CORRECTION FOR VIOLATIONS OF MINNESOTA STATE
STATUTES/RULES.

20530 Use of Restraints
STATE FORM

20530
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20530 Continued from page 2 20530

CFR(s): MN Rule 4658.0300 Subp. 4

Subp. 4. Decision to apply restraint. The decision to
apply a restraint must be based on the comprehensive
resident assessment. The least restrictive restraint
must be used and incorporated into the comprehensive
plan of care. The comprehensive plan of care must allow
for progressive removal or the progressive use of less
restrictive means. A nursing home must obtain an
informed consent for a resident placed in a physical or
chemical restraint. A physician's order must be
obtained for a physical or chemical restraint which
specifies the duration and circumstances under which
the restraint is to be used, including the monitoring
interval. Nothing in this part requires a resident to
be awakened during the resident's normal sleeping hours
strictly for the purpose of releasing restraints.

This LICENSURE REQUIREMENT is NOT MET as evidenced by:

Based on observation, interview and document review the
facility failed to assess for restraints for 2 of 2
residents (R29 and R47) reviewed for use of a seatbelt.

R29’s quarterly minimum data set (MDS) dated 12/17/25,
indicated R29 was cognitively intact, R29 was dependent
on staff for activities of daily living. MDS section P
indicated R29 had no wheelchair restraint in use. R29
had diagnoses that included diabetes, hypertension,
history of transient ischemic attack (TIA- mini
stroke), and hemiplegia (loss of voluntary movement)
and hemiparesis (weakness) following cerebral infarct
(stoke).

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

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

(X5)
COMPLETION

DATE

R29’s care plan dated 2/21/26, indicated R29 was able
to safely use power wheelchair with interventions that
included provide verbal cues and reminders when
approaching elevator and use seat belt.

A therapy recommendation to nursing dated 2/19/26,
stated assist R29 to get into her power wheelchair use
seat belt, tilt power chair back slightly elevate
legs/feet pedals. However, review of R29’s electronic
medical record (EMR) failed to indicate a restraint
assessment was completed to ensure seat belt was not
considered a restraint for R29, in addition, R29’s EMR
lacked a physician order for seat belt use when in
power wheelchair.

On 3/9/26, at 1:25 p.m., R29 was observed in power
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20530 Continued from page 3
wheelchair with seat belt fastened. R29 stated she has
it on when in the power wheelchair.

20530
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R29 was observed with seat belt fastened when in
wheelchair on 3/10/26, at 11:51 a.m.; 3/10/26, at 2:02
p.m.; 3/11/26, at 7:29 a.m. and 3/11/26, at 10:16 a.m.

When interviewed on 3/11/26, at 10:17 a.m. nursing
assistant (NA)-B stated R29 required assistance to grab
the seat belt when putting on but R29 was able to
fasten and release the seat belt.

When interviewed on 3/11/26 at 10:30 a.m., registered
nurse (RN)-B stated the expectation was to obtain a
physician order for seat belt use in wheelchairs. RN-B
reviewed R29’s EMR lacked evidence of an order for a
seatbelt. RN-B stated she did not complete the
assessments, that would have been the director of
nursing (DON).

When interviewed on 3/11/26, at 10:52 a.m. DON stated
when a resident utilized a seat belt in the wheelchair
the expectation was there would be an order from the
physician and a restraint assessment to ensure the
resident was able to apply and remove the seat belt
independently to ensure it would not be considered a
restraint. DON reviewed R29’s EMR stated there was no
physician order, no documentation regarding an
assessment was completed. DON stated the therapy
recommendation to use the seatbelt in the power
wheelchair should have triggered the assessment to
completed and the physician order to be obtained.

R47’s quarterly MDS dated 1/12/26, indicated R47 was
cognitively intact and was dependent on staff for ADLs.
R47’s diagnoses included hemiplegia and hemiparesis
following cerebral infarct, cerebral palsy (movement
and posture disorder affects muscle tone, coordination
and balance), epilepsy, spondylosis (age related
degeneration of spine), and osteoarthritis.

Review of R47’s EMR failed to indicate a restraint
assessment was completed to ensure seat belt was not
considered a restraint for R47, in addition, R47’s EMR
lacked a physician order for seat belt use when in
power wheelchair. R47’s care plan did not address seat
belt use when in power wheelchair.
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20530 Continued from page 4

When interviewed on 3/10/26, at 3:20 p.m. NA-A stated
R47 used a seat belt when in the power wheelchair, R47
was able to remove it independently but had difficulty
applying the seat belt due to limited use of one arm.

20530
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When interviewed on 3/10/26, at 3:23 p.m. trained
medication assistant (TMA)-A stated R47 was unable to
apply the seat belt, had use of one hand but R47 was
able to remove the seat belt independently.

When interviewed on 3/11/26 at 10:52 a.m., DON stated
when a resident utilized a seat belt in the wheelchair
the expectation was there would be an order from the
physician and a restraint assessment to ensure the
resident was able to apply and remove the seat belt
independently to ensure it would not be considered a
restraint. DON reviewed R47’s EMR stated there was no
physician order, no documentation regarding an
assessment was completed. DON stated the therapy
recommendation to use the seat belt in the power
wheelchair should have triggered the assessment to
completed and the physician order to be obtained.

Facility restraint policy was requested; however, none
was received.

SUGGESTED METHOD OF CORRECTION: The director of nursing
(DON) or designee could review applicable policies and
procedures to ensure residents are assessed timely with
use of restraint devices, then provide staff education.
The quality assurance committee could monitor for
compliance.

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

21565 Administration of Medications Self Admin 21565

CFR(s): MN Rule 4658.1325 Subp. 4

Subp. 4. Self-administration. A resident may
self-administer medications if the comprehensive
resident assessment and comprehensive plan of care as
required in parts 4658.0400 and 4658.0405 indicate this
practice is safe and there is a written order from the
attending physician.

This LICENSURE REQUIREMENT is NOT MET as evidenced by:

Based on observations, interviews, and document review,
the facility failed to ensure that the residents'
ability to self-administer medications (SAM) was
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21565 Continued from page 5
assessed prior to leaving medications with the resident
for 2 of 2 residents (R11, R34), reviewed for
medications left at the bedside.

21565

R34's Medical Diagnosis page (print date of 3/11/26)
documented the following diagnoses: morbid obesity,
major depression, generalized anxiety, female stress
incontinence. A review of R34's last quarterly Minimum
Data Set (MDS) dated 2/09/26 indicated resident was
cognitively intact, moderate level of depression, and
required dependent with bathing / showering and
toileting hygiene. During observation and screening of
R34, on 3/9/26 at 1:26 p.m., it was noted R34 had a
bottle oy Nystatin powder (a prescription antifungal
medication used primarily to treat Candida infections
(yeast infections) of the mouth (thrush), skin, and
esophagus by disrupting fungal cell membranes) on a
table next to her bed. The bottle was noted to have had
a prescription label, now removed with only a strip of
yellow colored label left. R34 stated she uses it for
the rashes she get between the folds of her skin.
During further observations on 3/10/26 at 10:46 a.m.
the bottle was missing from resident's bedside table,
but on 3/11/26 at 8:22 a.m. the bottle of Nystatin
powder was again observed in R34's room. A review of
R34's electronic medical record, documented a
medication Self-Administration Safety Screen (SAM) - V
3 (dated 4/29/24) had been completed. However, R34's
was only approved for the following: cough drops,
Arnuity Ellipta Inhalation Aerosol Powder (reduces
airway inflammation to improve breathing, with a
typical dosage of one inhalation once daily), Albuterol
Sulfate Nebulization Solution (a prescription
bronchodilator used in a nebulizer machine to treat
asthma and COPD) and Flunisolide Nasal Solution (a
prescription corticosteroid spray used to treat
seasonal or perennial allergy symptoms). In review of
R34's Care Plan last revised 2/20/26, documented the
following: "I am at risk for alteration in skin
integrity related to: risk for skin fold intertrigo -
morbid obesity, altered gait and decreased
mobility..."AND"Resident wished to self administer
inhalers after staff set up."A review of R34's current
Physician Orders, the physician wrote: "Ok to self
administer inhalers after staff set up" (dated
1/26/26), where as the prior order, which was still
listed "May administer all medication after nurse has
prepared, including oral, inhalers and topical
medications" (dated 3/25/24).

Although, with the current Physician's Orders did
include R34 being able to self-administer her Nystatin
Powder with the order for topical medications, R34's
SAM assessment lacked identification of Nystatin being
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21565 Continued from page 6
listed in the assessment.

During interview on 3/10/26 at 3:24 p.m., trained
medication assistant (TMA)-A stated R34 is only allowed
to self-administer her inhalers. When asked about the
bottle of Nystatin powder in resident's room, TMA-A
stated "she can have 'sticky fingers' after taking a
shower, when to powder is applied". The facility's
director of nursing (DON) approached during this
interview and confirmed R34 had only been assessed for
cough drops and her inhalers.

During a further interview on 3/10/26 at 3:30 p.m., DON
had just returned with the bottle which only had the
yellow part of the pharmacy label attached. DON stated
not only did her current order not allow topical
medication, with the pharmacy lable missing, was the
bottle really hers. DON stated when she asked R34 where
the bottle of Nystatin came from, R34 stated a nurse
gave it to her 3 days ago. DON stated no resident
unless assessed should be administering any medication,
for their safety.

21565
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SUGGESTED METHOD OF CORRECTION: The director of nursing
(DON) or designee could review applicable policies and
procedures to ensure residents are assessed timely with
self administration of medications; then provide staff
education. The quality assurance committee could
monitor for compliance.

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

21610 Medicine Cabinet and Preparation Area;Storage 21610

CFR(s): MN Rule 4658.1340 Subp. 1

Subpart 1. Storage of drugs. A nursing home must store
all drugs in locked compartments under proper
temperature controls, and permit only authorized
nursing personnel to have access to the keys.

This LICENSURE REQUIREMENT is NOT MET as evidenced by:

Based on observation and interview, the facility failed
to ensure the medications were secured for 2 of 3
medication storage rooms. In addition, the facility
failed to secure a medication cart in public space for
17 residents. (R15, R62, R52, R57, R65, R64, R63, R53,
R54, R55, R13, R56, R58, R59, R61, R60, R33)

During observation on 3/9/2026 at 5:36 p.m., with
registered nurse (RN)-A of medication storage room the
mini-fridge that contained liquid lorazepam (controlled
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21610 Continued from page 7
medication used as sedative, antianxiety medication))
was unlocked. RN-A confirmed that it should have been
locked and reported the reason being "so no one can
come in and take it."

During observation on 3/09/2026 at 5:46 p.m., an
unlocked, brown, five drawered medication cart was
identified in the facility chapel.

In the top drawer:

-one medication cup contained a variety of forty-seven
full pills and four half pills

-One bottle of over the counter (OTC) allergy relief
60mg.

-One bottle of melatonin (sleep aid) 3mg expires 2/26,
one bottle B12 2500 mcg.

-One bottle of anti-fungal powder miconazole nitrate 2%
(helps treats rashes).

-One bottle diclofenac sodium top gel 1% (for minor
pain).

-One medication for R15: Refresh Classic lubricant eye
drops (for dry eyes) 29 single droplet vials.

21610
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In the third drawer:

- One medication card for R62: hyoscyamine sulfate (for
stomach and intestinal disorders) 0.125mg 30tablets.

- One medication card for R62: Xarelto (helps the blood
from clotting) 20mg 14 tablets.

- One medication card for R62: cyclobenzaprine (muscle
relaxant) 10mg 29 tablets.

- One medication card for R62: famotidine (helps
control stomach acid) 20mg 19 tablets.

- One medication for R62: Refresh Classic (for dry
eyes) lubricant eye drops 29 single droplet vials.

- One medication card for R52: sertraline
(antidepressant) HCL 50mg 27 tablets.

- One medication card for R52: trazadone
(antidepressant) HCL 50mg 14 tablets.

- One medication card for R57: metformin (for diabetes)
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21610 Continued from page 8
1000mg 25 tablets.

- One medication card for R65: furosemide (helps body
remove excess fluid) 20mg 14 tablets.

- One partial bottle for R64: of Antacid EL 300mg
tablets.

- One bottle for R64: liquid Guaifenesin-DM (helps
control coughs) 100-10 MG/5ml.

- One bottle for R63: Geri-Kott (helps with
constipation).

- One bottle for R63: mag chloride 64mg (teats stomach
acid).

- One bottle for R63: ibuprofen 20mg (for minor pain
relief).

- One bottle for R63: aspirin 325mg (for minor pain
relief).

- One bottle for R63: vitamin E 450mg.

- One box for R63: labeled Acetaminophen suppository
which contained: two suppository of Acetaminophen 650mg
(for pain relief), four bisacodyl 10mg suppositories
(for constipation).

- One tube for R63: "Skin Repair Cream"

- One bottle for R63: of Neilmed Clearcanal Earwax
Softner.
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In the fourth drawer:

-One Spiriva Handihaler (inhaler to help lungs be
healthier).

-One box of Novofine 30 needle tips.

In the fifth drawer

-One medication card for R65’s: amlodipine besylate
(heart medication) 5mg 14 tablets.

- One medication card for R65: furosemide (helps body
remove excess fluid) 20mg 15 tablets.

- One medication card for R62: metoprolol SU (heart
medication) 25mg 12 tablets.
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21610 Continued from page 9 21610

- One medication card for R62: gabapentin (treats nerve
pain) 300mg 29 tablets.

- One medication card for R62: oxybutynin cl (helps the
bladder control urine flow) er10mg 12 tablets.

- One medication card for R62: famotidine (helps
control stomach acid) 20mg 22 tablets.

- One medication card for R62: furosemide (helps body
remove excess fluid) 40mg 12 tablets.

- One medication card for R62: metformin HCL (helps
with diabetes) 500mg 28 tablets.

- One medication card for R62: omeprazole (helps with
stomach acid) 40mg 29 caps.

- One medication card for R53’s: lisinopril (helps with
high blood pressure) 40mg 24 tablets.

- One medication card for R53’s: furosemide (helps body
remove excess fluid) 40mg 25 tablets.

- One medication card for R53’s: Glipizide (to help
with diabetes) ER 10mg 25 tablets.

- One medication card for R53’s: amitriptyline
(antidepressant) HCL 25mg 25.

-One medication card for -R53’s: Tamsulosin (helps with
prostate) HCL 0.4mg 25 caps.

- One medication card for R53: metformin (helps with
diabetes) HCL 1000mg 24 tablets.

- One medication card for R53’s: metoprolol succinate
(for the heart) 50mg 24 tablets.

- One medication card for R53’s: metoprolol succinate
(for the heart) 50mg 24 1/2 tablets.

- One medication card for R54: Fluoxetine
(antidepressant) 40mg 6 caps.

- One medication card for R55’s Ramelton (helps people
fall asleep faster) 8mg 13 tablets.

- One medication card for R13’s: oxcarbazepine (for
seizures) 600mg 28 tablets.

- One medication card for R13’s: oxcarbazepine 9for
seizures) 600mg 28 and a half tablets.
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- Three medication card for R52: divalproex sodium DR
(used for seizures or mental illness) 125mg 26 total
tablets,

- One medication card for R52: divalproex sodium DR
125mg 9 caps.

- One medication card for R52: divalproex sodium DR
125mg 11caps.

- One medication card for R52: divalproex sodium DR
125mg 25 tablets.

-One medication card for R52: divalproex sodium DR
125mg 30 tablets.

- One medication card for R52: divalproex sodium DR
125mg 23 tablets.

- One medication card for R52: Gabapentin (used for
nerve pain) 300mg 23 tablets.

- One medication card for R56: levothyroxine (to help
the thyroid gland) 88mcg 13 tablets.

- One medication card for R58: Quetiapine (treats
mental illness) 25mg 13 tablets.

- One medication card for R59: ketorolac tromethamine
(used for moderate pain) 10mg tab 4 tablets.

- One medication card for R60: Eliquis (helps blood
from clotting) 2.5mg 14 tablets.

- One medication card for R33: metoprolol tart (heart
medication) 100mg 29 tablets.

- One medication card for R61: tamsulosin HCL (helps
the prostate) 0.4mg 14 caps.

- Twelve sealed Quick Cath needles.

- Three sealed TB Safety Syrine 25 gauge needles.

- One sealed Safety Syringe 1ml needle.

- Three loose safety needles.

- One sealed 25g butterfly catheter.
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During an interview on 3/09/2026 at 7:00 p.m., DON
confirmed that the medication cart was unlocked and
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21610 Continued from page 11
should not be stored in chapel. DON confirmed that
there were medications from current and discharged
patients. DON indicated her expectation was medications
should be destroyed after discontinued or resident was
discharged, unless pharmacy identified medication could
be returned. DON stated it was important to lock up
medications, so residents, staff and visitors did not
have access to medications or needles stored in the
medication cart, which could harm or injure them. DON
reported that the Associate Director of Nursing (ADON)
used the med cart for training purposes.

21610

During an interview on 3/09/2026 at 7:08 p.m., ADON
confirmed medication cart was being used as training
material for a trained Medication Administration (TMA)
course. ADON confirmed the medication cart was unlocked
and they did not have a key to lock it. ADON confirmed
there was medication from current and discharged
residents in the med cart. ADON confirmed medications
of current and discharged residents should not be used
for training purposes due to privacy violations and
risks of medication diversion. ADON reported
medications had been stored in the unlocked medication
cart since 3/4/26.

During interview on 3/11/2026 at 12:22 p.m., with
consulting pharmacist (CP) she confirmed that lorazepam
should be double locked. CP confirmed med room door
should be locked with a lock on the fridge door.

During interview on 3/11/2026 at 1:03 p.m., Director of
Nursing (DON) reported the expectation was that the
fridge should be locked per Policy. DON reported this
is because medication could be diverted to either
residents or staff if it is not double locked.

During a phone interview on 3/11/2026 at 12:22 p.m., CP
confirmed expectation was med carts should be locked
when not being used and discontinued medication should
be destroyed and not be used for training purposes. CP
reported that she was not aware there was an unlocked
med cart in the chapel with discontinued medications
being used for training purposes. CP confirmed that
having unsecured medications in a public space could
lead to medication diversion.

During a follow up interview on 3/11/2026 at 1:03 p.m.,
Director of Nursing (DON) reported the expectation was
that the mini fridge with lorazepam should be locked
per Policy. DON reported this is because medication
could be diverted to either residents or staff if it is
not locked.

The facility policy title Controlled Substance
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Management revised 8/7/24, identified storage of
medications listed in Schedules II, III, IV, and V
under double lock, separate from other medications.
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21615

SUGGESTED METHOD OF CORRECTION: The administrator or
designee could develop/revise and implement policies
and procedures for proper medication storage and
educate staff on those policies. The quality assessment
and assurance committee could perform random audits to
ensure compliance.

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

MedicineCabinet & Preparation Area;ScheduleII 21615

CFR(s): MN Rule 4658.1340 Subp. 2

Subp. 2. Storage of Schedule II drugs. A nursing home
must provide separately locked compartments,
permanently affixed to the physical plant or medication
cart for storage of

controlled drugs listed in Minnesota Statutes, section
152.02, subdivision 3.

This LICENSURE REQUIREMENT is NOT MET as evidenced by:

Based on observation and interview, the facility failed
to ensure the medications were secured for 2 of 3
medication storage rooms. In addition, the facility
failed to secure a medication cart in public space for
17 residents. (R15, R62, R52, R57, R65, R64, R63, R53,
R54, R55, R13, R56, R58, R59, R61, R60, R33)

Observation on 3/9/26, at 12:22 p.m. third floor there
was a nurses station, to the left of the nurses desk
was a medication room, the door to the medication room
was observed to be open, there were no nurses observed
in the area. Observed full size and mini refrigerators
(fridge) in the medication room, there was no locks
observed on either refrigerator.

Observation on 3/9/26, at 12:25 p.m. facility
administrator office was next to the medication room,
administrator walked out of the office past the open
medication room. No nurse was observed in the area.

Observation on 3/9/26, at 12:37 p.m. facility dietary
manager walked past the open medication room. No nurse
was observed in the area.
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Observation on 3/9/26, at 12:39 p.m. licensed practical
nurse (LPN)-A walked past open medication room into
nurses room, grabbed a meal tray, walked back past open
medication room, door remained open. LPN-A left view of
medication room.

21615
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Observation on 3/9/26, at 12:39 p.m. nursing assistant
(NA)-C walked past open medication room, sat at the
desk across from the open medication door. No nurse was
observed in area of medication room.

Observation on 3/9/26, at 12:40 p.m. LPN-A walked back
past the open medication room door to the nurses room,
sat down at desk.

On 3/9/26, at 12:42 p.m. resident wheeled past nurses
station in power wheelchair.

When interviewed on 3/9/26, at 12:47 p.m. LPN-A stated
the medication room contained treatment supplies and
extra medications for residents. LPN-A stated the
medication room door was usually left open when the
nurses were near the room, so nurses were able to enter
the room without having to repeatedly use the key to
unlock it. Reviewed content of medication room with
LPN-A after entering the room through the open door,
directly in front of the open door there was a black
medication disposal bin, next to the black bin was a
full-size fridge that contained supplements. To the
left of the full-size fridge was a cabinet with a mini
fridge on top, there was no lock located on the mini
fridge. Reviewed contents of mini fridge with LPN-A,
located bottle of liquid lorazepam (controlled
medication used as sedative, antianxiety medication) in
the door, no lockbox was located inside the mini
fridge. LPN-A stated lorazepam was able to be stored in
the unlocked medication fridge When asked about open
medication room door LPN-A stated “Oh was it” then
stated the door should have been shut when not in view
of the medication room.

When interviewed on 3/11/26, at 11:15 a.m. director of
nursing stated the medication room door was expected to
be closed when the nurse was not in the room or within
direct eyesight of the medication room. DON stated the
only staff authorized to have keys and access the
medication was the nurses and trained medication aides
(TMAs). DON stated narcotics/controlled medications
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21615 Continued from page 14
that included lorazepam were not to be stored in the
third floor medication room, there was not lock on the
mini fridge on that floor. Those medications were to be
stored in the second floor medication room that did
have a locked medication fridge. DON stated without the
locked fridge the lorazepam was not secured with two
separate locks, it definitely was not secured with two
different locks with the medication room door being
left open with no nurse/TMA in the room or in direct
eyesight. DON stated it was important to secure the
medication room and narcotic/controlled medications for
safety and to decrease risk of diversion by a resident
or an unauthorized staff member.

21615

When interviewed on 3/11/26, at 12:30 p.m. consultant
pharmacist (CP) stated doors to medications were
expected to be shut and locked if nurse/TMA is not
inside the room or in direct view of the room. CP
stated lorazepam was required to be in medication
fridge with either a locked fridge door or a secured
lock box located inside the fridge for safety, decrease
diversion. CP stated medication room doors left open
was an unacceptable process.

Facility Medication Storage policy revision date of
2/12/24, indicated compartments containing medications
should be locked when not in use. Medications that
required refrigeration should be stored in the
refrigerator. All controlled drugs are stored under
double-lock and key.

SUGGESTED METHOD OF CORRECTION: The administrator or
designee could develop/revise and implement policies
and procedures for proper medication storage of
schedule 2 medications and educate staff on those
policies. The quality assessment and assurance
committee could perform random audits to ensure
compliance.

TIME PERIOD FOR CORRECTION: Twenty-one (21) days.
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K0000 INITIAL COMMENTS K0000 04/10/2026

An annual fire safety recertification survey was
conducted by the Minnesota Department of Public Safety,
State Fire Marshal Division on 03/10/2026. At the time
of this survey, Fair Oaks Nursing & Rehab-Bldg 01 was
found not in compliance with the requirements for
participation in Medicare/Medicaid at 42 CFR, Subpart
483.70(a), Life Safety from Fire, and the 2012 edition
of National Fire Protection Association (NFPA) 101,
Life Safety Code (LSC), Chapter 19 Existing Health Care
and the 2012 edition of NFPA 99, the Health Care
Facilities Code.

THE FACILITY'S POC WILL SERVE AS YOUR ALLEGATION OF
COMPLIANCE UPON THE DEPARTMENT'S ACCEPTANCE. YOUR
SIGNATURE AT THE BOTTOM OF THE FIRST PAGE OF THE
CMS-2567 FORM WILL BE USED AS VERIFICATION OF
COMPLIANCE.

UPON RECEIPT OF AN ACCEPTABLE POC, AN ONSITE REVISIT OF
YOUR FACILITY MAY BE CONDUCTED TO VALIDATE THAT
SUBSTANTIAL COMPLIANCE WITH THE REGULATIONS HAS BEEN
ATTAINED IN ACCORDANCE WITH YOUR VERIFICATION.

PLEASE RETURN THE PLAN OF CORRECTION FOR THE FIRE
SAFETY DEFICIENCIES (K-TAGS) TO:

IF PARTICIPATING IN THE E-POC PROCESS, A PAPER COPY OF
THE PLAN OF CORRECTION IS NOT REQUIRED.

Healthcare Fire Inspections

State Fire Marshal Division

445 Minnesota St., Suite 145

St. Paul, MN 55101-5145, OR

By email to:

FM.HC.Inspections@state.mn.us

THE PLAN OF CORRECTION FOR EACH DEFICIENCY MUST INCLUDE
ALL OF THE FOLLOWING INFORMATION:

1. A detailed description of the corrective action

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 reverse for further 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.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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K0000 Continued from page 1
taken or planned to correct the deficiency.

K0000

2. Address the measures that will be put in place to
ensure the deficiency does not reoccur.

3. Indicate how the facility plans to monitor future
performance to ensure solutions are sustained.

4. Identify who is responsible for the corrective
actions and monitoring of compliance.

5. The actual or proposed date for completion of the
remedy.

Fair Oaks Nursing & Rehab was constructed at four
different times. In 1995 the kitchen and dining
building 01 was constructed to the west of the 1965
building and is a 2-story addition that was determined
to be of Type IV(2HH) construction. It is separated by
a 10-foot enclosed walkway and a 2-hour fire barrier.
No sleeping rooms are in this building. The original
building (02 Main Building) was constructed in 1965,
was determined to be of Type II (222) construction, and
has a wood roof system that meets NFPA 101 Sec
19.1.6.2. In 1972 a 3-story addition was constructed to
the east of the original building that is a 3-story
building; no basement was determined to be of Type II
(222) construction, and it has a wood roof system that
meets NFPA 101 Sec 19.1.6.2. In 1976, a 2-story
addition was constructed to the south that was
determined to be of Type II(222) construction. The
facility was surveyed as two buildings.

The facility is completely sprinkler protected with a
dry pipe system and a wet pipe system. The facility has
smoke detection in the corridor system, in all areas
open to the corridor, in all common areas, and in all
sleeping rooms that are on the facility's fire alarm
system that has automatic fire department notification.

The facility has a capacity of 65 beds and had a census
of 43 at the time of the survey.

The requirement at 42 CFR, Subpart 483.70(a) is NOT MET
as evidenced by:

K0353
SS = D

Bldg. 01

Sprinkler System - Maintenance and Testing

CFR(s): NFPA 101

Sprinkler System - Maintenance and Testing

Automatic sprinkler and standpipe systems are
inspected, tested, and maintained in accordance with

K0353 Fire suppression system was inspected 3/11/2026. Cart
was removed immediately upon identification.

A facility audit was completed to determine no items
were blocking or being stored in the fire sprinkler
riser room.

Maintenance staff was educated regarding the fire

04/10/2026
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Continued from page 2
NFPA 25, Standard for the Inspection, Testing, and
Maintaining of Water-based Fire Protection Systems.
Records of system design, maintenance, inspection and
testing are maintained in a secure location and readily
available.

a) Date sprinkler system last checked
_____________________

b) Who provided system test
____________________________

c) Water system supply source
__________________________

Provide in REMARKS information on coverage for any
non-required or partial automatic sprinkler system.

9.7.5, 9.7.7, 9.7.8, and NFPA 25

This STANDARD is NOT MET as evidenced by:

Based on observation and staff interview, the facility
failed to maintain the fire sprinkler system per NFPA
101 (2012 edition), Life Safety Code, section 9.7.5,
and NFPA 25 (2011 edition), Standard for the
Inspection, Testing, and Maintenance of Water-Based
Fire Protection Systems, section 13.2.3. This deficient
finding could have an isolated impact on residents
within the facility.

Findings include:

On 03/10/2026 at 10:56 AM, it was revealed by
observation that a wheeled cart with food supplies was
being stored in the fire sprinkler riser room blocking
access to the fire sprinkler system.

An interview with the Maintenance Director verified
this deficient finding at the time of discovery.
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K0353 Continued from page 2
suppression system requirements as well as not storing
items in the fire sprinkler room.

Audits of TELS system will be completed to monitor fire
suppression system being completed quarterly.
Additional audit will be completed in the fire
sprinkler riser room to validate no storage of carts
occurring. Results of audits will be reviewed by
Maintenance director and the quality assurance
committee to determine need for ongoing auditing

(X5)
COMPLETION

DATE
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An annual fire safety recertification survey was
conducted by the Minnesota Department of Public Safety,
State Fire Marshal Division on 03/10/2026. At the time
of this survey, Fair Oaks Nursing & Rehab-Bldg 02 was
found not in compliance with the requirements for
participation in Medicare/Medicaid at 42 CFR, Subpart
483.70(a), Life Safety from Fire, and the 2012 edition
of National Fire Protection Association (NFPA) 101,
Life Safety Code (LSC), Chapter 19 Existing Health Care
and the 2012 edition of NFPA 99, the Health Care
Facilities Code.

THE FACILITY'S POC WILL SERVE AS YOUR ALLEGATION OF
COMPLIANCE UPON THE DEPARTMENT'S ACCEPTANCE. YOUR
SIGNATURE AT THE BOTTOM OF THE FIRST PAGE OF THE
CMS-2567 FORM WILL BE USED AS VERIFICATION OF
COMPLIANCE.

UPON RECEIPT OF AN ACCEPTABLE POC, AN ONSITE REVISIT OF
YOUR FACILITY MAY BE CONDUCTED TO VALIDATE THAT
SUBSTANTIAL COMPLIANCE WITH THE REGULATIONS HAS BEEN
ATTAINED IN ACCORDANCE WITH YOUR VERIFICATION.

PLEASE RETURN THE PLAN OF CORRECTION FOR THE FIRE
SAFETY DEFICIENCIES (K-TAGS) TO:

IF PARTICIPATING IN THE E-POC PROCESS, A PAPER COPY OF
THE PLAN OF CORRECTION IS NOT REQUIRED.

Healthcare Fire Inspections

State Fire Marshal Division

445 Minnesota St., Suite 145

St. Paul, MN 55101-5145, OR

By email to:

FM.HC.Inspections@state.mn.us

THE PLAN OF CORRECTION FOR EACH DEFICIENCY MUST INCLUDE
ALL OF THE FOLLOWING INFORMATION:

1. A detailed description of the corrective action

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 reverse for further 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.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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K0000 Continued from page 1
taken or planned to correct the deficiency.

K0000

2. Address the measures that will be put in place to
ensure the deficiency does not reoccur.

3. Indicate how the facility plans to monitor future
performance to ensure solutions are sustained.

4. Identify who is responsible for the corrective
actions and monitoring of compliance.

5. The actual or proposed date for completion of the
remedy.

Fair Oaks Nursing & Rehab was constructed at four
different times. The original building (02 Main
Building) was constructed in 1965, was determined to be
of Type II (222) construction, and has a wood roof
system that meets NFPA 101 Sec 19.1.6.2. In 1972 a
3-story addition was constructed to the east of the
original building with no basement and was determined
to be of Type II (222) construction. It has a wood roof
system that meets NFPA 101 Sec 19.1.6.2. In 1976, a
2-story addition was constructed to the south that was
determined to be of Type II (222) construction. The
facility was surveyed as two buildings.

The facility is completely sprinkler protected with a
dry pipe system and a wet pipe system. The facility has
smoke detection in the corridor system, in all areas
open to the corridor, in all common areas, and in all
sleeping rooms that are on the facility's fire alarm
system that has automatic fire department notification.

The facility has a capacity of 65 beds and had a census
of 43 at the time of the survey.

The requirement at 42 CFR, Subpart 483.70(a) is NOT MET
as evidenced by:

K0321
SS = D

Hazardous Areas - Enclosure

CFR(s): NFPA 101

Hazardous Areas - Enclosure

Hazardous areas are protected by a fire barrier having
1-hour fire resistance rating (with 3/4 hour fire rated
doors) or an automatic fire extinguishing system in
accordance with 8.7.1 or 19.3.5.9. When the approved
automatic fire extinguishing system option is used, the
areas shall be separated from other spaces by smoke
resisting partitions and doors in accordance with 8.4.
Doors shall be self-closing or automatic-closing and

K0321 Room 329 is no longer being used as storage.

A facility audit was completed to determine no other
doors required a self-closer added

Maintenance staff was educated regarding doors being
used for storage require a self-closing mechanism.

Audits of doors identified will be completed monthly.
Results of audits will be reviewed by Maintenance
director and the quality assurance committee to
determine need for ongoing auditing

04/10/2026
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Continued from page 2
permitted to have nonrated or field-applied protective
plates that do not exceed 48 inches from the bottom of
the door.

Describe the floor and zone locations of hazardous
areas that are deficient in REMARKS.

19.3.2.1, 19.3.5.9

K0321
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Area Automatic Sprinkler Separation N/A

a. Boiler and Fuel-Fired Heater Rooms

b. Laundries (larger than 100 square feet)

c. Repair, Maintenance, and Paint Shops

d. Soiled Linen Rooms (exceeding 64 gallons)

e. Trash Collection Rooms

(exceeding 64 gallons)

f. Combustible Storage Rooms/Spaces

(over 50 square feet)

g. Laboratories (if classified as Severe

Hazard - see K322)

This STANDARD is NOT MET as evidenced by:

Based on observation and staff interview, the facility
failed to maintain hazardous areas per NFPA 101 (2012
edition), Life Safety Code, section 19.3.2.1.3. This
deficient finding could have an isolated impact on
residents within the facility.

Findings include:

On 03/10/2026 at 11:42 AM, it was revealed by
observation that Room 329 was being used to store
mattresses and the door for the room was not
self-closing.

An interview with the Maintenance Director verified
this deficient finding at the time of discovery.

K0920
SS = E

Bldg. 02

Electrical Equipment - Power Cords and Extens

CFR(s): NFPA 101

K0920 Both extension cords have been removed.

A facility audit was completed to determine if other
extension cords were being used for fixed wiring

04/10/2026
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Bldg. 02

Continued from page 3
Electrical Equipment - Power Cords and Extension Cords

Power strips in a patient care vicinity are only used
for components of movable patient-care-related
electrical equipment (PCREE) assembles that have been
assembled by qualified personnel and meet the
conditions of 10.2.3.6. Power strips in the patient
care vicinity may not be used for non-PCREE (e.g.,
personal electronics), except in long-term care
resident rooms that do not use PCREE. Power strips for
PCREE meet UL 1363A or UL 60601-1. Power strips for
non-PCREE in the patient care rooms (outside of
vicinity) meet UL 1363. In non-patient care rooms,
power strips meet other UL standards. All power strips
are used with general precautions. Extension cords are
not used as a substitute for fixed wiring of a
structure. Extension cords used temporarily are removed
immediately upon completion of the purpose for which it
was installed and meets the conditions of 10.2.4.

10.2.3.6 (NFPA 99), 10.2.4 (NFPA 99), 400-8 (NFPA 70),
590.3(D) (NFPA 70), TIA 12-5

This STANDARD is NOT MET as evidenced by:

Based on observation and staff interview, the facility
failed to properly use extension cords per NFPA 70
(2011 edition), National Electrical Code, section
400.8(1). These deficient findings could have a
patterned impact on residents within the facility.

Findings include:On 03/10/2026 at 11:18 AM, it was
revealed by observation that an extension cord was
being used as a substitute for fixed wiring to provide
power to a fan in the main level Mechanical Room.On
03/10/2026 at 11:18 AM, it was revealed by observation
that an extension cord was being used as a substitute
for fixed wiring to provide power to a scale in the 3rd
floor dining area. An interview with the Maintenance
Director verified these deficient findings at the time
of discovery.

ID
PREFIX

TAG

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

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

K0920 Continued from page 3

All staff were educated regarding inappropriate use of
extension cords

Audits regarding extension cords will be completed
monthly. Results of audits will be reviewed by
Maintenance director and the quality assurance
committee to determine need for ongoing auditing
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