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CMS Certification Number (CCN): 24-5387   

September 24, 2014

Mr. David Uselman, Administrator

St Olaf Residence

2912 Fremont Avenue North

Minneapolis, Minnesota  55411

Dear Mr. Uselman:

The Minnesota Department of Health assists the Centers for Medicare and Medicaid Services (CMS) by

surveying skilled nursing facilities and nursing facilities to determine whether they meet the requirements for

participation.  To participate as a skilled nursing facility in the Medicare program or as a nursing facility in the

Medicaid program, a provider must be in substantial compliance with each of the requirements established by

the Secretary of Health and Human Services found in 42 CFR part 483, Subpart B.    

Based upon your facility being in substantial compliance, we are recommending to CMS that your facility be

recertified for participation in the Medicare and Medicaid program.

Effective September 11, 2014, the above facility is certified for:    

  80 - Skilled Nursing Facility/Nursing Facility Beds

Your facility’s Medicare approved area consists of all 80 skilled nursing facility beds.

   

You should advise our office of any changes in staffing, services, or organization, which might affect your

certification status. Please note, it is your responsibility to share the information contained in this letter and the

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

If, at the time of your next survey, we find your facility to not be in substantial compliance your Medicare and

Medicaid provider agreement may be subject to non-renewal or termination. Please contact me if you have any

questions.

Sincerely,   

   

Anne Kleppe, Enforcement Specialist

Licensing and Certification Program

Division of Compliance Monitoring

Minnesota Department of Health

Email: anne.kleppe@state.mn.us

Telephone: (651) 201-4124   Fax: (651) 215-9697   
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September 24, 2014

Mr. David Uselman, Administrator

St Olaf Residence

2912 Fremont Avenue North

Minneapolis, Minnesota  55411

RE: Project Number S5387023

Dear Mr. Uselman:

On September 2, 2014, we informed you that the following enforcement remedy was being imposed:

• State Monitoring effective September 7, 2014.  (42 CFR 488.422)

This was based on the deficiencies cited by this Department for a standard survey completed on June

27, 2014, and failure to achieve substantial compliance at the Post Certification Revisit (PCR)

completed on August 20, 2014.  The most serious deficiencies at the time of the revisit were found to

be isolated deficiencies that constituted no actual harm with potential for more than minimal harm that

was not immediate jeopardy (Level D) whereby corrections were required.

On September 18, 2014, the Minnesota Department of Health completed a second PCR to verify that

your facility had achieved and maintained compliance with federal certification deficiencies issued

pursuant to a PCR, completed on August 20, 2014.  We presumed, based on your plan of correction,

that your facility had corrected these deficiencies as of September 11, 2014.   Based on our visit, we

have determined that your facility has corrected the deficiencies issued pursuant to our PCR, completed

on August 20, 2014, as of September 11, 2014.  As a result of the revisit findings, the Department is

discontinuing the Category 1 remedy of state monitoring effective September 11, 2014.

In addition, this Department recommended to the CMS Region V Office the following actions related

to the remedies outlined in our letter of September 2, 2014.  The CMS Region V Office concurs and

has authorized this Department to notify you of these actions:

• Mandatory denial of payment for new Medicare and Medicaid admissions, effective

September 27, 2014, be rescinded.  (42 CFR 488.417 (b))

The CMS Region V Office will notify your fiscal intermediary that the denial of payment for new

Medicare admissions, effective September 27, 2014, is to be rescinded.  They will also notify the State

Medicaid Agency that the denial of payment for all Medicaid admissions, effective September 27,

2014, is to be rescinded.
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In our letter of September 2, 2014,  we advised you that, in accordance with Federal law, as specified in

the Act at Section 1819(f)(2)(B)(iii)(I)(b) and 1919(f)(2)(B)(iii)(I)(b), your facility was prohibited from

conducting a Nursing Aide Training and/or Competency Evaluation Program (NATCEP) for two years

from September 27, 2014, due to denial of payment for new admissions.  Since your facility attained

substantial compliance on September 11, 2014, the original triggering remedy, denial of payment for

new admissions, did not go into effect.  Therefore, the NATCEP prohibition is rescinded.

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

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

Enclosed is a copy of the Post Certification Revisit Form, (CMS-2567B) from this visit.

Feel free to contact me if you have questions.

Sincerely,   

   
Anne Kleppe, Enforcement Specialist

Licensing and Certification Program

Division of Compliance Monitoring

Minnesota Department of Health   

Email: anne.kleppe@state.mn.us      

Telephone: (651) 201-4124    Fax: (651) 215-9697   

Enclosure

cc: Licensing and Certification File     
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September 24, 2014
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Form Approved

OMB NO. 0938-0390Centers for Medicare & Medicaid Services

Department of Health and Human Services

Post-Certification Revisit Report

Public reporting for this collection of information is estimated to average 10 minutes per response, including time for reviewing instructions, searching existing data sources, gathering and 
maintaining data needed, and completing and reviewing the collection of information.  Send comments regarding this burden estimate or any other aspect of this collection of information 
including suggestions for reducing the burden, to CMS, Office of Financial Management, P.O. Box 26684, Baltimore, MD 21207; and to the Office of Management and Budget, Paperwork 
Reduction Project (0938-0390), Washington, D.C. 20503.

Street Address, City, State, Zip Code

B. Wing

(Y1) (Y3) Date of Revisit
A. Building

245387

Name of Facility 

(Y2) Multiple ConstructionProvider / Supplier / CLIA / 
Identification Number

ST OLAF RESIDENCE 2912 FREMONT AVENUE NORTH

MINNEAPOLIS, MN 55411

9/18/2014

This report is completed by a qualified State surveyor for the Medicare, Medicaid and/or Clinical Laboratory Improvement Amendments program, to show those deficiencies previously 
reported on the CMS-2567, Statement of Deficiencies and Plan of Correction that have been corrected and the date such corrective action was accomplished.  Each deficiency should be 
fully identified using either the regulation or LSC provision number and the identification prefix code previously shown on the CMS-2567 (prefix codes shown to the left of each 
requirement on the survey report form).

(Y4) Item (Y5) Date (Y4) Item (Y5) Date Date(Y5)Item(Y4)

ID Prefix

Correction 

Completed
09/11/2014 F0225

Reg. # 483.13(c)(1)(ii)-(iii), (c)(2) - (4) 0225

LSC

ID Prefix

Correction 

Completed
09/11/2014 F0226

Reg. # 483.13(c) 0226

LSC

ID Prefix

Correction 

Completed
09/11/2014 F0280

Reg. # 483.20(d)(3), 483.10(k)(2) 0280

LSC

ID Prefix

Correction 

Completed
09/11/2014 F0323

Reg. # 483.25(h) 0323

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

Reviewed By

State Agency

Reviewed By

Reviewed By

Reviewed By Date:

Date:

CMS RO

Signature of Surveyor:

Signature of Surveyor: Date:

Date:

Followup to Survey Completed on: Check for any Uncorrected Deficiencies.  Was a Summary of 
Uncorrected Deficiencies (CMS-2567) Sent to the Facility? YES NO6/27/2014

Form CMS - 2567B (9-92) Page 1 of 1 EFPC13Event ID:

GD/AK           09/19/2014    30951   09/18/2014
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Certified Mail # 7010 1670 0000 8044 4660

September 2, 2014

Mr. David Uselman, Administrator

St Olaf Residence

2912 Fremont Avenue North

Minneapolis, Minnesota  55411

RE: Project Number S5387023

Dear Mr. Uselman:

On July 15, 2014, we informed you that we would recommend enforcement remedies based on the

deficiencies cited by this Department for a standard survey, completed on June 27, 2014. This survey

found the most serious deficiencies to be widespread deficiencies that constituted no actual harm with

potential for more than minimal harm that was not immediate jeopardy (Level F) whereby corrections

were required.

On August 20, 2014, the Minnesota Department of Health and on August 11, 2014, the Minnesota

Department of Public Safety completed a revisit to verify that your facility had achieved and

maintained compliance with federal certification deficiencies issued pursuant to a standard survey,

completed on June 27, 2014.  We presumed, based on your plan of correction, that your facility had

corrected these deficiencies as of August 8, 2014.  Based on our visit, we have determined that your

facility has not achieved substantial compliance with the deficiencies issued pursuant to our standard

survey, completed on June 27, 2014.  The deficiencyies not corrected are as follows:

F0225 -- S/S: D -- 483.13(c)(1)(ii)-(iii), (c)(2) - (4) -- Investigate/report Allegations/individuals

F0226 -- S/S: D -- 483.13(c) -- Develop/implment Abuse/neglect, Etc Policies

F0280 -- S/S: D -- 483.20(d)(3), 483.10(k)(2) -- Right To Participate Planning Care-Revise Cp

F0323 -- S/S: D -- 483.25(h) -- Free Of Accident Hazards/supervision/devices

The most serious deficiencies in your facility were found to be isolated deficiencies that constitute no

actual harm with potential for more than minimal harm that is not immediate jeopardy (Level D), as

evidenced by the attached CMS-2567, whereby corrections are required.

As a result of our finding that your facility is not in substantial compliance, this Department is

imposing the following category 1 remedy:

• State Monitoring effective September 7, 2014. (42 CFR 488.422)
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In addition, Sections 1819(h)(2)(D) and (E) and 1919(h)(2)(C) and (D) of the Act and 42 CFR

488.417(b) require that, regardless of any other remedies that may be imposed, denial of payment for

new admissions must be imposed when the facility is not in substantial compliance 3 months after the

last day of the survey identifying noncompliance.  Thus, the CMS  Region V Office concurs, is

imposing the following remedy and has authorized this Department to notify you of the imposition:

• Mandatory Denial of payment for new Medicare and Medicaid admissions effective

September 27, 2014.  (42 CFR 488.417 (b))

The CMS Region V Office will notify your fiscal intermediary that the denial of payment for new

admissions is effective September 27, 2014.  They will also notify the State Medicaid Agency that they

must also deny payment for new Medicaid admissions effective September 27, 2014.  You should

notify all Medicare/Medicaid residents admitted on or after this date of the restriction.

Further, Federal law, as specified in the Act at Sections 1819(f)(2)(B), prohibits approval of nurse

assistant training programs offered by, or in, a facility which, within the previous two years, has been

subject to a denial of payment.  Therefore, St Olaf Residence is prohibited from offering or conducting

a Nurse Assistant Training/Competency Evaluation Programs or Competency Evaluation Programs for

two years effective September 27, 2014.  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.  If this prohibition is not rescinded, under

Public Law 105-15 (H.R. 968), you may request a waiver of this prohibition if certain criteria are met.   

Please contact the Nursing Assistant Registry at (800) 397-6124 for specific information regarding a

waiver for these programs from this Department.

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

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

A copy of the Statement of Deficiencies (CMS-2567) and the Post Certification Revisit Form

(CMS-2567B) from this visit are enclosed.

APPEAL RIGHTS

If you disagree with this determination, you or your legal representative may request a hearing before an

administrative law judge of the Department of Health and Human Services, Department Appeals Board.

 Procedures governing this process are set out in Federal regulations at 42 CFR Section 498.40 et seq.   

A written request for a hearing must be filed no later than 60 days from the date of receipt of this letter.   

Such a request may be made to the Centers for Medicare and Medicaid Services at the following

address:

   Department of Health and Human Services

   Departmental Appeals Board, MS 6132

   Civil Remedies Division

   Attention: Karen R. Robinson, Director

   330 Independence Avenue, SW

   Cohen Building, Room G-644

   Washington, DC 20201

St Olaf Residence

September 2, 2014
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A request for a hearing should identify the specific issues and the 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.  You do not need to submit records or other documents with your hearing

request.  The Departmental Appeals Board (DAB) will issue instructions regarding the proper submittal

of documents for the hearing.  The DAB will also set the location for the hearing, which is likely to be

in Minnesota or in Chicago, Illinois.  You may be represented by counsel at a hearing at your own

expense.

DEPARTMENT CONTACT

Questions regarding this letter and all documents submitted as a response to the resident care

deficiencies (those preceded by a "F" tag), i.e., the plan of correction should be directed to:

   Gloria Derfus, Unit Supervisor   

   Minnesota Department of Health

   P.O. Box 64900       

    St. Paul, Minnesota 55164-0900

Email:   gloria.derfus@state.mn.us

Telephone:  (651) 201-3792     

Fax:  (651) 201-3790

PLAN OF CORRECTION (PoC)

A PoC for the deficiencies must be submitted within   ten calendar days of your receipt of this letter.   

Your PoC must:

-   Address how corrective action will be accomplished for those residents found to have

been affected by the deficient practice;

 - Address how the facility will identify other residents having the potential to be affected

by the same deficient practice;

 - Address what measures will be put into place or systemic changes made to ensure that

the deficient practice will not recur;

 - Indicate how the facility plans to monitor its performance to make sure that solutions are

  sustained.  The facility must develop a plan for ensuring that correction is achieved and   

  sustained.  This plan must be implemented, and the corrective action evaluated for its   

  effectiveness.  The plan of correction is integrated into the quality assurance system;

 - Include dates when corrective action will be completed.  The corrective action    

completion dates must be acceptable to the State.  If the plan of correction is    

unacceptable for any reason, the State will notify the facility.  If the plan of correction is   

acceptable, the State will notify the facility.  Facilities should be cautioned that they are   

ultimately accountable for their own compliance, and that responsibility is not alleviated   

in cases where notification about the acceptability of their plan of correction is not made   

St Olaf Residence

September 2, 2014
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timely.  The plan of correction will serve as the facility’s allegation of compliance; and,

   

 - Include signature of provider and date.

If an acceptable PoC 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 remedy be imposed:

• Per day civil money penalty (42 CFR 488.430 through 488.444).

Failure to submit an acceptable PoC could also result in the termination of your facility’s Medicare

and/or Medicaid agreement.

PRESUMPTION OF COMPLIANCE -  CREDIBLE ALLEGATION OF COMPLIANCE

The facility's PoC 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 PoC 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 PoC for their respective deficiencies (if any) is acceptable.

VERIFICATION OF SUBSTANTIAL COMPLIANCE

Upon receipt of an acceptable PoC, a revisit of your facility will be conducted to verify that substantial

compliance with the regulations has been attained.  The revisit will occur after the date you identified

that compliance was achieved in your allegation of compliance and/or plan of correction.

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

Medicaid program(s) will be continued and we will recommend that the remedies imposed be

discontinued effective the date of the on-site verification.  Compliance is certified as of the date of the

second revisit or the date confirmed by the acceptable evidence, whichever is sooner.

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 27, 2014 (six months after the

identification of noncompliance) if your facility does not achieve substantial compliance.  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.

INFORMAL DISPUTE RESOLUTION

In accordance with 42 CFR 488.331, 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:

St Olaf Residence
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   Nursing Home Informal Dispute Process

   Minnesota Department of Health

   Division of Compliance Monitoring   

   P.O. Box 64900

   St. Paul, Minnesota 55164-0900

This request must be sent within the same ten days you have for submitting a PoC for the cited

deficiencies. All requests for an IDR or IIDR of federal deficiencies must be submitted via the web at:

http://www.health.state.mn.us/divs/fpc/profinfo/ltc/ltc_idr.cfm   

You must notify MDH at this website of your request for an IDR or IIDR within the 10 calendar day

period allotted for submitting an acceptable plan of correction. A copy of the Department’s informal

dispute resolution policies are posted on the MDH Information Bulletin website at:

http://www.health.state.mn.us/divs/fpc/profinfo/infobul.htm

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.            

Feel free to contact me if you have questions.

Sincerely,   

   

Anne Kleppe, Enforcement Specialist

Licensing and Certification Program

Division of Compliance Monitoring

Minnesota Department of Health   

Email: anne.kleppe@state.mn.us      

Telephone: (651) 201-4124    Fax: (651) 215-9697   

Enclosure

cc:  Licensing and Certification File     

St Olaf Residence

September 2, 2014
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{F 000} INITIAL COMMENTS {F 000}

 An onsite resurvey was conducted by surveyors 
of this department on August 19 and 20, 2014, to 
determine compliance with Federal deficiencies 
issued during a recertification survey exited on 
June 27, 2014.

 

{F 225}

SS=D

483.13(c)(1)(ii)-(iii), (c)(2) - (4) 
INVESTIGATE/REPORT 
ALLEGATIONS/INDIVIDUALS

The facility must not employ individuals who have 
been found guilty of abusing, neglecting, or 
mistreating residents by a court of law; or have 
had a finding entered into the State nurse aide 
registry concerning abuse, neglect, mistreatment 
of residents or misappropriation of their property; 
and report any knowledge it has of actions by a 
court of law against an employee, which would 
indicate unfitness for service as a nurse aide or 
other facility staff to the State nurse aide registry 
or licensing authorities.

The facility must ensure that all alleged violations 
involving mistreatment, neglect, or abuse, 
including injuries of unknown source and 
misappropriation of resident property are reported 
immediately to the administrator of the facility and 
to other officials in accordance with State law 
through established procedures (including to the 
State survey and certification agency).

The facility must have evidence that all alleged 
violations are thoroughly investigated, and must 
prevent further potential abuse while the 
investigation is in progress.

The results of all investigations must be reported 
to the administrator or his designated 

{F 225}

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

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 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.
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{F 225} Continued From page 1 {F 225}

representative and to other officials in accordance 
with State law (including to the State survey and 
certification agency) within 5 working days of the 
incident, and if the alleged violation is verified 
appropriate corrective action must be taken.

This REQUIREMENT  is not met as evidenced 
by:
 Based on interview and document review the 
facility failed to ensure timely reporting of 
allegations of mistreatment/neglect to the state 
agency in accordance with their policies for 4 of 5 
residents for whom allegations were reviewed 
(R107).  

Findings include:

A vulnerable adult incident report for R107, dated 
8/8/14, indicated the resident had been found off 
campus by an off duty employee on 8/7/14. "An 
off duty environmental services (EVS)-A 
employee noted resident [R107] at the corner of  
Aldrich and Broadway, 1.1 miles from the facility 
(a large 4 lane street)." The report indicated 
R107's wheelchair had run out of power, and the 
resident had to take public transportation to get 
back to the facility. The Verification of 
Investigation report indicated the resident had left 
the facility premises again on 8/9/14, the police 
had been called, and R107 was returned to the 
facility by paramedics because the police had 
taken him to a local hospital. The Verification of 
Investigation document further indicated the 
provider had given R107 a manual wheelchair 
versus electric powered wheelchair until an 
assessment for safety could be conducted by 
occupational therapy. Although the report 
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{F 225} Continued From page 2 {F 225}

regarding the 8/7/14 elopement indicated the 
administrator had been notified of the incident on 
8/7/14, the documentation indicated a report to 
the SA had not been made until 8/8/14.  The 
incident of elopement from 8/9/14 was not clearly 
documented on an incident report, but had been 
added to the Verification of Investigation report for 
the 8/7/14 incident.  Consequently, it was not able 
to be determined whether the incident had been 
reported to either the administrator or the SA in a 
timely manner.

The nursing notes included additional detail 
regarding the 8/9/14 incident. According to the 
NN, on 8/9/14 at 10:30 a.m., the resident had 
asked the nurse if he could leave the facility to go 
to the bank and Burger King.  The nurse had told 
the resident he was not allowed to leave the 
facility alone. The resident had told nurse he 
understood and would not leave. At 12:00 p.m., 
the nurse could not locate the resident and after 
initiating a grounds search without results, the 
police had been called. An entry at 2:00 p.m. on 
8/9/14 included:  "Resident has his wander guard 
on but it did not alarm when he left the building."  
An entry at 7:50 p.m. that evening indicated that 
paramedics had brought R107 back to the facility 
following an assessment in the hospital 
emergency room that same evening.  

On 8/19/14, at 2:57 p.m. the licensed social 
worker (LSW) was interviewed and stated she 
thought the facility had 24 hours (to report to the 
SA) if no harm, but if harm, then it needed to be 
reported within 2 hours. The LSW verified that the 
facility had reported to the supervisor and 
administrator immediately, but was missing the 
piece to report to the SA immediately. LSW 
further stated R107 eloped on 8/7, and then a 
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{F 225} Continued From page 3 {F 225}

WanderGuard was put on. He eloped again on 
8/9/14 left facility by ALF door and went out, it 
was recorded on video. There was a 
WanderGuard from the kitchen to hallway (to 
assisted living facility), I believe they did check it 
and it was working.  The WanderGuard was 
working; R107 had his motorized wheelchair and 
had agreed to work with occupational Therapy 
(OT) for safe outings. "We had planned to do that 
initially (after first elopement) but R107 said he 
wouldn't do it again, and then he did." LSW 
verified the elopements had been reported late. 

On 8/19/14, at 3:11 p.m. the administrator verified 
R107 had gotten out the door on 8/7/14. The 
administrator further stated in regard to late 
reporting to the SA: "if it's on the weekend or late 
at night, they wait for us to report it the next day. 
The Supervisors report it to management. The 
(supervisors) have been educated (on how to 
report to the SA); it's just not what we have done 
for practice." 

On 8/20/14, at 9:35 a.m. LPN-A stated he had 
been trained to separate the resident's, protect 
them and call the supervisor, ADON, DON, and 
administrator and document the event and 
interventions used. LPN-A stated I do not do the 
report, but the DON and administrator do the 
report (to SA). 
The facility's Abuse Prevention Plan dated 
9/20/13, identified neglect as a form of 
maltreatment.  The plan further defined Neglect 
as:  "the failure to provide goods and services 
necessary to avoid physical harm..."  In addition, 
under the section Reporting of Maltreatment, the 
policy included:  "...The facility professional who 
receives the report of suspected maltreatment is 
then responsible for immediately reporting the 
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maltreatment to the facility Administrator or the 
Administrator's designee, the Minnesota 
Department of Health (SA) and the CEP 
(common entry point) as describe..."

{F 226}

SS=D

483.13(c) DEVELOP/IMPLMENT 
ABUSE/NEGLECT, ETC POLICIES

The facility must develop and implement written 
policies and procedures that prohibit 
mistreatment, neglect, and abuse of residents 
and misappropriation of resident property.

This REQUIREMENT  is not met as evidenced 
by:

{F 226}

 Based on interview and document review the 
facility failed to ensure timely reporting of 
allegations of mistreatment/neglect to the state 
agency in accordance with their policies for 2 of 5 
allegations reviewed (R107).  

Findings include:

The facility's Abuse Prevention Plan dated 
9/20/13, identified neglect as a form of 
maltreatment.  The plan further defined Neglect 
as:  "the failure to provide goods and services 
necessary to avoid physical harm..."  In addition, 
under the section Reporting of Maltreatment, the 
policy included:  "...The facility professional who 
receives the report of suspected maltreatment is 
then responsible for immediately reporting the 
maltreatment to the facility Administrator or the 
Administrator's designee, the Minnesota 
Department of Health (SA) and the CEP 
(common entry point) as describe..."
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{F 226} Continued From page 5 {F 226}

A vulnerable adult incident report for R107, dated 
8/8/14, indicated the resident had been found off 
campus by an off duty employee on 8/7/14. "An 
off duty environmental services (EVS)-A 
employee noted resident [R107] at the corner of  
Aldrich and Broadway, 1.1 miles from the facility 
(a large 4 lane street)." The report indicated 
R107's wheelchair had run out of power, and the 
resident had to take public transportation to get 
back to the facility. The Verification of 
Investigation report indicated the resident had left 
the facility premises again on 8/9/14, the police 
had been called, and R107 was returned to the 
facility by paramedics because the police had 
taken him to a local hospital. The Verification of 
Investigation document further indicated the 
provider had given R107 a manual wheelchair 
versus electric powered wheelchair until an 
assessment for safety could be conducted by 
occupational therapy. Although the report 
regarding the 8/7/14 elopement indicated the 
administrator had been notified of the incident on 
8/7/14, the documentation indicated a report to 
the SA had not been made until 8/8/14.  The 
incident of elopement from 8/9/14 was not clearly 
documented, but had been added to the 
Verification of Investigation report for the 8/7/14 
incident.  Consequently, it was not able to be 
determined whether the incident had been 
reported to either the administrator or the SA in a 
timely manner.

On 8/19/14, at 2:57 p.m. the licensed social 
worker (LSW) was interviewed and stated she 
thought the facility had 24 hours (to report to the 
SA) if no harm, but if harm, then it needed to be 
reported within 2 hours. The LSW verified that the 
facility had reported to the supervisor and 
administrator immediately, but was missing the 
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{F 226} Continued From page 6 {F 226}

piece to report to the SA immediately. LSW 
further stated R107 eloped on 8/7, and then a 
WanderGuard was put on. He eloped again on 
8/9/14 left facility by ALF door and went out, it 
was recorded on video. There was a 
WanderGuard from the kitchen to hallway (to 
assisted living facility), I believe they did check it 
and it was working.  The WanderGuard was 
working; R107 had his motorized wheelchair and 
had agreed to work with occupational Therapy 
(OT) for safe outings. "We had planned to do that 
initially (after first elopement) but R107 said he 
wouldn't do it again, and then he did." LSW 
verified the elopements had been reported late. 

On 8/19/14, at 3:11 p.m. the administrator verified 
R107 had gotten out the door on 8/7/14. The 
administrator further stated in regard to late 
reporting to the SA: "if it's on the weekend or late 
at night, they wait for us to report it the next day. 
The Supervisors report it to management. The 
(supervisors) have been educated (on how to 
report to the SA); it's just not what we have done 
for practice." 

On 8/20/14, at 9:35 a.m. LPN-A stated he had 
been trained to separate the resident's, protect 
them and call the supervisor, ADON, DON, and 
administrator and document the event and 
interventions used. LPN-A stated I do not do the 
report, but the DON and administrator do the 
report (to SA).

{F 280}

SS=D

483.20(d)(3), 483.10(k)(2) RIGHT TO 
PARTICIPATE PLANNING CARE-REVISE CP

The resident has the right, unless adjudged 
incompetent or otherwise found to be 
incapacitated under the laws of the State, to 

{F 280}
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{F 280} Continued From page 7 {F 280}

participate in planning care and treatment or 
changes in care and treatment.

A comprehensive care plan must be developed 
within 7 days after the completion of the 
comprehensive assessment; prepared by an 
interdisciplinary team, that includes the attending 
physician, a registered nurse with responsibility 
for the resident, and other appropriate staff in 
disciplines as determined by the resident's needs, 
and, to the extent practicable, the participation of 
the resident, the resident's family or the resident's 
legal representative; and periodically reviewed 
and revised by a team of qualified persons after 
each assessment.

This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, interview and document 
review, the facility failed to revise the care plan for 
1 of 3 residents (R45) reviewed for 
accidents/supervision including suicidal ideation.

Findings include: 

On 8/19/14, at 12:33 p.m. R45 was observed 
seated on her wheelchair (w/c) at the dining room 
table. R45 was crying loudly.  When asked, R45 
told the surveyor she was tired as she had been 
up since 5:00 a.m. and wanted to go to sleep. 
When asked R45 verfied she had not eaten her 
lunch and stated she was not hungry but just 
wanted to go sleep.  R45 was observed to say 
this while she wiped tears from her cheeks and 
wiped her nose. 
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{F 280} Continued From page 8 {F 280}

R45's Resident Admission Record, dated 1/13/14, 
identified diagnoses of depression, sleep 
disturbance, end stage renal disease (ESRD), 
dementia persisting alcohol induced and human 
immunodeficiency virus (HIV).   

A Resident Incident Report dated 8/9/14, 1300 
(1:00 p.m.) included,  "R45 was noted to try to go 
through the southwest stairway with her 
wheelchair (w/c) (while sitting on w/c) when asked 
resident stated, 'Am trying to kill myself.'  15 
minute checks initiated and WanderGuard 
applied. Daughter called and R45 was 
encouraged to call family to decrease loneliness. 
Root cause indicated increased depressive mood 
when family visits decreased (son did not have 
transportation and daughter was ill). Resident 
was encouraged to phone children when she had 
feelings of loneliness. Children were in 
agreement with the plan."

Physician Orders 8/9/14, included the use of a 
WanderGuard to right wrist and  to utilize the 
WanderGuard protocol for monitoring. 

A physician's order dated 8/11/14, indicated R45 
had been started on Zoloft (an anti-depressant) 
50 milligrams (mg) by mouth every morning (AM) 
for major depression.

Although the resident's plan of care dated 
7/16/14, identified a problem of "depression". The 
goal included, "Will discuss feelings that lead to 
feeling down, depressed or hopeless."   
Interventions included, administer medications as 
ordered... encourage resident to verbalize 
feelings, observe for signs and symptoms of 
depression including tearfulness, hopelessness, 
loss of appetite. Interventions identified included: 
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treat primary mood disorder and depression.  The 
care plan had not been revised to include the use 
of the WanderGuard, or the concern related to 
the resident's suicidal ideations.

On 8/19/14, at 1:27 p.m. director of nursing 
(DON) verified the suicidal ideation and use of a 
WanderGuard had not been added to the care 
plan or the Team Assignment sheet. 

On 8/19/14, at 3:04 p.m. DON acknowledged the 
WanderGuard intervention should have been 
added to the care plan and further stated she had 
just talked to the licensed social worker (LSW) 
and had told her "We were dropping the ball. I 
just told her that the chart and the report will be 
brought to the daily stand up and this will make 
sure everything is done right there then." 

On 8/19/14, at 3:15 p.m. the LSW was 
interviewed and acknowledged the WanderGuard 
was supposed to have been added to the care 
plan after the suicidal ideation.  The LSW looked 
through the entire care plan and verified the 
WanderGuard had not been added to the care 
plan, so she added it at that time under the 
problem area of "mood".

When interviewed on 8/19/14, at 3:40 p.m. 
nursing assistant (NA)-A, who was assigned to 
R45 for the shift, stated she was not sure exactly 
why R45 had the WanderGuard, "Usually when 
residents have a wander guard it's because they 
wander."

On 8/19/14, at 3:45 p.m. when asked if she knew 
why R45 had a WanderGuard, NA-B stated she 
did not know and told the surveyor she could find 
out from one of the nurses at the desk. When 
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asked if she had worked with R45 NA-B stated,  
"Yes we get rotated every two weeks and I just 
got done working with her this last weekend." 
NA-B also verified that when working on the floor 
all the staff can help any of the residents. 

On 8/19/14, at 3:47 p.m. when asked if she was 
aware why R45 had a WanderGuard on, licensed 
practical nurse (LPN)-B stated R45 had suicidal 
ideations and that it had been decided to put on 
the WanderGuard to alert staff if she would 
attempt to get through the (stairway) door.  

.

{F 323}

SS=D

483.25(h) FREE OF ACCIDENT 
HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident 
environment remains as free of accident hazards 
as is possible; and each resident receives 
adequate supervision and assistance devices to 
prevent accidents.

This REQUIREMENT  is not met as evidenced 
by:

{F 323}

 Based on observation, interview and document 
review, the facility failed to notify staff of the risk 
for suicide for 1 of 3 residents (R45) who had 
suicidal ideation; and failed to implement 
adequate supervision for 1 of 1 resident (R107) 
reviewed who had eloped from the building.

Findings include: 

On 8/19/14, at 12:33 p.m. R45 was observed 
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seated on her wheelchair (w/c) at the dining room 
table. R45 was crying loudly.  When asked, R45 
told the surveyor she was tired as she had been 
up since 5:00 a.m. and wanted to go to sleep. 
When asked R45 verfied she had not eaten her 
lunch and stated she was not hungry but just 
wanted to go sleep.  R45 was observed to say 
this while she wiped tears from her cheeks and 
wiped her nose. 

R45's Resident Admission Record, dated 1/13/14, 
identified diagnoses of depression, sleep 
disturbance, end stage renal disease (ESRD), 
dementia persisting alcohol induced and human 
immunodeficiency virus (HIV).   

A Resident Incident Report dated 8/9/14, 1300 
(1:00 p.m.) included,  "R45 was noted to try to go 
through the southwest stairway with her 
wheelchair (w/c) (while sitting on w/c) when asked 
resident stated, 'Am trying to kill myself.'  15 
minute checks initiated and WanderGuard 
applied. Daughter called and R45 was 
encouraged to call family to decrease loneliness. 
Root cause indicated increased depressive mood 
when family visits decreased (son did not have 
transportation and daughter was ill). Resident 
was encouraged to phone children when she had 
feelings of loneliness. Children were in 
agreement with the plan."

Physician Orders 8/9/14, included the use of a 
WanderGuard to right wrist and  to utilize the 
WanderGuard protocol for monitoring. 

A physician's order dated 8/11/14, indicated R45 
had been started on Zoloft (an anti-depressant) 
50 milligrams (mg) by mouth every morning (AM) 
for major depression.
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Although the resident's plan of care dated 
7/16/14, identified a problem of "depression". The 
goal included, "Will discuss feelings that lead to 
feeling down, depressed or hopeless."   
Interventions included, administer medications as 
ordered... encourage resident to verbalize 
feelings, observe for signs and symptoms of 
depression including tearfulness, hopelessness, 
loss of appetite. Interventions identified included: 
treat primary mood disorder and depression.  The 
care plan had not been revised to include the use 
of the WanderGuard, or the concern related to 
the resident's suicidal ideations.

On 8/19/14, at 1:27 p.m. director of nursing 
(DON) verified the suicidal ideation and use of a 
WanderGuard had not been added to the care 
plan or the Team Assignment sheet. 

On 8/19/14, at 3:04 p.m. DON acknowledged the 
WanderGuard intervention should have been 
added to the care plan and further stated she had 
just talked to the licensed social worker (LSW) 
and had told her "We were dropping the ball. I 
just told her that the chart and the report will be 
brought to the daily stand up and this will make 
sure everything is done right there then." 

On 8/19/14, at 3:15 p.m. the LSW was 
interviewed and acknowledged the WanderGuard 
was supposed to have been added to the care 
plan after the suicidal ideation.  The LSW looked 
through the entire care plan and verified the 
WanderGuard had not been added to the care 
plan, so she added it at that time under the 
problem area of "mood".

When interviewed on 8/19/14, at 3:40 p.m. 
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nursing assistant (NA)-A, who was assigned to 
R45 for the shift, stated she was not sure exactly 
why R45 had the WanderGuard, "Usually when 
residents have a wander guard it's because they 
wander."

On 8/19/14, at 3:45 p.m. when asked if she knew 
why R45 had a WanderGuard, NA-B stated she 
did not know and told the surveyor she could find 
out from one of the nurses at the desk. When 
asked if she had worked with R45 NA-B stated,  
"Yes we get rotated every two weeks and I just 
got done working with her this last weekend." 
NA-B also verified that when working on the floor 
all the staff can help any of the residents. 

On 8/19/14, at 3:47 p.m. when asked if she was 
aware why R45 had a WanderGuard on, licensed 
practical nurse (LPN)-B stated R45 had suicidal 
ideations and that it had been decided to put on 
the WanderGuard to alert staff if she would 
attempt to get through the (stairway) door.  

According to a vulnerable adult incident report for 
R107, dated 8/8/14,  the resident had been found 
off campus by an off duty employee on 8/7/14. 
The report included, "An off duty environmental 
services (EVS)-A employee noted resident [R107] 
at the corner of  Aldrich and Broadway, 1.1 miles 
from the facility (a large 4 lane street)." The report 
indicated R107's wheelchair had run out of 
power, and the resident had to take public 
transportation to get back to the facility. The 
Verification of Investigation report indicated the 
resident had left the facility premises again on 
8/9/14, the police had been called, and R107 was 
returned to the facility by paramedics because the 
police had taken him to a local hospital. The 
Verification of Investigation document further 
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indicated the provider had given R107 a manual 
wheelchair versus electric powered wheelchair 
until an assessment for safety could be 
conducted by occupational therapy. 

The nursing notes included additional detail 
regarding the 8/9/14 incident. According to the 
NN, on 8/9/14 at 10:30 a.m., the resident had 
asked the nurse if he could leave the facility to go 
to the bank and Burger King.  The nurse had told 
the resident he was not allowed to leave the 
facility alone. The resident had told nurse he 
understood and would not leave. At 12:00 p.m., 
the nurse could not locate the resident and after 
initiating a grounds search without results, the 
police had been called. An entry at 2:00 p.m. on 
8/9/14 included:  "Resident has his wander guard 
on but it did not alarm when he left the building."  
An entry at 7:50 p.m. that evening indicated that 
paramedics had brought R107 back to the facility 
following an assessment in the hospital 
emergency room that same evening.  

Although the resident's care plan had been 
updated on 8/8/14 to include the use of a 
Wanderguard for unsafe wandering and/or exit 
seeking behaviors, the resident had still been 
able to exit the builidng without staff noticing, nor 
the alarm sounding.  In addition, there had been 
no intervention changes to ensure the resident's 
motorized wheelchair battery remained fully 
charged.

On 8/19/14, at 2:57 p.m. the licensed social 
worker (LSW) was interviewed and verified R107 
had eloped on 8/7/14.  The LSW stated a 
WanderGuard had been initiated, however R107 
had eloped again on 8/9/14.  The LSW said R107 
had left the facility by going through a door into 
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the assisted living.  She said they had determined 
this by review of their hallway video recording. 
The LSW stated there was a WanderGuard from 
the kitchen to the AL hallway, and added "I 
believe they did check it and it was working."    
According to the LSW, R107 had now agreed to 
work with occupational Therapy (OT) to ensure 
safe use of the wheelchair for outings. "We had 
planned to do that initially (after the first 
elopement) but  [R107] said he wouldn't do it 
again, but then he did."
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Certified Mail # 7013 2250 0001 6356 5231

July 15, 2014   

Mr. David Uselman, Administrator

St Olaf Residence

2912 Fremont Avenue North

Minneapolis, Minnesota  55411

RE: Project Number S5387023

Dear Mr. Uselman:

On June 26, 2014, a standard survey was completed at your facility by the Minnesota Departments of

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

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

Medicaid programs.     

This survey found the most serious deficiencies in your facility 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 attached CMS-2567 whereby corrections are required.  A copy of the

Statement of Deficiencies (CMS-2567) is enclosed.     

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.

This letter provides important information regarding your response to these deficiencies and addresses

the following issues:

Opportunity to Correct - the facility is allowed an opportunity to correct identified

deficiencies before remedies are imposed;

Plan of Correction - when a plan of correction will be due and the information to be

contained in that document;   

Remedies - the type of remedies that will be imposed with the authorization of the   

Centers for Medicare and Medicaid Services (CMS) if substantial compliance is not

attained at the time of a revisit;
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Potential Consequences - the consequences of not attaining substantial compliance 3 and 6

months after the survey date; and

Informal Dispute Resolution - your right to request an informal reconsideration to dispute

the attached deficiencies.   

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

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

DEPARTMENT CONTACT

Questions regarding this letter and all documents submitted as a response to the resident care

deficiencies (those preceded by a "F" tag), i.e., the plan of correction should be directed to:

   Gloria Derfus, Unit Supervisor   

   Minnesota Department of Health

   P.O. Box 64900       

    St. Paul, Minnesota 55164-0900

    

   Email: gloria.derfus@state.mn.us     

   Telephone:  (651) 201-3792     

   Fax:  (651) 201-3790

OPPORTUNITY TO CORRECT   - DATE OF CORRECTION - REMEDIES

As of January 14, 2000, CMS policy requires that facilities will not be given an opportunity to correct

before remedies will  be imposed when actual harm was cited at the last standard or intervening survey

and also cited at the current survey.   Your facility does not meet this criterion.  Therefore, if your

facility has not achieved substantial compliance by August 9, 2014, the Department of Health will

impose the following  remedy:

• State Monitoring.  (42 CFR 488.422)

In addition, the Department of Health is recommending to the CMS Region V Office that if your

facility has not achieved substantial compliance by August 9, 2014 the following remedy will be

imposed:

• Per instance civil money penalties. (42 CFR 488.430 through 488.444)

PLAN OF CORRECTION (PoC)

A PoC for the deficiencies must be submitted within   ten calendar days of your receipt of this letter.   

Your PoC must:

-   Address how corrective action will be accomplished for those residents found to have
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been affected by the deficient practice;

 - Address how the facility will identify other residents having the potential to be affected

by the same deficient practice;

 - Address what measures will be put into place or systemic changes made to ensure that

the deficient practice will not recur;

 - Indicate how the facility plans to monitor its performance to make sure that solutions are

  sustained.  The facility must develop a plan for ensuring that correction is achieved and   

  sustained.  This plan must be implemented, and the corrective action evaluated for its   

  effectiveness.  The plan of correction is integrated into the quality assurance system;

- Include dates when corrective action will be completed.  The corrective action

completion dates must be acceptable to the State.  If the plan of correction is

unacceptable for any reason, the State will notify the facility.  If the plan of correction is

acceptable, the State will notify the facility.  Facilities should be cautioned that they are

ultimately accountable for their own compliance, and that responsibility is not alleviated

in cases where notification about the acceptability of their plan of correction is not made

timely.  The plan of correction will serve as the facility’s allegation of compliance; and,

   

 - Include signature of provider and date.

If an acceptable PoC 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:

• Optional denial of payment for new Medicare and Medicaid admissions (42 CFR 488.417 (a));

• Per day civil money penalty (42 CFR 488.430 through 488.444).

Failure to submit an acceptable PoC could also result in the termination of your facility’s Medicare

and/or Medicaid agreement.

PRESUMPTION OF COMPLIANCE - CREDIBLE ALLEGATION OF COMPLIANCE

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.  In order for your allegation of compliance to be acceptable to the Department, the PoC

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 PoC for the respective deficiencies (if any) is

acceptable.

VERIFICATION OF SUBSTANTIAL COMPLIANCE

Upon receipt of an acceptable PoC, an onsite revisit of your facility may be conducted to validate that
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substantial compliance with the regulations has been attained in accordance with your verification.  A

Post Certification Revisit (PCR) will occur after the date you identified that compliance was achieved

in your plan of correction.

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 PoC, unless it is determined that either correction actually

occurred between the latest correction date on the PoC and the date of the first revisit, or correction

occurred sooner than the latest correction date on the PoC.

Original deficiencies not corrected

If your facility has not achieved substantial compliance, we will impose the remedies described above.

If the level of noncompliance worsened to a point where a higher category of remedy may be imposed,

we will recommend to the CMS Region V Office that those other remedies be imposed.

Original deficiencies not corrected and new deficiencies found during the revisit

If new deficiencies are identified at the time of the revisit, those deficiencies may be disputed through

the informal dispute resolution process.  However, the remedies specified in this letter will be imposed

for original deficiencies not corrected.  If the deficiencies identified at the revisit require the imposition   

of a higher category of remedy, we will recommend to the CMS Region V Office that those remedies

be imposed.

Original deficiencies corrected but new deficiencies found during the revisit

If new deficiencies are found at the revisit, the remedies specified in this letter will be imposed.  If the

deficiencies identified at the revisit require the imposition of a higher category of remedy, we will

recommend to the CMS Region V Office that those remedies be imposed.  You will be provided the

required notice before the imposition of a new remedy or informed if another date will be set for the

imposition of these remedies.

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 26, 2014 (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).  This mandatory denial of

payments will be based on the failure to comply with deficiencies originally contained in the Statement

of Deficiencies, upon the identification of new deficiencies at the time of the revisit, or if deficiencies

have been issued as the result of a complaint visit or other survey conducted after the original statement

of deficiencies was issued.  This mandatory denial of payment is in addition to any remedies that may

still be in effect as of this date.

We will also recommend to the CMS Region V Office and/or the Minnesota Department of Human
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Services that your provider agreement be terminated by December 26, 2014 (six months after the

identification of noncompliance) if your facility does not achieve substantial compliance.  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.

INFORMAL DISPUTE RESOLUTION

In accordance with 42 CFR 488.331, 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:

   Nursing Home Informal Dispute Process

   Minnesota Department of Health

   Division of Compliance Monitoring   

   P.O. Box 64900

   St. Paul, Minnesota 55164-0900

This request must be sent within the same ten days you have for submitting a PoC for the cited

deficiencies. All requests for an IDR or IIDR of federal deficiencies must be submitted via the web at:

http://www.health.state.mn.us/divs/fpc/profinfo/ltc/ltc_idr.cfm   

You must notify MDH at this website of your request for an IDR or IIDR within the 10 calendar day

period allotted for submitting an acceptable plan of correction. A copy of the Department’s informal

dispute resolution policies are posted on the MDH Information Bulletin website at:

http://www.health.state.mn.us/divs/fpc/profinfo/infobul.htm

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.

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:

   Mr. Patrick Sheehan, Supervisor

   Health Care Fire Inspections

   State Fire Marshal Division

   444 Cedar Street, Suite 145

   St. Paul, Minnesota 55101-5145

   Email: pat.sheehan@state.mn.us

   Telephone:  (651) 201-7205

   Fax:  (651) 215-0541

     

Feel free to contact me if you have questions.
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Sincerely,   

   

Anne Kleppe, Enforcement Specialist

Licensing and Certification Program

Division of Compliance Monitoring

Minnesota Department of Health

Email:   anne.kleppe@state.mn.us

Telephone: (651) 201-4124    Fax: (651) 215-9697   

Enclosure

cc: Licensing and Certification File        
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