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DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 08/21/2025

FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTIONS

NAME OF PROVIDER OR SUPPLIER

Little Falls Care Center

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:
245399

(X2) MULTIPLE CONSTRUCTION

A. BUILDING 03 - EAST BUILDING

B. WING

(X3) DATE SURVEY COMPLETED

07/08/2025

STREET ADDRESS, CITY, STATE, ZIP CODE

1200 FIRST AVENUE NORTHEAST , LITTLE FALLS, Minnesota,
56345

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX

TAG

K0000 INITIAL COMMENTS

An annual Life Safety survey was conducted on
07/08/2025, by the Minnesota Department of Public
Safety, State Fire Marshal Division. At the time of
this survey, Little Falls Care Center, Building 03 -
East Building Addition was found not in compliance with
the requirements for participation in Medicare/Medicaid
at 42 CFR, Subpart 483.70(a), the 2012 edition of
National Fire Protection Association (NFPA) Standard
101, Life Safety Code (LSC), Chapter 19 Existing Health
Care and the 2012 edition of NFPA 99, The Health Care
Facilities Code.

K0000

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

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

(X5)
COMPLETION

DATE

08/01/2025

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 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.

IF OPTING TO USE AN EPOC, A PAPER COPY OF THE PLAN OF
CORRECTION IS NOT REQUIRED.

PLEASE RETURN THE PLAN OF CORRECTION FOR THE FIRE
SAFETY DEFICIENCIES (K TAGS) TO:

HEALTH CARE FIRE INSPECTIONS

STATE FIRE MARSHAL DIVISION

445 MINNESOTA STREET, SUITE 145

ST. PAUL, MN 55101-5145, or

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable 90
days following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days
following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program
participation.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: KLVP21 Facility ID: 00382 If continuation sheet Page 1 of 4



DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 08/21/2025

FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTIONS

NAME OF PROVIDER OR SUPPLIER

Little Falls Care Center

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:
245399

(X2) MULTIPLE CONSTRUCTION

A. BUILDING 03 - EAST BUILDING

B. WING

(X3) DATE SURVEY COMPLETED

07/08/2025

STREET ADDRESS, CITY, STATE, ZIP CODE

1200 FIRST AVENUE NORTHEAST , LITTLE FALLS, Minnesota,
56345

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX

TAG

K0000 Continued from page 1
By e-mail to:

K0000

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

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

(X5)
COMPLETION

DATE

FM.HC.Inspections@state.mn.us

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

1. A detailed 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. Identify who is responsible for the corrective
actions and monitoring of compliance.

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

The facility was inspected as two buildings:

Little Falls Care Center consists of two buildings
separated by a 2 hour fire separation. Building 03, the
East Building Addition is 1 story buildings without a
basement built in 2016 and was determined to be Type
II(111) construction. Building 04, the West building is
a 1 story building without a basement and was
determined to be Type II(111) construction. Since
Building 03 was built under the 2000 edition of the
National Fire Protection Association (NFPA) Standard
101 Life Safety Code and Building 04 was built to the
2012 edition of National Fire Protection Association
(NFPA) Standard 101, Life Safety Code the two buildings
were inspected separately.

The facility is fully protected with an automatic
sprinkler system and also has a fire alarm system which
includes corridor smoke detection throughout and in all
common areas. The fire alarm system is monitored for
automatic fire department notification.

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: KLVP21 Facility ID: 00382 If continuation sheet Page 2 of 4
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CENTERS FOR MEDICARE & MEDICAID SERVICES
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OMB NO. 0938-0391
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Little Falls Care Center

(X1) PROVIDER/SUPPLIER/CLIA
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245399

(X2) MULTIPLE CONSTRUCTION

A. BUILDING 03 - EAST BUILDING

B. WING
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STREET ADDRESS, CITY, STATE, ZIP CODE
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K0000 Continued from page 2

The facility has a capacity of 64 beds and had a census
of 55 at the time of the survey.

K0000

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

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

(X5)
COMPLETION

DATE

K0324
SS = F

Bldg. 03

The requirements at 42 CFR, Subpart 483.70(a) are NOT
MET as evidenced by:

Cooking Facilities

CFR(s): NFPA 101

Cooking Facilities

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

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

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

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

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

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

This STANDARD is NOT MET as evidenced by:

Based on observation, a review of available
documentation and staff interview, the facility failed
to maintain proper inspection and safety measures
associate to residential cooking devices in accordance
with NFPA 101 (2012 edition), Life Safety Code, section
9.2.3, 19.3.2.5.3(9), NFAP 96 ( 2011 edition ),
Standard for Ventilation Control and Fire Protection of
Commercial Cooking Operations, section 11.2, 11.2.1.
This deficient finding could have a widespread impact
on the residents within the facility.

K0324 The kitchen hood was inspected on 7-14-2025 by
Northland Fire Protection.

08/15/2025

The facility will ensure that the kitchen hood is
reinspected on a twice annual basis and not to exceed a
6-month interval between inspections by using the
facilities maintenance software (Maintenance Care) to
pre-plan upcoming inspections for the hood system.
Reminders will be used as a pre-inspection reminder for
all upcoming inspections to ensure there is enough time
to schedule the inspection vendor prior to the upcoming
due date.

The Administrator will audit the next scheduled hood
cleaning to ensure timely completion prior to January
14, 2026.

Findings Include:

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: KLVP21 Facility ID: 00382 If continuation sheet Page 3 of 4
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Little Falls Care Center

(X1) PROVIDER/SUPPLIER/CLIA
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K0324
SS = F

Bldg. 03

Continued from page 3

On 07/08/2025 at 9:00AM, it was revealed by a review of
available documentation that the most current range
hood suppression system documentation was dated
12/31/2024.

K0324

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

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

(X5)
COMPLETION

DATE

An interview with the Environmental Services Director
verified this deficient finding at the time of
discovery.
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FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTIONS

NAME OF PROVIDER OR SUPPLIER

Little Falls Care Center

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:
245399

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY COMPLETED

A. BUILDING 04 - MECHANICAL ROOM...07/08/2025

B. WING

STREET ADDRESS, CITY, STATE, ZIP CODE

1200 FIRST AVENUE NORTHEAST , LITTLE FALLS, Minnesota,
56345

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX

TAG

K0000

Bldg. 04

INITIAL COMMENTS

An annual Life Safety survey was conducted on
07/08/2025, by the Minnesota Department of Public
Safety, State Fire Marshal Division. At the time of
this survey, Little Falls Care Center, Building 04 -
East Building Addition was found in compliance with the
requirements for participation in Medicare/Medicaid at
42 CFR, Subpart 483.70(a), the 2012 edition of National
Fire Protection Association (NFPA) Standard 101, Life
Safety Code (LSC), Chapter 18 New Health Care and the
2012 edition of NFPA 99, The Health Care Facilities
Code.

K0000

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

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

(X5)
COMPLETION

DATE

08/01/2025

The facility was inspected as two buildings:

Building 04 - The West building is a 1 story building
without a basement and was determined to be Type
II(111) construction. Since Building 03 was built under
the 2000 edition of the National Fire Protection
Association (NFPA) Standard 101 Life Safety Code and
Building 04 was built to the 2012 edition of National
Fire Protection Association (NFPA) Standard 101, Life
Safety Code the two buildings were inspected
separately.

The facility is fully protected with an automatic
sprinkler system installed and also has a fire alarm
system which includes corridor smoke detection
throughout and in all common areas that is monitored
for automatic fire department notification.

The facility has a capacity of 64 beds and had a census
of 55 at the time of the survey.

The requirements at 42 CFR, Subpart 483.70(a) are MET.

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable 90
days following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days
following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program
participation.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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