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Provider Number: 24-5473

Item 16 Continuation for CMS-1539

Standard surveys were completed at this facility on January 31, 2013 and November 22, 2013.  At the time of the January 31, 2013 the 

most serious deficiency was cited at a S/S level of G.  At the time of the November 22, 2013 survey, the most serious deficiency was 

cited at a S/S level of G, therefore the facility met the criterion for a No Opportunity to Correct.  As a result of the survey findings, this 

Department imposed state monitoring effective December 21, 2013.  In addition, we recommended to the CMS RO that the following 

enforcement remedy be imposed and CMS concurred:

- Civil money penalty for the deficiency cited at F314

Post Certification Revisit by review of the facility's plan of correction, to verify that the facility has achieved and maintained 

compliance with Federal Certification Regulations.  Please refer to the CMS 2567B.  PCR restores facility to substantial compliance, 

state monitoring was terminated December 18, 2013  Effective December 19, 2013, the facility is certified for 48 skilled nursing 

facility beds.

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



Medicare Provider #  245473   

March 14, 2014

Ms. Deborah Barnes,  Administrator

Oak Terrace Health Care Center

640 Third Street

Gaylord, MN  55334

Dear Ms. Barnes:

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 December 19, 2013, the above facility is certified for:    

 48 Skilled Nursing Facility/Nursing Facility Beds

Your facility’s Medicare approved area consists of all 48 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.

Please contact me if you have any questions.

Sincerely,

   

Kate Johnston, Program Specialist

Licensing and Certification Program

Division of Compliance Monitoring

Telephone: (651) 201-3992     Fax: (651) 215-9697

cc:  Licensing and Certification File    

   

 

Protecting, Maintaining and Improving the Health of Minnesotans
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February 2, 2014

Ms. Deborah Barnes, Administrator
Oak Terrace Health Care Center
640 Third Street
Gaylord, Minnesota  55334

RE: Project Number S5473024

Dear Ms. Barnes:

On December 13, 2013, we informed you that the following enforcement remedy was being imposed:

• State Monitoring effective December 21, 2013.  (42 CFR 488.422)

On December 13, 2013, this Department recommended to   the Centers for Medicare and Medicaid
Services (CMS) that the following enforcement remedies be imposed:

• Civil money penalty for the deficiency cited at F314.  (42 CFR 488.430 through 488.444)

This was based on the deficiencies cited by this Department for a standard survey completed on
November 21, 2013.    The most serious deficiency was found to be isolated deficiencies that constituted
actual harm that was not immediate jeopardy (Level G), whereby corrections were required.    

On January 16, 2014, the Minnesota Department of Health completed a Post Certification Revisit to
verify that your facility had achieved and maintained compliance with federal certification deficiencies
issued pursuant to a standard   survey, completed on November 21, 2013.  We presumed, based on your
plan of correction, that your facility had corrected these deficiencies as of December 19, 2013.  We
have determined, based on our visit, that your facility has corrected the deficiencies issued pursuant to
our standard survey, completed on November 21, 2013, as of December 19, 2013.

As a result of the revisit findings, the Department is discontinuing the Category 1 remedy of state
monitoring effective December 19, 2013.

In addition, this Department is recommending to the CMS Region V Office the following actions
related to the imposed remedies in our letter of December 16, 2013:

• Civil money penalty for the deficiency cited at F314 will remain in effect.  (42 CFR 488.430
through 488.444)
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The CMS Region V Office will notify you of their determination regarding the imposed remedy, and
appeal rights.

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
Division of Compliance Monitoring
P.O. Box 64900
St. Paul, Minnesota  55164-0900
Telephone: (651) 201-4118  Fax: (651) 215-9697
Email: mark.meath@state.mn.us

Enclosure

cc: Licensing and Certification File    5473r14.rtf

Oak Terrace Health Care Center
February 2, 2014
Page   2



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

245473

Name of Facility 

(Y2) Multiple ConstructionProvider / Supplier / CLIA / 

Identification Number

OAK TERRACE HEALTH CARE CENTER 640 THIRD STREET

GAYLORD, MN 55334

1/16/2014

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).

(Y4) Item (Y5) Date (Y4) Item (Y5) Date Date(Y5)Item(Y4)

ID Prefix

Correction 

Completed

12/19/2013 F0157

Reg. # 483.10(b)(11) 0157

LSC

ID Prefix

Correction 

Completed

12/19/2013 F0279

Reg. # 483.20(d), 483.20(k)(1) 0279

LSC

ID Prefix

Correction 

Completed

11/21/2013 F0280

Reg. # 483.20(d)(3), 483.10(k)(2) 0280

LSC

ID Prefix

Correction 

Completed

12/19/2013 F0281

Reg. # 483.20(k)(3)(i) 0281

LSC

ID Prefix

Correction 

Completed

12/19/2013 F0314

Reg. # 483.25(c) 0314

LSC

ID Prefix

Correction 

Completed

12/19/2013 F0320

Reg. # 483.25(f)(2) 0320

LSC

ID Prefix

Correction 

Completed

11/21/2013 F0323

Reg. # 483.25(h) 0323

LSC

ID Prefix

Correction 

Completed

12/19/2013 F0441

Reg. # 483.65 0441

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

ID Prefix

Correction 

Completed

Reg. # ZZZZ

LSC

Reviewed By

State Agency

Reviewed By

Reviewed By

Reviewed By Date:

Date:

CMS RO

Signature of Surveyor:

Signature of Surveyor: Date:

Date:

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

Uncorrected Deficiencies (CMS-2567) Sent to the Facility? YES NO11/21/2013

Form CMS - 2567B (9-92) Page 1 of 1 P5BD12Event ID:

MM/SG        02/02/2014  29437                                        01/16/2014
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CCN# 24-5473 

 

Standard surveys were completed at this facility on January 31, 2013 and November 22, 2013.  At the time of the January 31, 

2013 the most serious deficiency was cited at a S/S level of G.  At the time of the November 22, 2013 survey, the most 

serious deficiency was cited at a S/S level of G, therefore the facility met the criterion for a No Opportunity to Correct.  As a 

result of the survey findings, this Department imposed state monitoring effective December 21, 2013.  In addition, we 

recommended to the CMS RO that the following enforcement remedy be imposed and CMS concurred: 

 

- Civil money penalty for the deficiency cited at F314 

 

See attached CMS-2567 forms for the November 22, 2013 survey. 
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Certified Mail # 7002 0860 0006 5192 3742

December 16, 2013

Ms. Deborah Barnes,  Administrator
Oak Terrace Health Care Center
640 Third Street
Gaylord, Minnesota  55334

RE: Project Number S5473024

Dear Ms. Barnes:

On November 22, 2013, a standard survey was completed at your facility by the Minnesota
Departments of Health and Public Safety to determine if your facility was in compliance with Federal
participation requirements for skilled nursing facilities and/or nursing facilities participating in the
Medicare and/or Medicaid programs.    This survey found the most serious deficiencies in your facility to
be isolated deficiencies that constituted actual harm that was not immediate jeopardy (Level G), as
evidenced by the attached CMS-2567, whereby significant corrections are required.  A copy of the
Statement of Deficiencies (CMS-2567 and/or Form A) is enclosed.    

This letter provides important information regarding your response to these deficiencies and addresses
the following issues:

No Opportunity to Correct - the facility will have remedies imposed immediately after a
determination of noncompliance has been made;

Remedies - the type of remedies that will be imposed with the authorization of the Centers
for Medicare and Medicaid Services (CMS);   

Plan of Correction - when a plan of correction will be due and the information to be
contained in that document;   

Potential Consequences - the consequences of not attaining substantial compliance 6
months after the survey date; and

Informal Dispute Resolution - your right to request an informal reconsideration to dispute
the attached deficiencies.   
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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.

DEPARTMENT CONTACT

Questions regarding this letter and all documents submitted as a response to the resident care
deficiencies (those preceded by a "F" tag), i.e., the plan of correction should be directed to:

Sarah Grebenc, Unit Supervisor
Minnesota Department of Health
Midtown Square
3333 Division Street, Suite 212
Saint Cloud, Minnesota  56301-4557

Phone: (320) 223-7365
Fax: (320) 223-7348

NO OPPORTUNITY TO CORRECT   - DATE OF CORRECTION - REMEDIES

As of January 14, 2000, CMS policy requires that facilities will not be given an opportunity to correct
before remedies will  be imposed when they have deficiencies of actual harm or above cited at the
current survey, and on the previous standard or intervening survey (i.e. any survey between the current
survey and the last standard survey).  A level G deficiency (isolated deficiencies that constituted actual
harm that was not immediate jeopardy), whereby significant corrections were required was issued
pursuant to a survey completed on January 31, 2013.  The current survey found the most serious
deficiencies in your facility to be isolated deficiencies that constituted actual harm that was not
immediate jeopardy (Level G).  Your facility meets the criterion and remedies will be imposed
immediately.  Therefore, this Department is imposing the following remedy:

• State Monitoring effective December 21, 2013.  (42 CFR 488.422)

The Department recommended the enforcement remedy listed below to the CMS Region V Office for
imposition:

Civil money penalty for the deficiency cited at F314 (42 CFR 488.430 through 488.444)

The CMS Region V Office will notify you of their determination regarding our recommendations,
Nursing Aide Training and/or Competency Evaluation Programs (NATCEP) prohibition, and appeal
rights.

PLAN OF CORRECTION (PoC)

A PoC for the deficiencies must be submitted within   ten calendar days of your receipt of this letter.   
Your PoC must:

Oak Terrace Health Care Center
December 16, 2013
Page   2



-   Address how corrective action will be accomplished for those residents found to have
been affected by the deficient practice;

 - Address how the facility will identify other residents having the potential to be affected
by the same deficient practice;

 - Address what measures will be put into place or systemic changes made to ensure that
the deficient practice will not recur;

 - Indicate how the facility plans to monitor its performance to make sure that solutions are
  sustained.  The facility must develop a plan for ensuring that correction is achieved and   
  sustained.  This plan must be implemented, and the corrective action evaluated for its   
  effectiveness.  The plan of correction is integrated into the quality assurance system;

 - Include dates when corrective action will be completed.  The corrective action
completion dates must be acceptable to the State.  If the plan of correction is
unacceptable for any reason, the State will notify the facility.  If the plan of correction is
acceptable, the State will notify the facility.  Facilities should be cautioned that they are
ultimately accountable for their own compliance, and that responsibility is not alleviated
in cases where notification about the acceptability of their plan of correction is not made
timely.  The plan of correction will serve as the facility’s allegation of compliance; and,

   
 - Include signature of provider and date.

If an acceptable PoC is not received within 10 calendar days from the receipt of this letter, we will
recommend to the CMS Region V Office that one or more of the following remedy be imposed:

• Per day civil money penalty (42 CFR 488.430 through 488.444).

Failure to submit an acceptable PoC could also result in the termination of your facility’s Medicare
and/or Medicaid agreement.

PRESUMPTION OF COMPLIANCE -  CREDIBLE ALLEGATION OF COMPLIANCE

The facility's PoC will serve as your allegation of compliance upon the Department's acceptance.  In
order for your allegation of compliance to be acceptable to the Department, the PoC must meet the
criteria listed in the plan of correction section above. You will be notified by the Minnesota Department
of Health, Licensing and Certification Program staff and/or the Department of Public Safety, State Fire
Marshal Division staff, if  your PoC for their respective deficiencies (if any) is acceptable.

VERIFICATION OF SUBSTANTIAL COMPLIANCE

Upon receipt of an acceptable PoC, a revisit of your facility will be conducted to verify that substantial
compliance with the regulations has been attained. The revisit will occur after the date you identified
that compliance was achieved in your plan of correction.

Oak Terrace Health Care Center
December 16, 2013
Page   3



If substantial compliance has been achieved, certification of your facility in the Medicare and/or
Medicaid program(s) will be continued and we will recommend that the remedies imposed be
discontinued effective the date of the on-site verification.  Compliance is certified as of the latest
correction date on the approved PoC, unless it is determined that either correction actually occurred
between the latest correction date on the PoC and the date of the first revisit, or correction occurred
sooner than the latest correction date on the PoC.

FAILURE TO ACHIEVE SUBSTANTIAL COMPLIANCE BY THE THIRD OR SIXTH
MONTH AFTER THE LAST DAY OF THE SURVEY

If substantial compliance with the regulations is not verified by February 21, 2014 (three months after
the identification of noncompliance), the CMS Region V Office must deny payment for new
admissions as mandated by the Social Security Act (the Act) at Sections 1819(h)(2)(D) and
1919(h)(2)(C) and Federal regulations at 42 CFR Section 488.417(b).  This mandatory denial of
payments will be based on the failure to comply with deficiencies originally contained in the Statement
of Deficiencies, upon the identification of new deficiencies at the time of the revisit, or if deficiencies
have been issued as the result of a complaint visit or other survey conducted after the original statement
of deficiencies was issued.  This mandatory denial of payment is in addition to any remedies that may
still be in effect as of this date.

We will also recommend to the CMS Region V Office and/or the Minnesota Department of Human
Services that your provider agreement be terminated by May 21, 2014 (six months after the
identification of noncompliance) if your facility does not achieve substantial compliance.  This action is
mandated by the Social Security Act at Sections 1819(h)(2)(C) and 1919(h)(3)(D) and Federal
regulations at 42 CFR Sections 488.412 and 488.456.

INFORMAL DISPUTE RESOLUTION

In accordance with 42 CFR 488.331, you have one opportunity to question cited deficiencies through an
informal dispute resolution process.  You are required to send your written request, along with the
specific deficiencies being disputed, and an explanation of why you are disputing those deficiencies, to:

   Nursing Home Informal Dispute Process
   Minnesota Department of Health
   Division of Compliance Monitoring   
   P.O. Box 64900
   St. Paul, Minnesota 55164-0900

This request must be sent within the same ten days you have for submitting a PoC for the cited
deficiencies. All requests for an IDR or IIDR of federal deficiencies must be submitted via the web at:
http://www.health.state.mn.us/divs/fpc/profinfo/ltc/ltc_idr.cfm   

You must notify MDH at this website of your request for an IDR or IIDR within the 10 calendar day
period allotted for submitting an acceptable plan of correction. A copy of the Department’s informal
dispute resolution policies are posted on the MDH Information Bulletin website at:
http://www.health.state.mn.us/divs/fpc/profinfo/infobul.htm

Oak Terrace Health Care Center
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Please note that the failure to complete the informal dispute resolution process will not delay the dates
specified for compliance or the imposition of remedies.            

Questions regarding all documents submitted as a response to the Life Safety Code deficiencies (those
preceded by a "K" tag), i.e., the plan of correction, request for waivers, should be directed to:

   Mr. Patrick Sheehan, Supervisor
   Health Care Fire Inspections
   State Fire Marshal Division
   444 Cedar Street, Suite 145
   St. Paul, Minnesota 55101-5145

   Telephone:  (651) 201-7205

   Fax:  (651) 215-0541

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
Division of Compliance Monitoring
P.O. Box 64900
St. Paul, Minnesota  55164-0900
Telephone: (651) 201-4118  Fax: (651) 215-9697
Email: mark.meath@state.mn.us

Enclosure

cc: Licensing and Certification File
       5473s14.rtf

Oak Terrace Health Care Center
December 16, 2013
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 FIRE SAFETY

A Life Safety Code Survey was conducted by the 

Minnesota Department of Public Safety, State 

Fire Marshal Division, on November 22, 2013.  At 

the time of this survey, Building 01 of Oak Terrace 

Health Care Center 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 19 Existing Health Care Occupancies.

Oak Terrace Health Care Center was constructed 

as follows:

Building 01 - The original building was 

constructed in 1974, it is one-story, has a full 

basement, is fully fire sprinkler protected and was 

determined to be of Type II(000) construction;

Building 02 - In 2008 a Resident Room addition 

was constructed, it is one-story, has no 

basement, is fully fire sprinkler protected and was 

determined to be of Type II(000) construction.

Building 01 was surveyed at NFPA 101 (2000) 

Chapter 19 Existing Health Care Occupancies.  

Building 02 was  surveyed at NFPA 101 (2000) 

Chapter 18 New Health Care Occupancies.  Two 

(2) CMS Form 2786R booklets were completed.

The facility has a fire alarm system with smoke 

detection in the corridors and spaces open to the 

corridors, which is monitored for automatic fire 

department notification.  The facility has a 

capacity of 48 beds and had a census of 38 at 

time of the survey.
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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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 FIRE SAFETY

A Life Safety Code Survey was conducted by the 

Minnesota Department of Public Safety, State 

Fire Marshal Division, on November 22, 2013.  At 

the time of this survey, Building 02 of Oak Terrace 

Health Care Center 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 Occupancies.

Oak Terrace Health Care Center was constructed 

as follows:

Building 01 - The original building was 

constructed in 1974, it is one-story, has a full 

basement, is fully fire sprinkler protected and was 

determined to be of Type II(000) construction;

Building 02 - In 2008 a Resident Room addition 

was constructed, it is one-story, has no 

basement, is fully fire sprinkler protected and was 

determined to be of Type II(000) construction.

Building 01 was surveyed at NFPA 101 (2000) 

Chapter 19 Existing Health Care Occupancies.  

Building 02 was  surveyed at NFPA 101 (2000) 

Chapter 18 New Health Care Occupancies.  Two 

(2) CMS Form 2786R booklets were completed.

The facility has a fire alarm system with smoke 

detection in the corridors and spaces open to the 

corridors, which is monitored for automatic fire 

department notification.  The facility has a 

capacity of 48 beds and had a census of 38 at 

time of the survey.
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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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