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CMS Certification Number (CCN): 245516   

February 17, 2015

Ms. Erin Aanenson,  Administrator

Laurels Peak Rehabilitation Center

700 James Avenue

Mankato, Minnesota  56001

Dear Ms. Aanenson:

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 March 10, 2014 the above facility is certified for:    

  65 Skilled Nursing Facility/Nursing Facility Beds

Your facility’s Medicare approved area consists of all 65 skilled nursing facility beds.

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

certification status.

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.

Feel free to contact me if you have questions related to this   letter.

Sincerely,   

    

Mark Meath, Enforcement Specialist

Program Assurance Unit

Licensing and Certification Program

Health Regulation Division

mark.meath@state.mn.us

Telephone: (651) 201-4118     Fax: (651) 215-9697

cc:  Licensing and Certification File

   

 

Protecting, Maintaining and Improving the Health of Minnesotans

_____________________________________________________________________________________________________________

Minnesota Department of Health - Health Regulation Division •   

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

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



February 17, 2015

Ms. Erin Aanenson,  Administrator

Laurels Peak Rehabilitation Center

700 James Avenue

Mankato, Minnesota  56001

RE: Project Number F5516023

Dear Ms. Aanenson:

On March 4, 2014, we informed you that we would recommend enforcement remedies based on the deficiencies

cited by this Department for a standard   survey, completed on February 13, 2014.  This survey found the most

serious deficiencies 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 April 4, 2014, the Minnesota Department of Public Safety completed a PCR to verify that your facility had

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

completed on February 13, 2014.  We presumed, based on your plan of correction, that your facility had

corrected these deficiencies as of March 10, 2014.  Based on our PCR, we have determined that your facility   

has corrected the deficiencies issued pursuant to our standard survey, completed on February 13, 2014, effective

March 10, 2014 and therefore remedies outlined in our letter to you dated March 4, 2014, will not be imposed.

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 related to this letter.

Sincerely,   

     

Mark Meath, Enforcement Specialist

Program Assurance Unit

Licensing and Certification Program

Health Regulation Division

St. Paul, Minnesota  55164-0900

Email: mark.meath@state.mn.us

Telephone: (651) 201-4118    

Fax: (651) 215-9697

Enclosure

cc:  Licensing and Certification File                                       5516r14LSC
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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

245516

Name of Facility 

(Y2) Multiple ConstructionProvider / Supplier / CLIA / 

Identification Number
01 - MAIN BUILDING 01

LAURELS PEAK REHABILITATION CENTER 700 JAMES AVENUE

MANKATO, MN 56001

4/4/2014

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).
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Reviewed By
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Reviewed By

Reviewed By

Reviewed By Date:

Date:

CMS RO

Signature of Surveyor:

Signature of Surveyor: Date:
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Followup to Survey Completed on: Check for any Uncorrected Deficiencies.  Was a Summary of 

Uncorrected Deficiencies (CMS-2567) Sent to the Facility? YES NO2/14/2014

Form CMS - 2567B (9-92) Page 1 of 1 IKTH22Event ID:
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C&T REMARKS - CMS 1539 FORM STATE AGENCY REMARKS

Page 2
Provider Number: 24-5516
Item 16 Continuation for CMS-1539

At the time of the standard survey completed 2/14/2014, the facility was not in substantial compliance and the most serious 
deficiencies 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) whereby corrections were required as evidenced by the attached CMS-2567. The facility has 
been given an opportunity to correct before remedies are imposed. Post Certification Revisit to follow.

FORM CMS-1539 (7-84) (Destroy Prior Editions) 020499



March 3, 2014

Ms. Susan Kratzke,  Administrator

Laurels Peak Rehabilitation Center

700 James Avenue

Mankato, Minnesota 56001

Re: Project Number S5516022, H5516026, H5516029 and H5516030

Dear Ms. Kratzke:

The above facility survey was completed on February 13, 2014 for the purpose of assessing compliance

with Minnesota Department of Health Nursing Home Rules and to investigate complaint number

H5516026, H5516029 and H5516030 that was found to be unsubstantiated.  At the time of the survey,

the survey team from the Minnesota Department of Health noted no violations of these rules

promulgated under Minnesota Stat. section 144.653 and/or Minnesota Stat. Section 144A.10.   

Attached is the Minnesota Department of Health order form stating that no violations were noted at the

time of this survey. The Minnesota Department of Health is documenting the State Licensing

Correction Orders using federal software. Please disregard the heading of the fourth column which

states, "Provider's Plan of Correction."  This applies to Federal deficiencies only.  There is no

requirement to submit a Plan of Correction.

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.

   

Please feel free to call me with any questions.

Sincerely,

   

Kamala Fiske-Downing, Program Specialist

Licensing and Certification Program

Division of Compliance Monitoring

Minnesota Department of Health

Telephone: (651) 201-4112       

Fax: (651) 215-9697   

Enclosure(s)

cc: Original - Facility   

Licensing and Certification File                                

   

 

Protecting, Maintaining and Improving the Health of Minnesotans
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PRINTED:  03/03/2014
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
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700 JAMES AVENUE
LAURELS PEAK REHABILITATION CENTER

MANKATO, MN  56001
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SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

F 000 INITIAL COMMENTS F 000

 Laurel's Peak and Rehab Center was found to 
be in full compliance with requirements of 42 
CFR Part 483, Subpart B, and Requirements for 
Long Term Care Facilities. 
A standard recertification survey was conducted 
and complaint investigations had also been 
completed at the time of the standard survey. 
An investigation of complaint H5516026 was 
unsubstantiated during this survey. 
An investigation of complaint H5516029 was 
unsubstantiated during this survey. 
An investigation of complaint H5516030 was 
unsubstantiated during this survey.

 

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.

FORM CMS-2567(02-99) Previous Versions Obsolete IKTH11Event ID: Facility ID: 00035 If continuation sheet Page  1 of 1
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