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Administrator

Good Samaritan Society - Pipestone
1311 North Hiawatha

Pipestone, MN 56164

SUBJECT: SURVEY RESULTS
CCN: 245591
Cycle Start Date: July 22, 2020

Dear Administrator:

SURVEY RESULTS

OnJuly 22, 2020, the Minnesota Department of Health completed a COVID-19 Focused Survey at Good
Samaritan Society - Pipestone to determine if your facility was in compliance with Federal requirements
related to implementing proper infection prevention and control practices to prevent the development and
transmission of COVID-19. The survey revealed that your facility was in substantial compliance with
participation requirements and no deficiencies were cited. The findings from this survey are documented
on the electronically delivered form CMS 2567.

No additional action is required on the facility’s part.

QUALITY IMPROVEMENT ORGANIZATION (QlO) RESOURCES

The Quality Improvement Organization (QIO) Program is committed to supporting healthcare facilities in
the fight to prevent and treat COVID-19 as it spreads throughout the United States. QIO resources
regarding COVID-19 and infection control strategies can be found at https://gioprogram.org/. This page will
continue to be updated as more information is made available. QlOs will be reaching out to Nursing Homes
to provide virtual technical assistance related to infection control. QlOs per state can be found at
https://gioprogram.org/locate-your-gio.

Feel free to contact me if you have questions.

Sincerely,
#“Mﬂf«‘ %h.ﬂawm_n;j

Kamala Fiske-Downing

Minnesota Department of Health

P.O. Box 64900

St. Paul, MN 55164-0900

Telephone: (651) 201-4112 Fax: (651) 215-9697
Email: Kamala.Fiske-Downing@state.mn.us

An equal opportunity employer.
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A COVID-19 Focused Infection Control survey
was conducted on 7/22/20, at your facility by the
Minnesota Department of Health to determine
compliance with Emergency Preparedness
regulations §483.73(b)(6). The facility is IN
compliance.

Because you are enrolled in ePOC, your
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 the facility acknowledge receipt of the
electronic documents.
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A COVID-19 Focused Infection Control survey
was conducted on 7/22/20, at your facility by the
Minnesota Department of Health to determine
compliance with §483.80 Infection Control. The
facility was IN full compliance.

Because you are enrolled in ePOC, your
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 the facility acknowledge receipt of the
electronic documents.
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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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