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m DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically delivered
June 24, 2026

Administrator

Renville Health Services
205 SOUTHEAST ELM AVENUE
RENVILLE, MN 56284

Re: State Nursing Home Licensing Orders
Event ID: 231B38-H1

Dear Administrator:

The above facility survey was completed on June 15, 2026 for the purpose of assessing
compliance with Minnesota Department of Health Nursing Home Rules. At the time of the

survey, the survey team from the Minnesota Department of Health - Health Regulation Division
noted one or more violations of these rules or statutes that are issued 1n accordance with Minn.
Stat. § 144.653 and/or Minn. Stat. § 144A.10. If, upon reinspection, it 1s found that the

deficiency or deficiencies cited herein are not corrected, a civil fine for each deficiency not
corrected shall be assessed 1n accordance with a schedule of fines promulgated by rule and/or
statute of the Minnesota Department of Health.

To assist in complying with the correction order(s), a “suggested method of correction” has been
added. This provision 1s being suggested as one method that you can follow to correct the cited

deficiency. Please remember that this provision 1s only a suggestion and you are not required to
follow 1t. Failure to follow the suggested method will not result 1n the 1ssuance of a penalty

assessment. You are reminded, however, that regardless of the method used, correction of the
order within the established time frame 1s required. The “suggested method of correction” 1s for
your information and assistance only.

You have agreed to participate in the electronic receipt of State licensure orders consistent with
the Minnesota Department of Health Informational Bulletin 14-01, available at

https://www.health.state.mn.us/facilities/regulation/infobulletins/ib04 8.html. The State
licensing orders are delineated on the Minnesota Department of Health State Form and are being

delivered to you electronically. The Minnesota Department of Health 1s 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 number and the corresponding text of the state statute/rule out of compliance 1s listed

in the "Summary Statement of Deficiencies" column and replaces the "To Comply" portion of the
correction order. This column also includes the findings that are 1n violation of the state statute
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or rule after the statement, "This MN Requirement 1s not met as evidenced by." Following the
surveyors findings are the Suggested Method of Correction and the Time Period For Correction.

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.

Although no plan of correction is necessary for State Statutes/Rules, please enter the word
"corrected" 1n the box available for text. You must then indicate 1n 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. We urge you to review these
orders carefully, item by 1tem, and if you find that any of the orders are not in accordance with
your understanding at the time of the exit conference following the survey, you should
immediately contact:

Nicole Dahl, RN, Regional Operations Supervisor
Marshall District Office

Health Regulation Division

Minnesota Department of Health

1400 East Lyon Street, Suite 102

Marshall, Minnesota 56258-2504

Email: Nicole.Dahl@state.mn.us

Office: 507-476-4230

You may request a hearing on any assessments that may result from non-compliance with these
orders provided that a written request 1s made to the Department within 15 days of receipt of a

notice of assessment for non-compliance.
Please feel free to call me with any questions.

Sincerely,

_}]/m il %&dﬂmﬁ

Kamala Fiske-Downing

Compliance Analyst | Federal Enforcement
Health Regulation Division

Minnesota Department of Health

Kamala.Fiske-Downing(@state.mn.us
Office: 651-201-4112
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APPROPRIATE DEFICIENCY)

Initial Comments 07/14/2026
On 6/15/26, a survey for compliance with CFR
8483.73, Appendix Z, Emergency Preparedness
Requirements was conducted during an abbreviated
Risk Based survey. The facility was IN compliance.

The faclility 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 07/14/2026
On 6/15/26, a federal recertification survey
(S5554040-0) was conducted using the Risk-Based
Survey (RBS) process at your facility. Your facility
was NOT Iin compliance with 842 CFR 483, Subpart
B, Requirements for Long Term Care Facilities.

The faclility'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 recelpt of an acceptable electronic POC, an
onsite revisit of your facility may be conducted to
validate substantial compliance with the regulations
has been attained.

07/14/2026

Resident #12 had a T-SPOT test drawn on 6/16/26
due to the absence of documented TB testing results
upon admission.

Infection Prevention & Control
CFR(s): 483.80(a)(1)(2)(4)(e)(f)

8483.80 Infection Control
All residents had the potential to be affected by this

The facility must establish and maintain an infection
prevention and control program designed to provide
a safe, sanitary and comfortable environment and to
help prevent the development and transmission of

practice. A comprehensive review of all resident
health records was completed on 6/16/2026 to verify
the presence and completion of required TB
testing/T-SPOT results.

communicable diseases and infections.

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.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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8483.80(a) Infection prevention and control program.

The facility must establish an infection prevention
and control program (IPCP) that must include, at a
minimum, the following elements:

8483.80(a)(1) A system for preventing, identifying,
reporting, investigating, and controlling infections
and communicable diseases for all residents, staff,
volunteers, visitors, and other individuals providing
services under a contractual arrangement based
upon the facility assessment conducted according to
8483.71 and following accepted national standards;

8483.80(a)(2) Written standards, policies, and
procedures for the program, which must include, but
are not limited to:

(1) A system of survelllance designed to identify
possible communicable diseases or

Infections before they can spread to other persons
In the facility;

(I) When and to whom possible incidents of
communicable disease or infections should be
reported;

(1) Standard and transmission-based precautions to
be followed to prevent spread of infections;

(Iv)When and how isolation should be used for a
resident; including but not limited to:

(A) The type and duration of the isolation, depending
upon the infectious agent or organism involved, and

(B) Arequirement that the Isolation should be the
least restrictive possible for the resident under the
clrcumstances.

(v) The circumstances under which the facility must
prohibit employees with a communicable disease or
Infected skin lesions from direct contact with
residents or their food, If direct contact will transmit
the disease:; and

(vi)The hand hygiene procedures to be followed by
staff involved In direct resident contact.

8483.80(a)(4) A system for recording Incidents

Event ID: 231B38-H1

The facility's Tuberculosis Prevention and Control
Policy was reviewed with nursing staff. Education
was provided regarding policy requirements,
Including the timely completion and documentation
of TB screening and testing for all admissions. TB
training I1s required at time of hire and annually to all
staff.

Audits of resident health records will be conducted
to ensure completion and documentation of
T-SPOT/TB testing results. Audits will be completed
twice weekly for four weeks, followed by weekly
audits for an additional four weeks. A new admission
process has been implemented to ensure TB testing
requirements are completed and documented for all
newly admitted residents.

The Director of Nursing (DON), Assistant Director of
Nursing (ADON), or designee will be responsible for
monitoring compliance and completing the audits.

Date of Compliance: 7/14/26.

Facility ID: 00557
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Continued from page 2
iIdentifled under the faclility's IPCP and the
corrective actions taken by the facility.

8483.80(e) Linens.

Personnel must handle, store, process, and transport

linens so as to prevent the spread of infection.

8483.80(f) Annual review.

The facility will conduct an annual review of its IPCP
and update their program, as necessatry.

This REQUIREMENT is NOT MET as evidenced by:

Based on interview and document review, the facility
falled to ensure 1 of 5 sampled residents (R12) had
completed tuberculosis (TB) testing upon admission.

Findings include:

R12’s admission record identified that R12 had been
admitted to the facility in March of 2026 for skilled
nursing services.

R12’'s 5/11/26, progress note identified an (an
Interferon-gramma (IGA) release assay test) aka a
“T-spot” was drawn. There was no further
documentation in the progress notes to identify If
the test was delivered to the laboratory, or what the
results of that test were. There was also no
Indication the facility had tested R12 upon admission
to the facility in March 2026, versus a delated test In
May 2026.

Interview on 6/15/26 at 5:18 p.m., with director of
nursing identified the facility had been completing
audits related to missing some TB testing and they
must have missed R12 during that audit process.
She identified that R12 had blood drawn to complete
a T-spot test for TB; however, the facility forgot to
send a form along with the sample to the lab
identifying who the blood sample was from and what
was to be tested so it ended there. Her expectation
would be that the facility would follow their policy,
and all new resident admissions would be tested for
TB as indicated.

Review of the 1/21/25, Resident Tuberculosis
Prevention and Control policy identified all new
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Initial Comments

*****ATTENTI O N******

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 iIs made to the
Department within 15 days of receipt of a notice of
assessment for non-compliance.

INITIAL COMMENTS:

On 6/15/26, 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.

Minnesota Department of Health is documenting the
State Licensing Correction Orders using federal
software. Tag numbers have been assigned to

Office of Primary Care and Health Systems Management
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D

Continued from page 1 20000
Minnesota state statutes/rules for Nursing Homes.
The assighed 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://lwww.health.state.mn.us/facilities/regulation
/infobulletins/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.

Tuberculosis Prevention And Control 21426

CFR(s): MN St. Statute 144A.04 Subd. 3

(a) A nursing home provider must establish and
maintain a comprehensive tuberculosis

Infection control program according to the most
current tuberculosis infection control guidelines
Issued by the United States Centers for Disease
Control and Prevention (CDC), Division of
Tuberculosis Elimination, as published in CDC's
Morbidity and Mortality Weekly Report (MMWR). This
program must include a tuberculosis infection

control plan that covers all paid and unpaid
employees, contractors, students, residents, and

volunteers. The Department of Health shall provide

Event ID: 231B38-H1

PREFIX
TAG

PRINTED: 06/29/2026
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

A. BUILDING 06/15/2026

B. WING

STREET ADDRESS, CITY, STATE, ZIP CODE

205 SOUTHEAST ELM AVENUE , RENVILLE, Minnesota, 56284

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

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

(X3) DATE SURVEY COMPLETED

(X5)

COMPLETION

DATE

07/14/2026

Resident #12 had a T-SPOT test drawn on 6/16/26
due to the absence of documented TB testing results
upon admission.

All residents had the potential to be affected by this
practice. A comprehensive review of all resident
health records was completed on 6/16/2026 to verify
the presence and completion of required TB
testing/T-SPOT results.

The facility's Tuberculosis Prevention and Control
Policy was reviewed with nursing staff. Education
was provided regarding policy requirements,
Including the timely completion and documentation
of TB screening and testing for all admissions. TB

Facility ID: 00557
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Continued from page 2
technical assistance regarding implementation of the
guidelines.

(b) Written compliance with this subdivision must be
maintained by the nursing home.

This LICENSURE REQUIREMENT is NOT MET as
evidenced by:

F880

Based on interview and document review, the facility
falled to ensure 1 of 5 sampled residents (R12) had
completed tuberculosis (TB) testing upon admission.

Findings include:

R12’s admission record identified that R12 had been
admitted to the facility in March of 2026 for skilled
nursing services.

R12's 5/11/26, progress note identified an (an
Interferon-gramma (IGA) release assay test) aka a
“T-spot” was drawn. There was no further
documentation In the progress notes to identify If
the test was delivered to the laboratory, or what the
results of that test were. There was also no
Indication the facility had tested R12 upon admission
to the facility in March 2026, versus a delated test In
May 2026.

Interview on 6/15/26 at 5:18 p.m., with director of
nursing identified the facility had been completing
audits related to missing some TB testing and they
must have missed R12 during that audit process.
She identified that R12 had blood drawn to complete
a T-spot test for TB; however, the facility forgot to
send a form along with the sample to the lab
iIdentifying who the blood sample was from and what
was to be tested so it ended there. Her expectation
would be that the facility would follow their policy,
and all new resident admissions would be tested for
TB as indicated.

Review of the 1/21/25, Resident Tuberculosis
Prevention and Control policy identified all new
resident admissions to the facility would have a TB
screening and testing completed within 72 of
admission.
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Continued from page 2
training I1s required at time of hire and annually to all
staff.

Audits of resident health records will be conducted
to ensure completion and documentation of
T-SPOT/TB testing results. Audits will be completed
twice weekly for four weeks, followed by weekly
audits for an additional four weeks. A new admission
process has been implemented to ensure TB testing
requirements are completed and documented for all
newly admitted residents.

The Director of Nursing (DON), Assistant Director of
Nursing (ADON), or designee will be responsible for
monitoring compliance and completing the audits.

Date of Compliance: 7/14/26.
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REGULATORY OR LSC IDENTIFYING INFORMATION)

Continued from page 3

SUGGESTED METHOD OF CORRECTION: The
Infection control nurse (ICN), director of nursing
(DON) and/or designee should review policies and
procedures related to the screening and testing for
tuberculosis for residents and/or employees (staff).
Facility staff could be educated on the TB
regulations, symptom screening, and the two-step
Mantoux process. The ICN, DON and/or designee
could audit resident admissions and/or staff new
hires as well as current residents and/or staff
records to ensure compliance. The ICN, DON and/or
designee should take those findings/education to
the Quality Assurance Performance Improvement
(QAPI) committee for a determined amount of time
until the QAPI committee determines successful
compliance or the need for ongoing monitoring.

TIME PERIOD FOR CORRECTION: Twenty-one (21)
days.
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PROVIDER'S PLAN OF CORRECTION

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX (EAC"(':gggg;%ggg:&&%N%H%%D EE COMPLETION
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K0000 INITIAL COMMENTS K0000 07/31/2026
Bldg. 01
FIRE SAFETY

An annual Life Safety Code survey was conducted
on 06/17/2026 by the Minnesota Department of
Public Safety, State Fire Marshal Division. At the
time of this survey, Renvilla Health Center 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, Health Care Facllities 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

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.

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

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:
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Bldg. 01

SUMMARY STATEMENT OF DEFICIENCIES D
(EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX
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Continued from page 1
St. Paul, MN 55101-5145, OR

By emaill to:

FM.HC.Inspections@state.mn.us

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

1. A detalled description of the corrective action
taken or planned to correct the deficiency.

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. ldentify who Is responsible for the corrective
actions and monitoring of compliance.

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

Renvilla Health Center was built in 1963, with
building additions constructed in 1970 and 1993.
This one-story with partial basement facility is fully
fire sprinkler protected. The original building and
1970 addition were determined to be of Type Il (llI)
construction. The 1993 addition was determined to
be a type V (lll) construction due to a wood roof
deck. In the 2008, a resident wing addition was built
It IS one-story, has a partial basement, is fully fire
sprinkler protected and was determined to be of
Type 1I(I1l) construction. Surveyed as one building.

The faclility has a fire alarm system with smoke
detection in the corridors and spaces open to the
corridors which i1s monitored for automatic fire
department notification.

The facility has a capacity of 38 beds and had a
census of 34 at the time of the survey.
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KO000 Continued from page 2 07/31/2026

Bidg. 01 MET as evidenced by:

K0232 Aisle, Corridor, or Ramp Width
SS=D
Bldg. 01 CFR(s): NFPA 101

K0232 - The faclility elects to conduct a Fire Safety 07/31/2026
Equivalency Survey (FSES) to be conducted on or

before July 31, 2026, as an elective to show

substantial facility compliance for the ablility to keep

Aisle, Corridor or Ramp Width the hallway finishes that diminish the corridor width.
2012 EXISTING

The width of aisles or corridors (clear or
unobstructed) serving as exit access shall be at

least 4 feet and maintained to provide the convenient
removal of nonambulatory patients on stretchers,
except as modified by 19.2.3.4, exceptions 1-5.

19.2.3.4, 19.2.3.5
This STANDARD is NOT MET as evidenced by:

Based on observation and staff interview, the facility
falled to maintain the egress corridor width per
NFPA 101 (2012 edition), Life Safety Code, sections
19.2.3.4 and 19.2.3.5. These deficient findings could
have an Isolated impact on the residents within the
facility.

Findings include:

1. On 06/17/2026 at 10:01 AM, It was revealed by
observation that interior finish materials mounted on
corridor walls in the 100 Wing and 200 Wing have
diminished the width of these existing corridors. The
original corridor width of 82 1/4 -inches has been
reduced at various points along the entire length of
the corridors by as little as one-inch [between the
aluminum siding on one side to the lap siding on
the opposite side) to as much of 5 1/4-inches
[between the faux tree trunk on one side to the
frame of the faux window on the other side.

2. 0On 06/17/2026 at 10:01 AM, it was revealed by
observation that grab rails mounted on corridor
walls of the 100 Wing and 200 Wing project between
5-iInches and 5 1/2-inches Into the corridors, as
measured from the original gypsum wall board to
the outside edges of the wooden ralls.

An Iinterview with the Environmental Service Director
verified these deficient findings at the time of
discovery.

K0293 Exit Sighage 1. Corrective Action 07/31/2026
SS=D
Bidg. 01 CFR(s): NFPA 101 Upon identification of the deficient exit sighage, the

Maintenance Director immediately evaluated the
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2012 EXISTING

Exit and directional signs are displayed in
accordance with 7.10 with continuous illumination
also served by the emergency lighting system.

19.2.10.1

(Indicate N/A In one-story existing occupancies with
less than 30 occupants where the line of exit travel
IS obvious.)

This STANDARD i1s NOT MET as evidenced by:

Based on observation and staff interview, the facility
falled to maintain the egress exit signs per NFPA 101
(2012 edition), Life Safety Code, sections 19.2.10.1
and 7.10.2.1. This deficient finding could have an
Isolated impact on the residents within the facility.

Findings include:

On 06/17/2026 at 10:17 AM, it was revealed by
observation that the exit sign located In the
Northeast 200 Wing displayed directional arrows
Indicating travel to the left and right. The approved
means of egress at this location requires occupants
to proceed straight ahead. The incorrect directional
signage could mislead occupants during an
emergency evacuation and does not accurately
identify the designated exit path.

A Interview with the Environmental Service Director
verified this deficient finding at the time of
discovery.

Event ID: 231B38-L1

nearest exit. The signage was verified to be visible,
properly illuminated, and compliant with Life Safety
Code requirements.

2. ldentification of Other Areas at Risk

A comprehensive audit of the entire facility was
conducted by the Maintenance Director to identify
any additional locations where exit sighage or
directional exit sighage was missing, obstructed,
damaged, or otherwise non-compliant. No other
findings were identified.

3. Systemic Changes

The faclility revised Its Life Safety inspection
program to include a monthly review of:

Exit signs

Directional exit signs

The Maintenance Director will document findings and
corrective actions on the Life Safety Inspection Log.

4. Monitoring

The Maintenance Director or designee will conduct
and document monthly audits of all exit signage for
a minimum of three months. Audit results will be
reviewed during the facility's Quality Assurance and
Performance Improvement (QAPI) meetings. Any
iIdentified concerns will be corrected immediately and
monitored for continued compliance.

Facility ID: 00557

If continuation sheet Page 4 of 4



8/11/26, 10:27 AM IQIES Portal - Enforcement - Generate Letter

m DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically delivered

August 11, 2026

Administrator

RENVILLA HEALTH CENTER
205 SOUTHEAST ELM AVENUE
RENVILLE, MN 56284

Re: Reinspection Results
Event ID: 231B38-H1

Dear Administrator:

On July 16, 2026 survey staff of the Minnesota Department of Health - Health
Regulation Division completed a reinspection of your facility, to determine correction of
orders found on the survey completed on June 15, 2026. At this time these correction
orders were found corrected.

Please feel free to call me with any questions.

Sincerely,

Kamala Fiske-Downing

Compliance Analyst | Federal Enforcement
Health Regulation Division

Minnesota Department of Health

Kamala.Fiske-Downing@state.mn.us
Office: 651-201-4112

https://igies.cms.gov/providers/277206/enforcements/339307/letters/7746773/generate/5246 1/2
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m DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically Delivered
August 11, 2026

Administrator

RENVILLA HEALTH CENTER
205 SOUTHEAST ELM AVENUE
RENVILLE, MN 56284

RE: CCN: 245554
Cycle Start Date: June 15, 2026

Dear Administrator:

On July 16, 2026 and August 5, 2026, the Minnesota Departments of Health and Public
Safety, completed revisits to verify that your facility had achieved and maintained

compliance. Based on our review, we have determined that your facility has achieved
substantial compliance; therefore no remedies will be imposed.

Feel free to contact me if you have questions.

Sincerely,

Kamala Fiske-Downing

Compliance Analyst | Federal Enforcement
Health Regulation Division

Minnesota Department of Health

Kamala.Fiske-Downing@state.mn.us
Office: 651-201-4112

https://igies.cms.gov/providers/277206/enforcements/339307/letters/7746733/attachment/5620724/edit 1/2
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