
Protecting, Maintaining and Improving the Health of All  Minnesotans

 

Electronically delivered
August 17, 2026

Administrator
Hope Springs at Minnetonka
16913 Highway 7
Minnetonka, MN 55345
 

RE: CCN: 245606
Cycle Start Date: June 4, 2026

Dear Administrator:

On June 17, 2026, we informed you that we may impose enforcement remedies.

On August 13, 2026, the Minnesota Department of Public Safety completed a revisit, and it has
been determined that your facility is not in substantial compliance. 

The most serious deficiencies in your facility were found to be widespread deficiencies that 
constitute no actual harm with potential for more than minimal harm that is not immediate
jeopardy (Level F), as evidenced by the electronically attached CMS-2567, whereby corrections
are required.

The deficiencies not corrected are as follows:

• K0918: Electrical Systems - Essential Electric Systems
• K0921: Electrical Equipment - Testing and Maintenance

REMEDIES

As a result of the survey findings and in accordance with survey and certification memo 16-31-
NH, this Department recommended the enforcement remedy(ies) listed below to the CMS
location for imposition.  The CMS location concurs and is imposing the following remedy and 
has authorized this Department to notify you of the imposition:

• Mandatory Denial of Payment for new Medicare and/or Medicaid Admissions, Federal
regulations at 42 CFR § 488.417(a), effective Medicaid Admissions, Federal regulations at
42 CFR § 488.417(a), effective September 4, 2026.



The CMS location will notify your Medicare Administrative Contractor (MAC) that the denial of
payment for new admissions is effective September 4, 2026.  They will also notify the State 
Medicaid Agency that they must also deny payment for new Medicaid admissions effective
[Deny Pay for New Admits 04B - 3 mo. Effective Date()].

You should notify all Medicare/Medicaid residents admitted on, or after, this date of the
restriction. The remedy must remain in effect until your facility has been determined to be in
substantial compliance or your provider agreement is terminated.  Please note that the denial of 
payment for new admissions includes Medicare/Medicaid beneficiaries enrolled in managed
care plans.  It is your obligation to inform managed care plans contracting with your facility of 
this denial of payment for new admissions.

The CMS location may determine to impose other remedies such as a Civil Money Penalty.

NURSE AIDE TRAINING PROHIBITION

Please note that Federal law, as specified in the Act at §§ 1819(f)(2)(B) and 1919(f)(2)(B),
prohibits approval of nurse aide training and competency evaluation programs and nurse aide
competency evaluation programs offered by, or in, a facility which, within the previous two
years, has operated under a § 1819(b)(4)(C)(ii)(II) or § 1919(b)(4)(C)(ii) waiver (i.e., waiver of
full-time registered professional nurse); has been subject to an extended or partial extended
survey as a result of a finding of substandard quality of care; has been assessed a total civil
money penalty of not less than $13,343, has been subject to a denial of payment, the
appointment of a temporary manager or termination; or, in the case of  an emergency, has been 
closed and/or had its residents transferred to other facilities. 

If you have not achieved substantial compliance by September 4, 2026, the remedy of denial of
payment for new admissions will go into effect and this provision will apply to your facility.
Therefore, HOPE SPRINGS AT MINNETONKA will be prohibited from offering or conducting a
Nurse Aide Training and/or Competency Evaluation Program (NATCEP) for two years from
September 4, 2026.  You will receive further information regarding this from the State agency. 
This prohibition is not subject to appeal.  Further, this prohibition may be rescinded at a later 
date if your facility achieves substantial compliance prior to the effective date of denial of
payment for new admissions. However, under Public Law 105-15, you may contact the State
agency and request a waiver of this prohibition if certain criteria are met.

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.  The failure to submit an acceptable 
ePOC can lead to termination of your Medicare and Medicaid participation (42 CFR
488.456(b)).

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.

DEPARTMENT CONTACT

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

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 - Health Regulation Division staff and/or the Department of



Public Safety, State Fire Marshal Division staff, if your ePoC for their 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 SIXTH MONTH AFTER THE
LAST DAY OF THE SURVEY

We will also recommend to the CMS Region V Office and/or the Minnesota Department of
Human Services that your provider agreement be terminated by December 4, 2026 if your
facility does not achieve substantial compliance.  This action is mandated by the Social Security 
Act at § 1819(h)(2)(C) and 1919(h)(3)(D) and Federal regulations at 42 CFR § 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.

APPEAL RIGHTS 

If you disagree with this action imposed on your facility, you or your legal representative may
request a hearing before an administrative law judge of the Department of Health and Human
Services, Departmental Appeals Board (DAB).  Procedures governing this process are set out 
in 42 C.F.R. 498.40, et seq.  You must file your hearing request electronically by using the 
Departmental Appeals Board’s Electronic Filing System (DAB E-File) at https://dab.efile.hhs.gov
no later than sixty (60) days after receiving this letter.  Specific instructions on how to file 
electronically are attached to this notice.  A copy of the hearing request shall be submitted 
electronically to:

tamika.brown@cms.hhs.gov



Requests for a hearing submitted by U.S. mail or commercial carrier are no longer accepted as
of October 1, 2014, unless you do not have access to a computer or internet service.  In those 
circumstances you may call the Civil Remedies Division to request a waiver from e-filing and
provide an explanation as to why you cannot file electronically or you may mail a written request
for a waiver along with your written request for a hearing.  A written request for a hearing must 
be filed no later than sixty (60) days after receiving this letter, by mailing to the following
address:

Department of Health & Human Services
Departmental Appeals Board, MS 6132
Director, Civil Remedies Division
330 Independence Avenue, S.W.
Cohen Building – Room G-644
Washington, D.C. 20201
202-795-7490

A request for a hearing should identify the specific issues, findings of fact and conclusions of
law with which you disagree.  It should also specify the basis for contending that the findings 
and conclusions are incorrect.  At an appeal hearing, you may be represented by counsel at 
your own expense. If you have any questions regarding this matter, please contact Steven
Delich, Program Representative at (312) 886-5216. Information may also be emailed to
tamika.brown@cms.hhs.gov. 

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. 

Feel free to contact me if you have questions.

Sincerely,

Holly Zahler, Compliance Analyst
Federal Enforcement | Health Regulation Division
Minnesota Department of Health
625 Robert Street North
P.O. Box 64975
St. Paul, MN 55164-0899
Office: 651-201-4384 | Email: holly.zahler@state.mn.us



Protecting, Maintaining and Improving the Health of All  Minnesotans

Electronically delivered
June 17, 2026

Administrator
Hope Springs at Minnetonka
16913 HIGHWAY 7
MINNETONKA, MN 55345

RE: CCN: 245606
Cycle Start Date: June 4, 2026

Dear Administrator:

On June 4, 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 widespread deficiencies that
constituted no actual harm with potential for more than minimal harm that was not immediate
jeopardy (Level F), 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:

Judy Loecken, Regional Operations Supervisor
St. Cloud B District Office
Health Regulation Division
Minnesota Department of Health
4140 Thielman Lane
Saint Cloud, Minnesota 56301-4557
Email: judy.loecken@state.mn.us
Office: (320) 223-7300 Mobile: (320) 426-0175

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 September 4, 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 December 4, 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,

Holly Zahler, Compliance Analyst
Federal Enforcement | Health Regulation Division
Minnesota Department of Health
Office: 651-201-4384 | Email: holly.zahler@state.mn.us





















































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

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTIONS

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

245606

NAME OF PROVIDER OR SUPPLIER

HOPE SPRINGS AT MINNETONKA

PRINTED: 08/06/2026
FORM APPROVED

OMB NO. 0938-0391

(X2) MULTIPLE CONSTRUCTION

A. BUILDING 02 - NEW BUILDI...

B. WING

(X3) DATE SURVEY COMPLETED

06/03/2026

STREET ADDRESS, CITY, STATE, ZIP CODE

16913 HIGHWAY 7 , MINNETONKA, Minnesota, 55345

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX

TAG

K0000
Bldg. 02

INITIAL COMMENTS

FIRE SAFETY

K0000

An annual Life Safety Code survey was conducted
on 06/03/2026, by the Minnesota Department of
Public Safety, State Fire Marshal Division. At the
time of this survey, Hope Springs at M

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

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

K0345
SS = F
Bldg. 02

Fire Alarm System - Testing and Maintenance

CFR(s): NFPA 101

Fire Alarm System - Testing and Maintenance

A fire alarm system is tested and maintained in
accordance with an approved program complying
with the requirements of NFPA 70, National Electric
Code, and NFPA 72, National Fire Alarm and
Signaling Code. Records of system acceptance,
maintenance and testing are readily available.

9.6.1.3, 9.6.1.5, NFPA 70, NFPA 72

This STANDARD is NOT MET as evidenced by:

Based on a review of available documentation and
staff interview, the facility failed to inspect and
maintain the fire alarm system per NFPA 101 (2012
edition), Life Safety Code, sections 18.3.4.1, 9.6.1.3,
and 9.6.1.5, NFPA 72 (2010 edition), National Fire
Alarm and Signaling Code, sections 14.2.1.2.2,
14.4.5.3.1, 14.4.5.3.2, and 14.4.5.3.3. This deficient
finding could have a widespread impact on the
residents within the facility.

Findings include:

On 06/03/2026 at 10:53 AM, it was revealed by a
review of available documentation that at the time of
the survey the facility could not provide
documentation of smoke detector sensitivity testing.

An interview with the Administrative Assistant
verified this deficient finding at the time of
discovery.

K0345 K0345

It is the practice of Hope Springs to submit complete
and accurate fire alarm testing and maintenance.

Consistent with this practice, the following has been
completed:

Fire inspection completed by Brothers Fire and
Security on 2/3/2026.

While no residents were harmed and facility review
showed, actual inspection was completed; therefore,
the facility reviewed the past year for accuracy of
fire inspection reports.

3. The Administrator or designee will audit fire
inspection reports annually. Audit results will be
reviewed in QAPI and additional corrective action
will be taken as indicated.

(X5)
COMPLETION

DATE

08/04/2026

06/04/2026

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: 231986-L1 Facility ID: 00234 If continuation sheet Page 1 of 8



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

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTIONS

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

245606

NAME OF PROVIDER OR SUPPLIER

HOPE SPRINGS AT MINNETONKA

PRINTED: 08/06/2026
FORM APPROVED

OMB NO. 0938-0391

(X2) MULTIPLE CONSTRUCTION

A. BUILDING 02 - NEW BUILDI...

B. WING

(X3) DATE SURVEY COMPLETED

06/03/2026

STREET ADDRESS, CITY, STATE, ZIP CODE

16913 HIGHWAY 7 , MINNETONKA, Minnesota, 55345

(X4) ID
PREFIX

TAG

K0712
SS = F
Bldg. 02

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

Fire Drills

CFR(s): NFPA 101

Fire Drills

ID
PREFIX

TAG

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

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

K0712 It is the practice of Hope Springs to submit complete
and accurate fire drills.

Consistent with this practice, the following has been
completed:

Fire drills include the transmission of a fire alarm
signal and simulation of emergency fire conditions.
Fire drills are held at expected and unexpected times
under varying conditions, at least quarterly on each
shift. The staff is familiar with procedures and is
aware that drills are part of established routine.
Where drills are conducted between 9:00 PM and
6:00 AM, a coded announcement may be used
instead of audible alarms.

18.7.1.4 through 18.7.1.7

Fire drill was completed by Administrator on
6/22/26 for the 2nd shift.

While no residents were harmed and facility
completed the fire drill, all residents have the
potential to be affected by incomplete fire drills;
therefore, the facility reviewed the past year for
accuracy of fire dill reports.

This STANDARD is NOT MET as evidenced by:

Based on a review of available documentation and
staff interview, the facility failed to conduct fire drills
per NFPA 101 (2012 edition), Life Safety Code,
sections 18.7.1.4, 18.7.1.6, 18.7.1.7, 4.7.4, and 4.6.1.1.
These deficient findings could have a widespread
impact on the residents within the facility.

Findings include:

The emergency preparedness testing calendar and
documentation process will be revised,
and responsible leadership staff will be educated on
by July 30, 2026.

The Administrator or designee will audit fire drill
reports bi-annually. Audit results will be reviewed in
QAPI and additional corrective action will be taken
as indicated.

1. On 06/03/2026 at 10:27 AM, it was revealed by a
review of available documentation that at the time of
the survey the facility could not provide
documentation showing that a fire drill was
conducted during the second shift during the first
quarter of 2026.

2. On 06/03/2026 at 10:29 AM, it was revealed by a
review of available documentation that the times that
second shift fire drills were being completed were
not varied.

An interview with the Administrative Assistant
verified these deficient findings at the time of
discovery.

K0741
SS = F
Bldg. 02

Smoking Regulations

CFR(s): NFPA 101

Smoking Regulations

Smoking regulations shall be adopted and shall
include not less than the following provisions:

1. Smoking shall be prohibited in any room, ward, or
compartment where flammable liquids, combustible
gases, or oxygen is used or stored and in any other

K0741 It is the practice of Hope Springs to submit complete
policies and procedures at the time of survey.

Consistent with this practice, the following has been
completed:

The Smoking policy has been reviewed and updated
as of 7/30/2026.

While no residents were harmed and facility

(X5)
COMPLETION

DATE

07/30/2026

07/30/2026
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTIONS

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

245606

NAME OF PROVIDER OR SUPPLIER

HOPE SPRINGS AT MINNETONKA

PRINTED: 08/06/2026
FORM APPROVED

OMB NO. 0938-0391

(X2) MULTIPLE CONSTRUCTION

A. BUILDING 02 - NEW BUILDI...

B. WING

(X3) DATE SURVEY COMPLETED

06/03/2026

STREET ADDRESS, CITY, STATE, ZIP CODE

16913 HIGHWAY 7 , MINNETONKA, Minnesota, 55345

(X4) ID
PREFIX

TAG

K0741
SS = F
Bldg. 02

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

Continued from page 2
hazardous location, and such area shall be posted
with signs that read NO SMOKING or shall be posted
with the international symbol for no smoking.

2. In health care occupancies where smoking is
prohibited and signs are prominently placed at all
major entrances, secondary signs with language that
prohibits smoking shall not be required.

ID
PREFIX

TAG

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

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

K0741 Continued from page 2
completed the review of the policy, all residents
have the potential to be affected by incomplete
policies and procedures; therefore, the facility
reviewed and updated the policy for accuracy.

The Smoking policy was revised and responsible 
leadership staff will be educated by July 30, 2026.

3. Smoking by patients classified as not responsible
shall be prohibited.

4. The requirement of 18.7.4(3) shall not apply where
the patient is under direct supervision.

The Administrator or designee will audit the
Smoking policy annually. Audit results will be
reviewed in QAPI and additional corrective action
will be taken as indicated.

5. Ashtrays of noncombustible material and safe
design shall be provided in all areas where smoking
is permitted.

6. Metal containers with self-closing cover devices
into which ashtrays can be emptied shall be readily
available to all areas where smoking is permitted.

18.7.4, 19.7.4

This STANDARD is NOT MET as evidenced by:

Based on a review of available documentation,
observation, and staff interview, failed to have a
smoking policy in accordance with the requirements
of NFPA 101 - 2000 edition, Section 18.7.4 and
18.7.4. This deficient finding could have a
widespread impact on the residents within the
facility.

Findings include:

On 06/03/2026 at 10:25 Am, it was revealed by
observation and a review of available documentation
that there was no smoking policy available at the
time of the survey.

An interview with the Administrative Assistant
verified this deficient finding at the time of
discovery.

K0918
SS = F
Bldg. 02

Electrical Systems - Essential Electric Syste

CFR(s): NFPA 101

Electrical Systems - Essential Electric System
Maintenance and Testing

The generator or other alternate power source and
associated equipment is capable of supplying
service within 10 seconds. If the 10-second criterion

K0918 It is the practice of Hope Springs to complete load
bank testing It is the practice of Hope Springs to
complete load bank testing every 36 months for the
emergency generator.

Consistent with this practice, the following will be
completed:
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is not met during the monthly test, a process shall
be provided to annually confirm this capability for
the life safety and critical branches. Maintenance
and testing of the generator and transfer switches
are performed in accordance with NFPA 110.

Generator sets are inspected weekly, exercised
under load 30 minutes 12 times a year in 20-40 day
intervals, and exercised once every 36 months for 4
continuous hours. Scheduled test under load
conditions include a complete simulated cold start
and automatic or manual transfer of all EES loads,
and are conducted by competent personnel.
Maintenance and testing of stored energy power
sources (Type 3 EES) are in accordance with NFPA
111. Main and feeder circuit breakers are inspected
annually, and a program for periodically exercising
the components is established according to
manufacturer requirements. Written records of
maintenance and testing are maintained and readily
available. EES electrical panels and circuits are
marked, readily identifiable, and separate from
normal power circuits. Minimizing the possibility of
damage of the emergency power source is a design
consideration for new installations.
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K0918 Continued from page 3
The 36-month load bank testing

While no residents were harmed and facility
completed the 36-month load bank testing, all
residents have the potential to be affected by
incomplete testing; therefore, the facility reviewed
and updated the policy for accuracy.

The facility has scheduled a load bank test with
Advance Power Services that will be completed by
August 12, 2026. Documentation of the test will be
provided to the facility and the facility will forward
the documentation to the Fire Marshall’s office. The
facility will then schedule this to be done every 36
months thereafter.

The Administrator or designee will audit the
Emergency Generator testing monthly. Audit results
will be reviewed in QAPI and additional corrective
action will be taken as indicated.

6.4.4, 6.5.4, 6.6.4 (NFPA 99), NFPA 110, NFPA 111,
700.10 (NFPA 70)

This STANDARD is NOT MET as evidenced by:

Based on a review of available documentation and
staff interview, the facility failed to maintain
generators per NFPA 99 (2012 edition), Health Care
Facilities Code, section 6.4.4.1.1.3, and NFPA 110
(2010 edition), Standard for Emergency and Standby
Power Systems, section 8.4.9, 8.4.9.5.1, 8.4.9.5.2. This
deficient finding could have a widespread impact on
the residents within the facility

Findings include:

On 06/03/2026 at 10:55 AM, it was revealed by a
review of available documentation at the time of the
survey the facility could not provide documentation
for a 36- month load bank test for the emergency
generator.

An interview with the Administrative Assistant
verified these deficient findings at the time of
discovery.

K0921
SS = F
Bldg. 02

Electrical Equipment - Testing and Maintenanc

CFR(s): NFPA 101

K0921 It is the practice of Hope Springs to complete
PCREE testing as required.

Consistent with this practice, the following has been
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K0921 Continued from page 4
completed:

The physical integrity, resistance, leakage current,
and touch current tests for fixed and portable
patient-care related electrical equipment (PCREE) is
performed as required in 10.3. Testing intervals are
established with policies and protocols. All PCREE
used in patient care rooms is tested in accordance
with 10.3.5.4 or 10.3.6 before being put into service
and after any repair or modification. Any system
consisting of several electrical appliances
demonstrates compliance with NFPA 99 as a
complete system. Service manuals, instructions, and
procedures provided by the manufacturer include
information as required by 10.5.3.1.1 and are
considered in the development of a program for
electrical equipment maintenance. Electrical
equipment instructions and maintenance manuals
are readily available, and safety labels and
condensed operating instructions on the appliance
are legible. A record of electrical equipment tests,
repairs, and modifications is maintained for a period
of time to demonstrate compliance in accordance
with the facility's policy. Personnel responsible for
the testing, maintenance and use of electrical
appliances receive continuous training.

10.3, 10.5.2.1, 10.5.2.1.2, 10.5.2.5, 10.5.3, 10.5.6, 10.5.8

The facility immediately initiated a full inventory of
all patient�care related electrical equipment (PCREE)
used within resident care areas. Any patient care
equipment found in use without documented
electrical safety testing was removed from service
until proper inspection and testing were completed.
All PCREE was evaluated for physical integrity,
resistance, leakage current, and touch current in
accordance with NFPA 99 (2012) Sections 10.2, 10.3,
and 10.5.2.1.1. Documentation of completed testing
was recorded and filed.

While no residents were harmed and facility
completed The PCREE evaluation, all residents have
the potential to be affected by incomplete testing;
therefore, the facility developed a centralized
tracking log to record all electrical safety tests,
repairs, and modifications

The Maintenance Department and Administrative
Assistant received re�training on NFPA 99 
requirements, documentation retention, and proper
testing procedures. No PCREE will be placed into
service without documented electrical safety testing.

This STANDARD is NOT MET as evidenced by:

Based on a review of available documentation and
staff interview, the facility failed to test and inspect
patient care related electrical appliances and
equipment (PCREE) per NFPA 99 (2012 edition),
Health Care Facilities Code, sections 10.2, 10.3, and
10.5.2.1.1. This deficient finding could have a
widespread impact on the residents within the
facility.

Findings include: On 06/03/2026 at 10:51 Am, it 
was revealed by a review of the available
documentation that at the time of the survey, the
facility could not provide documentation showing
that the patient care-related electrical appliances
and equipment (PCREE) in the facility had been
inspected or tested.

The facility will commence with a PCREE program
by August 12, 2026 so that there is a centralized
logging system and documentation that shows all
resident rooms have been checked and monitored
for every piece of electrical equipment used in
patient care in the room. The facility will develop or
obtain a log system so that all resident rooms and
patient care equipment is covered under the
program. The Administrator or designee will audit
the Tracking log monthly. Audit results will be
reviewed in QAPI and additional corrective action
will be taken as indicated.

An interview with the Administrative Assistant
verified this deficient finding at the time of
discovery.
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K0324 It is the practice of Hope Springs to submit complete
and accurate hood inspection testing and
maintenance.

Cooking Facilities

Cooking equipment is protected in accordance with
NFPA 96, Standard for Ventilation Control and Fire
Protection of Commercial Cooking Operations,
unless:

*residential cooking equipment (i.e., small appliances
such as microwaves, hot plates, toasters) are used
for food warming or limited cooking in accordance
with 18.3.2.5.2, 19.3.2.5.2.

*cooking facilities open to the corridor in smoke
compartments with 30 or fewer patients comply with
the conditions under 18.3.2.5.3, 19.3.2.5.3, or

*cooking facilities in smoke compartments with 30
or fewer patients comply with conditions under
18.3.2.5.4, 19.3.2.5.4.

Consistent with this practice, the following has been
completed:

Hood inspection completed by Summit Fire
Protection on 5/13/2026.

While no residents were harmed and facility review
showed, actual inspection was completed; therefore,
the facility reviewed the past year for accuracy of
hood inspection reports.

The Administrator or designee will audit hood
inspection reports annually. Audit results will be
reviewed in QAPI and additional corrective action
will be taken as indicated

Cooking facilities protected according to NFPA 96
per 9.2.3 are not required to be enclosed as
hazardous areas, but shall not be open to the
corridor.

18.3.2.5.1 through 18.3.2.5.4, 19.3.2.5.1 through
19.3.2.5.5, 9.2.3, TIA 12-2

This STANDARD is NOT MET as evidenced by:

Based on a review of available documentation,
observation, and staff interview, the facility failed to
inspect their kitchen hood and maintain kitchen
doors per NFPA 101 (2012 edition), Life Safety Code,
sections 18.3.2.5.1, 18.3.2.5.5, and 9.2.3, and NFPA 96
(2011 edition), Standard for Ventilation Control and
Fire Protection of Commercial Cooking Operations,
sections 4.1.5 and 11.2.1. This deficient finding could
have a patterned impact on the residents within the
facility.

Findings include:

On 06/03/2026 at 10:49 AM, it was revealed by a
review of available documentation that at the time of
the survey the facility could not provide inspection
reports for the kitchen hood suppression system.

An interview with the Administrative Assistant
verified this deficient finding at the time of
discovery.
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K0355 It is the practice of Hope Springs to submit complete
and accurate Fire Extinguisher inspection testing
and maintenance.

Portable Fire Extinguishers

Portable fire extinguishers are selected, installed,
inspected, and maintained in accordance with NFPA
10, Standard for Portable Fire Extinguishers.

18.3.5.12, 19.3.5.12, NFPA 10

Consistent with this practice, the following has been
completed:

Fire Extinguisher inspection completed by Summit
Fire Protection on 5/13/2026.

This STANDARD is NOT MET as evidenced by:

Based on observation and staff interview, the facility
failed to maintain access to fire extinguishers per
NFPA 101 (2012 edition), Life Safety Code sections
18.3.5.12 and 9.7.4.1, and NFPA 10 (2010 edition),
Standard for Portable Fire Extinguishers, section
6.1.3.3.1. This deficient finding could have an
isolated impact on the residents within the facility.

Findings include:

While no residents were harmed and facility review
showed, actual inspection was completed; therefore,
the facility reviewed the past year for accuracy of
Fire extinguisher inspection reports.

The Administrator or designee will audit fire
extinguisher inspection reports annually. Audit
results will be reviewed in QAPI and additional
corrective action will be taken as indicated

On 06/03/2026 at 10:52 AM, it was revealed by a
review of available documentation that at the time of
the survey the facility could not provide an annual
inspection report of the portable fire extinguishers.

An interview with the Administrative Assistant
verified these deficient findings at the time of
discovery.

K0920
SS = D
Bldg. 02

Electrical Equipment - Power Cords and Extens

CFR(s): NFPA 101

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

K0920 It is the practice of Hope Springs to follow all
regulations and safety expectations in the kitchen.

Consistent with this practice, the following has been
completed:

The toaster was immediately unplugged from the
power strip; and the power strip was removed from
the kitchen area.

While no residents were harmed by the use of a
power strip, power strips are not allowed to be used
in our kitchen; therefore, the facility completed a
kitchen inspection to ensure compliance.

The facility reviewed and revised its electrical safety
policy to address appropriate use of power strip and
electrical appliances.
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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 maintain the usage of electrical adaptive
devices NFPA 99 (2012 edition), Health Care Facilities
Code, sections 10.5.2.3.1 and 10.2.4.2.1, NFPA 101
(2012 edition), Life Safety Code, section 9.1.2, and
NFPA 70, (2011 edition), National Electrical Code,
sections 400.8. This deficient finding could have an
isolated impact on the residents within the facility.
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K0920 Continued from page 7
By August 12, 2026 the facility will write a policy for
the safe use or non-use of electrical power strips in
the facility, including which ones are approved for
use in a residential living facility. The Administrator
or designee will review and monitor compliance
annually. Audit results will be reviewed in QAPI and
additional corrective action will be taken as indicated

Findings include:

On 06/03/2026 at 11:20 AM, it was revealed by
observation that an toaster was plugged into a
power strip in the kitchen. Toaster was unplugged at
the time of the survey.

An interview with the Administrative Assistant
verified this deficient finding at the time of
discovery.
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