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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,   

   

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

   

 

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
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