m DEPARTMENT
OF HEALTH
Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically delivered
May 22, 2026

Administrator

Good Shepherd Lutheran Home
800 HOME STREET, BOX 747
RUSHFORD, MN 55971

RE: CCN:245393
Cycle Start Date: May 12, 2026

Dear Administrator:

On May 12, 2026, a 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.

This survey found the most serious deficiencies in your facility to be isolated deficiencies that constituted no actual
harm with potential for more than minimal harm that was not immediate jeopardy (Level D), as evidenced by the
electronically attached CMS-2567 whereby corrections are required.

ELECTRONIC PLAN OF CORRECTION (ePoC)

Within ten (10) calendar days after your receipt of this notice, you must submit an acceptable ePOC for the
deficiencies cited. An acceptable ePOC will serve as your allegation of compliance. Upon receipt of an acceptable
ePOC, we will authorize a revisit to your facility to determine if substantial compliance has been achieved.

To be acceptable, a provider's ePOC must include the following:

 How corrective action will be accomplished for those residents found to have been affected by the deficient
practice.

* How the facility will identify other residents having the potential to be affected by the same deficient practice.
What measures will be put into place, or systemic changes made, to ensure that the deficient practice will not
recur.

* How the facility will monitor its corrective actions to ensure that the deficient practice is being corrected and
will not recur.

* The date that each deficiency will be corrected.

* An electronic acknowledgement signature and date by an official facility representative.

The state agency may, In lieu of an onsite revisit, determine correction and compliance by accepting the facility's
ePoC if the ePoC is reasonable, addresses the problem and provides evidence that the corrective action has
occurred.



If an acceptable ePoC is not received within 10 calendar days from the receipt of this letter, we will recommend to
the CMS Region V Office that one or more of the following remedies be imposed:

. Denial of payment for new Medicare and Medicaid admissions (42 CFR 488.417);

. Civil money penalty (42 CFR 488.430 through 488.444).

. Termination of your facility’s Medicare and/or Medicaid agreement (488.456(b)).
DEPARTMENT CONTACT

Questions regarding this letter and all documents submitted as a response to the resident care deficiencies (those
preceded by an "F" and/or an "E" tag), I.e., the plan of correction should be directed to:

Jennifer Kolsrud Brown, RN, Regional Operations Supervisor
Rochester District Office

Health Regulation Division

Minnesota Department of Health

3425 40th Avenue NW, Suite 115

Rochester, MN 55901

Email: jennifer.kolsrud@state.mn.us

Office: (507) 206-2727

PRESUMPTION OF COMPLIANCE - CREDIBLE ALLEGATION OF COMPLIANCE

The facility's ePoC will serve as your allegation of compliance upon the Department's acceptance. In order for your
allegation of compliance to be acceptable to the Department, the ePoC must meet the criteria listed in the plan of
correction section above. You will be notified by the Minnesota Department of Health, Licensing and Certification
Program staff and/or the Department of Public Safety, State Fire Marshal Division staff, if your ePoC for the
respective deficiencies (if any) is acceptable.

VERIFICATION OF SUBSTANTIAL COMPLIANCE

Upon receipt of an acceptable ePoC, a Post Certification Revisit (PCR), of your facility will be conducted to validate
that substantial compliance with the regulations has been attained in accordance with your verification.

If substantial compliance has been achieved, certification of your facility in the Medicare and/or

Medicaid program(s) will be continued and remedies will not be imposed. Compliance is certified as of the latest
correction date on the approved ePoC, unless it is determined that either correction actually occurred between the
latest correction date on the ePoC and the date of the first revisit, or correction occurred sooner than the latest
correction date on the ePoC.

FAILURE TO ACHIEVE SUBSTANTIAL COMPLIANCE BY THE THIRD OR SIXTH MONTH AFTER THE LAST
DAY OF THE SURVEY



If substantial compliance with the regulations is not verified by August 12, 2026 (three months after the identification
of noncompliance), the CMS Region V Office must deny payment for new admissions as mandated by the Social
Security Act (the Act) at Sections 1819(h)(2)(D) and 1919(h)(2)(C) and Federal regulations at 42 CFR Section
488.417(b).

In addition, if substantial compliance with the regulations is not verified by November 12, 2026 (six months after the
Identification of noncompliance) your provider agreement will be terminated. This action is mandated by the Social
Security Act at Sections 1819(h)(2)(C) and 1919(h)(3)(D) and Federal regulations at 42 CFR Sections 488.412 and
488.456.

Please note that this notice does not constitute formal notice of imposition of alternative remedies or
termination of your provider agreement. Should the Centers for Medicare & Medicaid Services determine
that termination or any other remedy is warranted, it will provide you with a separate formal notification of
that determination.

INFORMAL DISPUTE RESOLUTION (IDR)

In accordance with 42 CFR 488.331 and Minnesota Statute 144A.10 subd 15, you have one opportunity to question
cited deficiencies through an informal dispute resolution process. You are required to send your written request,
along with the specific deficiencies being disputed, and an explanation of why you are disputing those deficiencies,
to: https://forms.web.health.state.mn.us/form/NHDisputeResolution

This request must be sent within the same ten calendar days you have for submitting an ePoC for the cited
deficiencies. Please note that the failure to complete the informal dispute resolution process will not delay the dates
specified for compliance or the imposition of remedies.

A copy of the Department’s informal dispute resolution policies is posted on the MDH Information Bulletin website
at: https://www.health.state.mn.us/facilities/regulation/infobulletins/ib04 _8.html|

INDEPENDENT INFORMAL DISPUTE RESOLUTION (INDEPENDENT IDR)

In accordance with 42 CFR § 488.431 and Minnesota Statute 144A.10 subd 16, when a CMP subject to being
collected and placed in an escrow account is imposed, you have one opportunity to question cited deficiencies
through an Independent IDR process. You may also contest scope and severity assessments for deficiencies which
resulted in a finding of SQC or immediate jeopardy. You are required to send your written request, along with the
specific deficiencies being disputed, and an explanation of why you are disputing those deficiencies, to: https.//
forms.web.health.state.mn.us/form/NHDisputeResolution

A facility may not use both IDR and independent IDR for the same deficiency citation(s) arising from the same
survey unless the IDR process was completed prior to the imposition of the CMP. This request must be sent within
ten calendar days of receipt of this offer. An incomplete Independent IDR process will not delay the effective date of
any enforcement action.

Questions regarding all documents submitted as a response to the Life Safety Code deficiencies (those preceded
by a "K" tag), I.e., the plan of correction, request for waivers, should be directed to:



Travis Z. Ahrens

State Fire Safety Supervisor

Health Care & Correctional Facilities

MN Department of Public Safety-Fire Marshal Division
445 Minnesota St., Suite 145

St. Paul, MN 55101

Email: travis.ahrens@state.mn.us

Web: www.sfm.dps.mn.gov

Cell: 1-507-308-4189

Feel free to contact me If you have questions.

Sincerely,

W-ig

Melissa Poepping, Compliance Analyst

Federal Enforcement | Health Regulation Division
Minnesota Department of Health

P.O. Box 64900

Saint Paul, Minnesota 55164-0970

Phone: 651-201-4117

Email: Melissa.Poepping@state.mn.us
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EO0O0O Initial Comments EOO0O00 05/22/2026

On 5/11/56-5/12/26, a survey for compliance with
CFR 8483.73, Appendix Z, Emergency Preparedness
Requirements was conducted during a standard
recertification survey. The facility was IN

compliance.

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 recelipt of the electronic documents.

FOO000 INITIAL COMMENTS FO000 05/29/2026

On 5/11/26-5/12/26, a federal recertification survey
was conducted using the Risk-Based Survey (RBS)
process at your facility. Your facility was NOT in
compliance with 842 CFR 483, Subpart B,
Requirements for Long Term Care Facilities.

The following complaints were reviewed:
H53932044C (IQIES #2795697 ), H53932043C (IQIES
#3005095) . NO deficiencies were cited.

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

FO677 ADL Care Provided for Dependent Residents FO677 Corrective Action: 06/26/2026
SS=D
CFR(s): 483.24(a)(2)
After it was brought to the attention of staff by the
§483.24(a)(2) A resident who is unable to carry out surveyor, the LPN on duty went in and cleaned and

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

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 22E932-H1 Facility ID: 00123 If continuation sheet Page 1 of 7
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FO677 Continued from page 1 FO677 Continued from page 1
SS=D activities of daily living receives the necessary trimmed R7’s fingernails.

services to maintain good nutrition, grooming, and
personal and oral hygiene,
|dentification:
This REQUIREMENT is NOT MET as evidenced by:
All residents residing in the facility that are
Based on observation, interview, and document dependent in the ability to provide independent
review, the facility failed to ensure routine personal personal hygiene.
hygiene (i.e., nail care) was completed and provided
for 1 of 1 resident (R7) reviewed for activities of daily

living (ADLs) and who was dependent on staff for Measures:
their care.
Current Nall Care and Manicures Policy/Procedure
Findings Include: was reviewed as well as the NA/R Bath Day
worksheet. No changes were indicated. All Nursing
R7’s comprehensive Minimum Data Set (MDS) Assistants were re-educated on Good Shepherd
assessment, dated 4/3/26, identified R7 had severe Lutheran Service’s policies and procedures
cognitive impairment, and was dependent for regarding nail care.

personal hygiene which include nails care.

R7’s care plan dated 3/8/24 indicated bath and Monitoring:
nailcare will be offered by nurse aid every week.
Random nail inspection audits will be performed

R7s electronic medical record (EMR) lacked weekly twice a week x 4 weeks then weekly x 2, then every
nail care provided with baths. other week x 2 and as needed thereafter based on
the results of the audits. Results will be reviewed
Facility Nursing Assistant Bath Day sheet dated during quarterly QA meeting.
5/7/26 indicated nails were cleaned and not needed
to be clipped.
Responsible Person(s):
During an observation on 05/11/26 10:34 a.m., R7 Nursing Assistants and floor Nurses will be
was found sitting in the dining room with noted long responsible for ensuring resident's nails are cleaned
fingernails grown passed fingertips curving and trimmed. RN Quality Improvement Coordinator
downward and visible dark matter under the will perform random audits to ensure nail care is
fingernails. being completed and will provide follow up

education with individual staff when indicated based
on findings. Audits will further be reviewed and
During an observation on 05/12/26 9:07 a.m., R7 monitored by the Director of Nursing.
was assisted back from breakfast by licensed
practical nurse, (LPN)-A. R 7’s fingernails remained
unchanged in length with noted half of a fingernail
broken off a finger on the right hand.

During an interview on 05/12/26 9:08 a.m., LPN-A
verified R7's fingernails are long, they should have
been completed last week.

During an interview on 05/12/26 at 9:17 a.m., case
manager and registered nurse (RN)- A confirmed,

R7’s fingernails were long and stated, it was
unacceptable.

Facility policy titled, Nursing Assistants Policies,
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FO677 Continued from page 2 FO677
SS=D Definitions and Standards of Care Good Shepherd

Lutheran Home, reviewed on 1/6/15, indicates,
resident’s usual care level and minimum degree of
assistance that should be provided by staff is
documented In the resident’s individual care plan.
The plan of care is followed unless the NA recognize
a decline in the resident’s status.

F0628 Discharge Process F0628 Corrective Action:
SS=C
CFR(S): 483.15(c)(2)(ii)(3)-(6)(8)(d)(1)(2); 483.21(c)(2) Social Service Director discussed corrective action
with State Surveyor. All hospitalizations, discharges
8483.15(c)(2) Documentation. and transfer notices going back to April 1, 2026,

were faxed to the Ombudsman.
When the facility transfers or discharges a resident
under any of the circumstances specified In

paragraphs (c)(1)(1)(A) through (F) of this section, the Identification:

facility must ensure that the transfer or discharge is

documented in the resident's medical record and All future residents that are hospitalized, discharged
appropriate information is communicated to the or transferred have the potential to be affected.

receiving health care institution or provider.

(ii) Information provided to the receiving provider Measures:
must include a minimum of the following:
At the time of survey, the policy titled Discharged

(A) Contact information of the practitioner Planning was reviewed. After exit the facility policy

responsible for the care of the resident. titled Admission, Transfer and Discharge was
discovered and reviewed. This policy did include the

(B) Resident representative information including Federal Requirements for providing LTC Ombudsman

contact information programs with notification of resident transfers or
discharges and no changes to this policy were

(C) Advance Directive information Indicated.

(D) All special instructions or precautions for

ongoing care, as appropriate. Monitoring:

(E) Comprehensive care plan goals; Facility Social Service Director will send notifications
to the regional Ombudsman as required. Monthly

(F) All other necessary information, including a copy audits x4 and as needed thereafter based on the

of the resident's discharge summary, consistent results of the audits will be conducted to ensure

with 8483.21(c)(2) as applicable, and any other compliance.

documentation, as applicable, to ensure a safe and
effective transition of care.
Responsible Person:

§483.15(c)(3) Notice before transfer. Social Service Director will be responsible for
sending notifications monitored by the Director of
Before a facility transfers or discharges a resident, Nursing.

the facility must-

(1) Notify the resident and the resident's
representative(s) of the transfer or discharge and the
reasons for the move In writing and in a language
and manner they understand. The facility must send
a copy of the notice to a representative of the Office
of the State Long-Term Care Ombudsman.
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F0628 Continued from page 3 F0628
SS=C

(i) Record the reasons for the transfer or discharge
In the resident's medical record in accordance with
paragraph (c)(2) of this section; and

(ii) Include in the notice the items described in
paragraph (c)(5) of this section.

§483.15(c)(4) Timing of the notice.

(1) Except as specified in paragraphs (c)(4)(ii) and
(c)(8) of this section, the notice of transfer or
discharge required under this section must be made
by the facility at least 30 days before the resident is
transferred or discharged.

(i) Notice must be made as soon as practicable
before transfer or discharge when-

(A) The safety of individuals in the facility would be
endangered under paragraph (c)(1)(i)(C) of this
section;

(B) The health of individuals in the facility would be
endangered, under paragraph (c)(1)(1)(D) of this
section;

(C) The resident's health improves sufficiently to
allow a more immediate transfer or discharge, under
paragraph (c)(1)(1)(B) of this section;

(D) An immediate transfer or discharge Is required
by the resident's urgent medical needs, under
paragraph (c)(1)(i)(A) of this section; or

(E) A resident has not resided in the facility for 30
days.

8483.15(c)(5) Contents of the notice. The written
notice specified in paragraph (c)(3) of this section
must include the following:

(1) The reason for transfer or discharge;

(i) The effective date of transfer or discharge;

(1) The location to which the resident Is transferred
or discharged,

(iv) A statement of the resident's appeal rights,
iIncluding the name, address (mailing and email), and
telephone number of the entity which receives such
requests; and information on how to obtain an
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Continued from page 4
appeal form and assistance in completing the form
and submitting the appeal hearing request;

(v) The name, address (mailing and email) and
telephone number of the Office of the State
Long-Term Care Ombudsman;

(vi) For nursing facility residents with intellectual and
developmental disabilities or related disabilities, the
mailing and email address and telephone number of
the agency responsible for the protection and
advocacy of individuals with developmental
disabilities established under Part C of the
Developmental Disabilities Assistance and Bill of
Rights Act of 2000 (Pub. L. 106-402, codified at 42
U.S.C. 15001 et seq.); and

(vii) For nursing facility residents with a mental
disorder or related disabilities, the mailing and email
address and telephone number of the agency
responsible for the protection and advocacy of
iIndividuals with a mental disorder established under
the Protection and Advocacy for Mentally |
Individuals Act.

§483.15(c)(6) Changes to the notice.

If the Information in the notice changes prior to
effecting the transfer or discharge, the facility must
update the recipients of the notice as soon as
practicable once the updated information becomes
available.

8483.15(c)(8) Notice in advance of facility closure

In the case of facility closure, the individual who Is
the administrator of the facility must provide written
notification prior to the impending closure to the
State Survey Agency, the Office of the State
Long-Term Care Ombudsman, residents of the
facility, and the resident representatives, as well as
the plan for the transfer and adequate relocation of
the residents, as required at § 483.70(]).

§483.15(d) Notice of bed-hold policy and return-

8483.15(d)(1) Notice before transfer. Before a nursing

facility transfers a resident to a hospital or the
resident goes on therapeutic leave, the nursing
facility must provide written information to the
resident or resident representative that specifies-

1D
PREFIX
TAG

F0628

Event ID: 22E932-H1
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F0628 Continued from page 5 F0628
SS=C (1) The duration of the state bed-hold policy, if any,

during which the resident is permitted to return and
resume residence in the nursing facility;

(i) The reserve bed payment policy in the state plan,
under 8 447.40 of this chapter, if any;

(i) The nursing facility's policies regarding

bed-hold periods, which must be consistent with
paragraph (e)(1 ) of this section, permitting a resident
to return; and

(Iv) The information specified Iin paragraph (e)(1) of
this section.

8483.15(d)(2) Bed-hold notice upon transfer. At the
time of transfer of a resident for hospitalization or

therapeutic leave, a nursing facility must provide to
the resident and the resident representative written
notice which specifies the duration of the bed-hold
policy described in paragraph (d)(1) of this section.

§483.21(c)(2) Discharge Summary

When the facility anticipates discharge, a resident
must have a discharge summary that includes, but is
not limited to, the following:

(1) A recapitulation of the resident's stay that
Includes, but is not limited to, diagnoses, course of
IlIness/treatment or therapy, and pertinent lab,
radiology, and consultation results.

(il) A final summary of the resident's status to
include items in paragraph (b)(1) of 8483.20, at the
time of the discharge that is available for release to
authorized persons and agencies, with the consent
of the resident or resident's representative.

(i) Reconciliation of all pre-discharge medications
with the resident's post-discharge medications (both
prescribed and over-the-counter).

This REQUIREMENT is NOT MET as evidenced by:

Based on interview and document review, the facility
failed to notify the Office of the State Long-Term

Cate (LTC) Ombudsman for calendar years 2025 and
2026, reviewed for hospitalizations, discharges, and
transfers.

Findings Include:
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F0628 Continued from page 6 F0628
SS=C During an interview on 5/7/26 at 4:07 p.m.,

ombudsman (OM)-A stated she had not received any
hospitalizations, discharges, and transfer notices for
the year of 2025 and no notices for 2026.

During an interview on 5/11/26 at 2:46 p.m., social
services (SS)-A stated she is responsible for
sending notification to the ombudsman about
hospitalizations, discharges, and transfers; these
notifications are supposed to be sent monthly. SS-A
confirmed she is “behind a little with submitting” the
notifications to the ombudsman. SS-A stated
ombudsman notifications are important, so residents
have an advocate Iif they feel they have been
wrongly hospitalized, discharged, or transferred.

During an interview on 5/11/26 at 3:25 p.m.,
administrator stated social service is responsible for
sending notices about hospitalizations, discharges,
and transfers to the ombudsman monthly. The
administrator stated social services told her they
were behind with sending notices to the
ombudsman, The administrator confirmed the
notices had not been sent for over a year. The
administrator stated it is important to send notices
to the ombudsman because the ombudsman is a
resource for the residents and can support the
resident if they have an issue with hospitalization,
discharge, and transfer.

A facility policy titled Discharge Planning dated
12/25 was provided, this policy failed to address the
process for sending ombudsman notifications.
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An annual Life Safety Code survey was conducted
by the Minnesota Department of Public Safety, State
Fire Marshal Division on 05/13/2026. At the time of
this survey, GOOD SHEPARD LUTHERAN HOME
found 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, Health Care Facllities Code.

GOOD SHEPARD LUTHERAN HOME Is a 1 story
building with partial basement.

The original building was constructed at 2 different
times. The original building, 1 story with partial
basement, was constructed in 1965 and was
determined to be of Type Il (111) construction. In
1982, a 1 story addition with no basement was
constructed and was determined to be of Type I
(111) construction.

Because the original building and addition are of the
same type of construction allowed for existing
buildings, the facility was surveyed as one building,
Type Il (111).

The faclility is fully protected throughout by an
automatic sprinkler system and has a fire alarm
system with smoke detection in corridors, spaces
open to the corridors, and in resident rooms that Is
monitored for automatic fire department notification.

The facility has a capacity of 65 beds and had a
census of 52 at the time of the survey.

The requirement at 42 CFR, Subpart 483.70(a) 1Is MET

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 avallable to the facility. If deficiencies are cited, an approved plan of correction Is requisite to continued
program participation.
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