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MINNESOTA

DEPARTMENT oF HEALTH

Protecting, Maintaining and Improving the Health of Minnesotans

April 28, 2015

Ms. Michelle Mangan, Administrator
Capitol View Transitional Care Center
640 Jackson Street

Saint Paul, Minnesota 55101

RE: Project Number S5534025
Dear Ms. Mangan:

A recertification survey was completed on April 22, 2015 for the purpose of assessing compliance with
Federal certification regulations. At the time of survey, the survey team from the Minnesota
Department of Health, Health Regulation Division, was pleased to find that your facility was in full
compliance with Federal certification regulations.

Enclosed is your copy of the Federal Form CMS-2567 indicating your agency’s compliance with the
Federal regulations.

Please note it is your responsibility to share the information contained in this letter and the results of the
visit with the President of your agency’s Governing Body.

Thank you for your cooperation.

Sincerely,
/-_]m—* Ko leyeaa

Anne Kleppe, Enforcement Specialist

Licensing and Certification Program

Health Regulation Division

Minnesota Department of Health

Email: anne.kleppe @state.mn.us

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

Enclosure
cc: Licensing and Certification

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
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
245534 B. WING 04/22/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
CAPITOL VIEW TRANSITIONAL CARE CENTER 640 JACKSON STREET
SAINT PAUL, MN 55101
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 000 INITIAL COMMENTS F 000
Capitol View Transitional Care Center has been
found to be in compliance with the requirements
of 42 CFR Part 483, Subpart B, and
Requirements for Long Term Care Facilities.
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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A Life Safety Code survey was conducted by the

Minnesota Department of Public Safety, State |

Fire Marshal Division, at the request of Minnesota

Department of Health. At the time of this survey,

Capitol View Transitional Care Center, located on

the 8th floor of Regions Hospital, was found to be

in substantial compliance with the requirements ‘

for participation in Medicare/Medicaid at 42 CFR, ‘

Subpart 483.70(a) , Life Safety from Fire, and the

2000 edition of National Fire Protection ‘

Association (NFPA) Standard 101, Life Safety

Code (LSC), Chapter 18 New Health Care. \
|
|

This 10-story building was constructed in 1965,
and was determined to be of Type 1(332)
construction. The building has a full basement

and is fully fire sprinklered. The building has a fire
alarm system, with smoke detection in spaces |
open to the corridor and in all resident rooms, that|
is monitored for automatic fire department
notification. The facility has a capacity of 32 beds
and had a census of 23 beds at the time of this
survey.

The requirement at 42 CFR, Subpart 483.70(a) is | I
MET.

*TEAM COMPOSITION* .
Tom Linhoff, Life Safety Code Spc. |

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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