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Electronically delivered

August 27, 2015

Mr. Mathew Bedard, Administrator

Langton Place

1910 West County Road D

Roseville, Minnesota  55112

**This letter redacts and replaces the letter dated August 26, 2015. **

RE: Project Number   

Dear Mr. Bedard:

On August 13, 2015,  a standard survey was completed at your facility by the Minnesota Departments

of Health and Public Safety to determine if your facility was in compliance with Federal participation

requirements for skilled nursing facilities and/or nursing facilities participating in the Medicare and/or

Medicaid programs.    

We are pleased to inform you that this survey resulted in no deficiencies being issued.

The Federal Form CMS-2567 is being electronically delivered.

Please note, it is your responsibility to share the information contained in this letter and the results of

this visit with the President of your facility's Governing Body.

Feel free to contact me if you have questions.

Sincerely,

Kate JohnsTon, Program Specialist

Licensing and Certification Program

Health Regulation Division   

kate.johnston@state.mn.us

Telephone: (651) 201-3992     Fax: (651) 215-9697

Enclosure (s)

cc:  Licensing and Certification File 

Protecting, Maintaining and Improving the Health of Minnesotans

_____________________________________________________________________________________________________________

Minnesota Department of Health • Health Regulation Division 

General Information: 651-201-5000 • Toll-free: 888-345-0823

http://www.health.state.mn.us
An  equal opportunity employer
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