
DEPARTMENT OF HEALTH AND HUMAN SERVICES CENTERS FOR MEDICARE & MEDICAID SERVICES

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL

PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: 00234

ID:   QN8I

DEEPHAVEN, MN

1. MEDICARE/MEDICAID PROVIDER NO.

(L1)

2.STATE VENDOR OR MEDICAID NO.

(L2)

3.  NAME AND ADDRESS OF FACILITY

(L3)

(L4)

(L5) (L6)

4. TYPE OF ACTION: (L8)

1.  Initial

3.  Termination

5.  Validation

8.  Full Survey After Complaint

7.  On-Site Visit

2.  Recertification

4.  CHOW

6.  Complaint

9.  Other

FISCAL YEAR ENDING DATE: (L35)

7. PROVIDER/SUPPLIER CATEGORY (L7)

01 Hospital

02 SNF/NF/Dual

03 SNF/NF/Distinct

04 SNF

05 HHA

07 X-Ray

08 OPT/SP

09 ESRD

10 NF

11 ICF/IID

12 RHC

13 PTIP

14 CORF

15 ASC

16 HOSPICE

5.  EFFECTIVE DATE CHANGE OF OWNERSHIP

(L9)

6. DATE OF SURVEY (L34)

8. ACCREDITATION STATUS: (L10)

519842900

7

09/30

10/17/2016

LAKE MINNETONKA CARE CENTER245606

02

20395 SUMMERVILLE ROAD

55331

0 Unaccredited

2 AOA

1 TJC

3 Other

06 PRTF

22 CLIA

11. .LTC PERIOD OF CERTIFICATION 10.THE FACILITY IS CERTIFIED AS:

From (a) :

To (b) :

A.  In Compliance With And/Or Approved Waivers Of The Following Requirements:

  Program Requirements

  Compliance Based On:

1. Acceptable POC

2. Technical Personnel 6. Scope of Services Limit

3. 24 Hour RN 7. Medical Director

4. 7-Day RN (Rural SNF) 8. Patient Room Size

5. Life Safety Code 9. Beds/Room
12.Total Facility Beds 21 (L18)

13.Total Certified Beds 21 (L17) B.   Not in Compliance with Program

 Requirements and/or Applied Waivers: * Code: A, 8 (L12)

14. LTC CERTIFIED BED BREAKDOWN 15. FACILITY MEETS

18 SNF 18/19 SNF 19 SNF ICF IID 1861 (e) (1) or 1861 (j) (1): (L15)

21

(L37) (L38) (L39) (L42) (L43)

16. STATE SURVEY AGENCY REMARKS (IF APPLICABLE SHOW LTC CANCELLATION DATE):

See Attached Remarks

29. INTERMEDIARY/CARRIER NO.

PART II - TO BE COMPLETED BY HCFA REGIONAL OFFICE OR SINGLE STATE AGENCY

DETERMINATION APPROVAL

17. SURVEYOR SIGNATURE Date :

(L19)

18. STATE SURVEY AGENCY APPROVAL Date:

(L20)

19. DETERMINATION OF ELIGIBILITY 20. COMPLIANCE WITH CIVIL

RIGHTS ACT: 

1. Statement of Financial Solvency (HCFA-2572)

2. Ownership/Control Interest Disclosure Stmt (HCFA-1513)

3. Both of the Above : 1. Facility is Eligible to Participate

2. Facility is not Eligible
(L21)

22. ORIGINAL DATE

OF PARTICIPATION

23. LTC AGREEMENT

BEGINNING DATE

24. LTC AGREEMENT

ENDING DATE

(L24) (L41) (L25)

27.  ALTERNATIVE SANCTIONS25. LTC EXTENSION  DATE:

(L27)

A.  Suspension of Admissions:

(L44)

B. Rescind Suspension Date:

(L45)

26. TERMINATION ACTION: (L30)

 VOLUNTARY

01-Merger, Closure

02-Dissatisfaction W/ Reimbursement

03-Risk of Involuntary Termination

04-Other Reason for Withdrawal

 INVOLUNTARY

05-Fail to Meet Health/Safety

06-Fail to Meet Agreement

 OTHER

07-Provider Status Change

28. TERMINATION DATE:

(L28) (L31)

31. RO RECEIPT OF CMS-1539 32. DETERMINATION OF APPROVAL DATE

(L32) (L33)

30. REMARKS

X

00-Active

07/02/1992

00

03001

10/26/2016

12/16/16 12/16/2016

21.
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x
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DEPARTMENT OF HEALTH AND HUMAN SERVICES CENTERS FOR MEDICARE & MEDICAID SERVICES

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL

PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: 00234

ID:   QN8I

C&T REMARKS - CMS 1539 FORM  STATE AGENCY REMARKS

CCN: 24 5606

On October 28, 2016, as authorized by CMS Region V Office, we informed the facility that the following enforcement remedy was being imposed:

 - Mandatory denial of payment for new Medicare and Medicaid Admissions, effective November 25, 2016.

Also our notice of October 28, 2016 notified the facility of the two year NATCEP prohibition, begiining November 25, 2016.

This was based on deficiecies cited by this Department for a standard survey completed on August 25, 2016 and lack of verification of compliance with the LSC 
deficiencies.

On December 12, 2016 the Minnesota Department of Publix Safety completed  a Post Certification Revisit (PCR) to verify compliance with deficiencies issued pursuan 
tto teh August 25, 2016 standard survey.  Based on the PCR adn FSES, we have deteremined the deficiencies had benn corrected, effective October 17, 2016.

As a result of the revisit findings. the Department recommended the following action to the CMS RO as it relates to our notice of October 28, 2016:

 - Mandatory denial of payment for new Medicare and Medicaid Admissions, effective November 25, 2016, be rescinded.

Since the primary trigger for the loss of NATCEP did not go into effect, the NATCEP prohibition has been rescinded.

The LSC deficiencies cited at K0012 and K0039 have been e verified for compliance based on FSES.

The facility has requested a waiver of  health deficiency cited at F458, Bedrooms Measure at least 80 Sq Ft / Resident.  Approval of the waiver request has been 
recommended.

Refer to the CMS 2567b for both health and life safety code.

Effective October 17, 2016, the facility is certified for 21 skilled nursing facility beds.

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



CMS Certification Number (CCN): 245606   

December 16, 2016

Mr. Jeff Sprinkel,  Administrator

Lake Minnetonka Care Center

20395 Summerville Road

Deephaven, Minnesota  55331

Dear Mr. Sprinkel:

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 October 17, 2016 the above facility is certified for:    

  21 Skilled Nursing Facility/Nursing Facility Beds

Your facility’s Medicare approved area consists of all 21 skilled nursing facility beds.

Your request for waiver of F458 been approved based on the submitted documentation.   

If you are not in compliance with the above requirements at the time of your next survey, you will be required to submit a

Plan of  Correction for these deficiency(ies) or renew your request for waiver in order to continue your participation in the

Medicare Medicaid Program.

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.

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

Health Regulation Division

Email: mark.meath@state.mn.us

Telephone: (651) 201-4118                       Fax: (651) 215-9697

cc:  Licensing and Certification File

   

PROTECTING, MAINTAINING AND IMPROVING THE HEALTH OF ALL MINNESOTANS

An equal opportunity employer



December 16, 2016

Mr. Jeff Sprinkel, Administrator

Lake Minnetonka Care Center

20395 Summerville Road

Deephaven, Minnesota  55331

RE: Project Number F5606024

Dear Mr. Sprinkel:

On October 28, 2016, we informed you that the following enforcement remedy was being imposed:

• Mandatory denial of payment for new Medicare and Medicaid admissions, effective

November 25, 2016.  (42 CFR 488.417 (b))

Also, we notified you in our letter of October 28, 2016, in accordance with Federal law, as specified in

the Act at Section 1819(f)(2)(B)(iii)(I)(b) and 1919(f)(2)(B)(iii)(I)(b), your facility is prohibited from

conducting Nursing Aide Training and/or Competency Evaluation Programs (NATCEP) for two years

from November 25, 2016.

This was based on the deficiencies cited by this Department for a standard survey completed on

August 25, 2016, and lack of verification of substantial compliance with the Life Safety Code (LSC)

deficiencies at the time of our October 28, 2016 notice.   The most serious LSC deficiencies in your

facility at the time of the standard survey were found to be widespread deficiencies that constituted no

actual harm with potential for more than minimal harm that was not immediate jeopardy (Level F),

whereby corrections were required.

On December 12, 2016, the Minnesota Department of Public Safety completed a Post Certification

Revisit (PCR) to verify that your facility had achieved and maintained compliance with federal

certification deficiencies issued pursuant to a standard survey, completed on August 25, 2016.  We

presumed, based on your plan of correction, that your facility had corrected these deficiencies as of

October 17, 2016.   Based on our PCR, we have determined that your facility has corrected the

deficiencies issued pursuant to our standard survey, completed on August 25, 2016, as of October 17,

2016.    

As a result of the PCR findings, this Department recommended to the Centers for Medicare and

Medicaid Services (CMS) Region V Office the following actions related to the remedies outlined in our

letter of October 28, 2016.  The CMS Region V Office concurs and has authorized this Department to

notify you of these actions:

   

PROTECTING, MAINTAINING AND IMPROVING THE HEALTH OF ALL MINNESOTANS

An equal opportunity employer.



• Mandatory denial of payment for new Medicare and Medicaid admissions, effective

November 25, 2016, be rescinded.  (42 CFR 488.417 (b))

The CMS Region V Office will notify your fiscal intermediary that the denial of payment for new

Medicare admissions, effective November 25, 2016, is to be rescinded.  They will also notify the State

Medicaid Agency that the denial of payment for all Medicaid admissions, effective November 25, 2016,

is to be rescinded.

In our letter of October 28, 2016, we advised you that, in accordance with Federal law, as specified in

the Act at Section 1819(f)(2)(B)(iii)(I)(b) and 1919(f)(2)(B)(iii)(I)(b), your facility was prohibited from

conducting a Nursing Aide Training and/or Competency Evaluation Program (NATCEP) for two years

from November 25, 2016, due to denial of payment for new admissions.  Since your facility attained

substantial compliance on October 17, 2016, the original triggering remedy, denial of payment for new

admissions, did not go into effect.  Therefore, the NATCEP prohibition is rescinded.

Your request for a continuing waiver involving the health deficiency cited under F458 at the time of the

August 25, 2016 standard survey has been approved.

Please note, it is your responsibility to share the information contained in this letter and the results of

this PCR with the President of your facility's Governing Body.

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

Health Regulation Division

Minnesota Department of Health

Email: mark.meath@state.mn.us

Telephone: (651) 201-4118   

Fax: (651) 215-9697

Enclosure

cc:  Licensing and Certification File     

Lake Minnetonka Care Center

December 16, 2016
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Certified Mail # 7015 0640 0003 5694 9933

October 28, 2016

Mr Jeff Sprinkel, Administrator

Lake Minnetonka Care Center

20395 Summerville Road

Deephaven, Minnesota  55331

RE: Project Number S5606026

Dear Mr. Sprinkel:

On September 15, 2016, we informed you that we would recommend enforcement remedies based on

the deficiencies cited by this Department for a standard survey, completed on August 25, 2016.  This

survey found the most serious deficiencies to be widespread deficiencies that constituted no actual

harm with potential for more than minimal harm that was not immediate jeopardy (Level F), whereby

corrections were required.

On October 17, 2016, the Minnesota Department of Health completed a revisit to verify that your

facility had achieved and maintained compliance with federal certification deficiencies issued pursuant

to a standard survey, completed on August 25, 2016.  We presumed, based on your plan of correction,

that your facility had corrected these deficiencies as of October 17, 2016.  Based on our visit, we have

determined that your facility has achieved substantial compliance with the health deficiencies issued

pursuant to our standard survey, completed on August 25, 2016.    

However, compliance with the  Life Safety Code (LSC) deficiencies issued pursuant to the August 25,

2016 standard survey has not yet been verified.  The most serious  LSC deficiencies in your facility at

the time of the standard extended survey were found to be widespread deficiencies that constituted

no actual harm with potential for more than minimal harm that was not immediate jeopardy (Level F),

whereby corrections were required.

Sections 1819(h)(2)(D) and (E) and 1919(h)(2)(C) and (D) of the Act and 42 CFR 488.417(b) require that,

regardless of any other remedies that may be imposed, denial of payment for new admissions must be

imposed when the facility is not in substantial compliance 3 months after the last day of the survey

identifying noncompliance.  Thus, the CMS  Region V Office concurs, is imposing the following remedy

and has authorized this Department to notify you of the imposition:

• Mandatory Denial of payment for new Medicare and Medicaid admissions effective

November 25, 2016.  (42 CFR 488.417 (b))

   

PROTECTING, MAINTAINING AND IMPROVING THE HEALTH OF ALL MINNESOTANS

An equal opportunity employer.



The CMS Region V Office will notify your fiscal intermediary that the denial of payment for new

admissions is effective November 25, 2016.  They will also notify the State Medicaid Agency that they

must also deny payment for new Medicaid admissions effective November 25, 2016.  You should notify

all Medicare/Medicaid residents admitted on or after this date of the restriction.

Further, Federal law, as specified in the Act at Sections 1819(f)(2)(B), prohibits approval of nurse

assistant training programs offered by, or in, a facility which, within the previous two years, has been

subject to a denial of payment.  Therefore, Lake Minnetonka Care Center is prohibited from offering or

conducting a Nurse Assistant Training/Competency Evaluation Programs or Competency Evaluation

Programs for two years effective November 25, 2016.  This prohibition is not subject to appeal.   

Further, this prohibition may be rescinded at a later date if your facility achieves substantial

compliance prior to the effective date of denial of payment for new admissions.  If this prohibition is

not rescinded, under Public Law 105-15 (H.R. 968), you may request a waiver of this prohibition if

certain criteria are met.  Please contact the Nursing Assistant Registry at (800) 397-6124 for specific

information regarding a waiver for these programs from this Department.

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.

A copy of the Post Certification Revisit Form (CMS-2567B) from the October 17, 2016 revisit is

enclosed.

APPEAL RIGHTS APPEAL RIGHTS APPEAL RIGHTS APPEAL RIGHTS         

If you disagree with this action imposed on your facility, you or your legal representative may request a

hearing before an administrative law judge of the Department of Health and Human Services,

Departmental Appeals Board (DAB).  Procedures governing this process are set out in 42 C.F.R. 498.40,

et seq.  You must file your hearing request electronically by using the Departmental Appeals Board’s

Electronic Filing System (DAB E-File) at   https://dab.efile.hhs.gov no later than sixty (60) days after

receiving this letter.  Specific instructions on how to file electronically are attached to this notice.  A

copy of the hearing request shall be submitted electronically to:

Tamika.Brown@cms.hhs.gov   

Requests for a hearing submitted by U.S. mail or commercial carrier are no longer accepted as of

October 1, 2014, unless you do not have access to a computer or internet service.  In those

circumstances you may call the Civil Remedies Division to request a waiver from e-filing and provide an

explanation as to why you cannot file electronically or you may mail a written request for a waiver

along with your written request for a hearing.  A written request for a hearing must be filed no later

than sixty (60) days after receiving this letter, by mailing to the following address:

Lake Minnetonka Care Center

October 28, 2016
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Department of Health & Human Services

Departmental Appeals Board, MS 6132

Director, Civil Remedies Division

330 Independence Avenue, S.W.

Cohen Building – Room G-644

Washington, D.C. 20201

(202) 565-9462

A request for a hearing should identify the specific issues, findings of fact and conclusions of law with

which you disagree.  It should also specify the basis for contending that the findings and conclusions

are incorrect.  At an appeal hearing, you may be represented by counsel at your own expense.  If you

have any questions regarding this matter, please contact Tamika Brown, Principal Program

Representative by phone at (312) 353-1502 or by e-mail at   Tamika.Brown@cms.hhs.gov .   

FAILURE TO ACHIEVE SUBSTANTIAL COMPLIANCE BY THE SIXTH MONTH AFTER THE LAST DAY OF THEFAILURE TO ACHIEVE SUBSTANTIAL COMPLIANCE BY THE SIXTH MONTH AFTER THE LAST DAY OF THEFAILURE TO ACHIEVE SUBSTANTIAL COMPLIANCE BY THE SIXTH MONTH AFTER THE LAST DAY OF THEFAILURE TO ACHIEVE SUBSTANTIAL COMPLIANCE BY THE SIXTH MONTH AFTER THE LAST DAY OF THE

SURVEYSURVEYSURVEYSURVEY

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 February 25, 2017 (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 RESOLUTIONINFORMAL DISPUTE RESOLUTIONINFORMAL DISPUTE RESOLUTIONINFORMAL 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

   Health Regulation Division

   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

Lake Minnetonka Care Center

October 28, 2016
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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. Tom Linhoff, Fire Safety Supervisor

   Health Care Fire Inspections

   Minnesota Department of Public Safety

   State Fire Marshal Division

   445 Minnesota Street, Suite 145

   St. Paul, Minnesota 55101-5145

     

   Email: tom.linhoff@state.mn.us

   Telephone:  (651) 430-3012

   Fax:  (651) 215-0525

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

Health Regulation Division

Minnesota Department of Health

Email: mark.meath@state.mn.us

Telephone: (651) 201-4118   

Fax: (651) 215-9697

Enclosure(s)

cc:  Licensing and Certification File     

Lake Minnetonka Care Center

October 28, 2016
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CENTERS FOR MEDICARE & MEDICAID SERVICES

DEPARTMENT OF HEALTH AND HUMAN SERVICES

POST-CERTIFICATION REVISIT REPORT

STREET ADDRESS, CITY, STATE, ZIP CODE

B. WingY1

DATE OF REVISIT

A. Building

245606

NAME OF FACILITY

MULTIPLE CONSTRUCTIONPROVIDER / SUPPLIER / CLIA / 
IDENTIFICATION NUMBER

LAKE MINNETONKA CARE CENTER 20395 SUMMERVILLE ROAD

DEEPHAVEN, MN 55331

10/17/2016
Y2 Y3

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  F0282 Correction

Reg. #
483.20(k)(3)(ii)

Completed 

LSC 10/17/2016

ID Prefix  F0309 Correction

Reg. #
483.25

Completed 

LSC 10/17/2016

ID Prefix  F0329 Correction

Reg. #
483.25(l)

Completed 

LSC 10/17/2016

ID Prefix  F0334 Correction

Reg. #
483.25(n)

Completed 

LSC 10/17/2016

ID Prefix  F0441 Correction

Reg. #
483.65

Completed 

LSC 09/30/2016

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

REVIEWED BY

STATE AGENCY

REVIEWED BY

CMS RO

REVIEWED BY

(INITIALS)

REVIEWED BY 

(INITIALS)

DATE

DATE SIGNATURE OF SURVEYOR

TITLE 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 NO8/25/2016

Form CMS - 2567B (09/92)   EF (11/06) Page 1 of 1 QN8I12EVENT ID:

meathm1
Typewritten Text
x                     GL/mm   12/16/2016                                                15507                      10/17/2016



CENTERS FOR MEDICARE & MEDICAID SERVICES

DEPARTMENT OF HEALTH AND HUMAN SERVICES

POST-CERTIFICATION REVISIT REPORT

STREET ADDRESS, CITY, STATE, ZIP CODE

B. WingY1

DATE OF REVISIT

A. Building

245606

NAME OF FACILITY

MULTIPLE CONSTRUCTIONPROVIDER / SUPPLIER / CLIA / 
IDENTIFICATION NUMBER 01 - MAIN BUILDING

LAKE MINNETONKA CARE CENTER 20395 SUMMERVILLE ROAD

DEEPHAVEN, MN 55331

12/12/2016
Y2 Y3

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

Reg. #
NFPA 101

Completed 

LSC 10/26/2016K0012

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 10/26/2016K0039

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 08/26/2016K0052

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 09/08/2016K0054

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 09/26/2016K0064

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

REVIEWED BY

STATE AGENCY

REVIEWED BY

CMS RO

REVIEWED BY

(INITIALS)

REVIEWED BY 

(INITIALS)

DATE

DATE SIGNATURE OF SURVEYOR

TITLE 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 NO8/23/2016

Form CMS - 2567B (09/92)   EF (11/06) Page 1 of 1 QN8I22EVENT ID:

x                     TL/mm    12/16/2016 37009 12/12/2016













TABLE 2. OCCUPANCY RISK FACTOR CALCULATION

OCCUPANCY RISK ■■ x ■■ x ■■ x ■■ x  ■■ = ■■
M          D       L T        A F

FIRE/SMOKE ZONE* EVALUATION WORKSHEET FOR HEALTH CARE FACILITIES

FACILITY

ZONE(S) EVALUATED

PROVIDER/VENDOR NO.

BUILDING

DATE OF SURVEY

COMPLETE THIS WORKSHEET FOR EACH ZONE. WHERE CONDITIONS ARE THE SAME IN SEVERAL ZONES,
ONE WORKSHEET CAN BE USED FOR THOSE ZONES.

Step 1: Determine Occupancy Risk Parameter Factors - Use Table 1.
A. For each Risk Parameter in Table 1, select and circle the appropriate risk factor value. 

Choose only one for each of the five Risk Parameters.

Risk Parameters Risk Factors Values

1. Patient
Mobility (M)

2. Patient
Density (D)

3. Zone 
Location (L)

4. Ratio of 
Patients to 
Attendants (T)

5. Patient
Average
Age (A)

TABLE 1. OCCUPANCY RISK PARAMETER FACTORS

Step 2: Compute Occupancy Risk Factor (F) - Use Table 2.
A. Transfer the circled risk factor values from Table 1 to the corresponding blocks in Table 2.
B. Compute F by multiplying the risk factor values as indicated in Table 2.

Step 3: Compute Adjusted Building Status (R) - Use Table 2.
A. If building is classified as “NEW” use Table 3A. If building is classified as “Existing” use Table 3B.
B. Transfer the value of F from Table 2 to Table 3A or Table 3B as appropriate. Calculate R.
C. Transfer R to the block labeled R in Table 7 on page 4 of the work sheet.

TABLE 3A. (NEW BUILDINGS)

1.0 x ■■ = ■■
F      R   

SURVEYOR SIGNATURE

FIRE AUTHORITY SIGNATURE

TITLE

TITLE

DATE

DATE

* FIRE/SMOKE ZONE is a space separated from all other spaces by floors, horizontal exIts, or smoke barrIers.

Form CMS-2786T (06/07)  EF 06/2007 Page 1

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

Form Approved
OMB No. 0938-0242

ZONE __________ OF __________ ZONES

2000 LIFE SAFETY CODE

Mobility Status Mobile Limited Mobility Not Mobile Not Movable

Risk Factor 1.0 1.6 3.2 4.5

No. of Patients 1–5 6–10 11–30 >30

Risk Factor 1.0 1.2 1.5 2.0

Floor 1st 2nd or 3rd 4th to 6th 7th and Above Basements

Risk Factor 1.1 1.2 1.4 1.6 1.6

Patients 1–2 3–5 6–10 >10 One or More
Attendant 1 1 1 1 None

Risk Factor 1.0 1.1 1.2 1.5 4.0

Age Under 65 Years and Over 1 year 65 Years and Over 1 Year and Younger

Risk Factor 1.0 1.2

TABLE 3B. (EXISTING BUILDINGS)

0.6 x ■■ = ■■
F      R   

 

F5606022
01 03

LAKE MINNETONKA CARE CENTER 01

BASEMENT

245606 CMS: 08/23/16; FSES: 10/14/2016

✔

✔

✔

✔

✔

1 11.6 1

11/08/2016

11-09-2016

1 1.60

1.60 1

LS Consultant

FIRE SAFETY
SUPERVISOR

Bill Lauzon, PE (electronic)

Thomas Linhoff 12424



2. Interior Finish Class C Class B Class A
(Corridors and Exits) -5(0)f 0(3)f 3

3. Interior Finish Class C Class B Class A
(Rooms) -3(1)f 1(3)f 3

4. Corridor None or Incomplete <1/2 hour >1/2 to <1 hour >1 hour
Partitions/Walls -10(0)a 0 1(0)a 2(0)a

5. Doors to Corridor >20 min FPR and
No Door <20 min FPR >20 min FPR Auto Clos.

-10 0 1(0)d 2(0)d

6. Zone Dimensions Dead End No Dead Ends >30 ft and Zone Length Is
>100 ft >50 ft to 100 ft 30 ft to 50 ft >150 ft 100 ft to 150 ft <100 ft

-6(0)b -4(0)b -2(0)b -2(0)c 0 1

7. Vertical Openings Open 4 or More Open 2 or 3 Enclosed with Indicated Fire Resist.
Floors Floors <1 hr >1 hr to <2 hr >2 hr

-14 -10 0 2(0)e 3(0)e

8. Hazardous Areas Double Deficiency Single Deficiency No Deficiencies

In Zone Outside Zone In Zone In Adjacent Zone

-11 -5 -6 -2 0

9. Smoke Control No Control Smoke Barrier Mech. Assisted Systems
Serves Zone by Zone

-5(0)c 0 3

10. Emergency <2 Routes Multiple Routes

Movement W/O Horizontal Horizontal
Routes Deficient Exit(s) Exit(s) Direct Exit(s)

-8 -2 0 1 5

11. Manual Fire Alarm No Manual Fire Alarm Manual Fire Alarm

W/O F.D. Conn. W/F.D. Conn

-4 1 2

12. Smoke Detection Corridor and Total Spaces
and Alarm None Corridor Only Rooms Only Habit. Spaces In Zone

0(3)g 2(3)g 3(3)g 4 5

13. Automatic Corridor and Entire
Sprinklers None Habit. Space Building

0 8 10

Step 4: Determine Safety Parameter Values - Use Table 4.
A. Select and circle the safety value for each safety parameter in Table 4 that best describes the conditions 

in the zone. Choose only one value for each of the 13 parameters. If two or more appear to apply, choose 
the one with the lowest point value.

NOTE: a Use (0) where parameter 5 is -10.
b Use (0) where parameter 10 is -8.
c Use (0) on floor with fewer than 31 patients 

(existing buildings only)
d Use (0) where parameter 4 is -10.

For SI units: 1 ft = 0.3048 m

e Use (0) where Parameter 1 is based on first floor zone or on an 
unprotected type of construction (columns marked “000” or “200”)

f Use (  ) if the area of Class B or C interior finish in the corridor 
and exit or room is protected by automatic sprinklers and 
Parameter 13 is 0; use (  ) if the room with existing Class C 
interior finish is protected by automatic sprinklers, Parameter 4 
is greater than or equal to 1, and Parameter 13 is 0.

g Use this value in addition to Parameter 13 if the entire zone is 
protected with quick-response automatic sprinklers.

Form CMS-2786T (06/07)  EF 06/2007 Page 2

Safety Parameters Safety Parameters Values
1. Construction Combustible NonCombustible

Types III, IV, and V Types I and II

Floor or Zone 000 111 200 211 + 2HH 000 111 222, 332, 433

First -2 0 -2 0 0 2 2

Second -7 -2 -4 -2 -2 2 4

Third -9 -7 -9 -7 -7 2 4

4th and Above -13 -7 -13 -7 -9 -7 4

TABLE 4.

-7

✔

3
✔

3
✔

0
✔

0

✔

1

✔

0

✔

0

✔

✔

0

0

✔

✔

2

5

✔

✔

10



Step 5: Compute Individual Safety Evaluations – Use Table 5.
A. Transfer each of the 13 circled Safety Parameter Values from Table 4 to every unshaded block in the line 

with the corresponding Safety Parameter in Table 5. For Safety Parameter 13 (Sprinklers) the value 
entered in the People Movement Safety column is recorded in Table 5 as 1/2 the corresponding value 
circled in Table 4.

B. Add the four columns, keeping in mind that any negative numbers deduct. 
C. Transfer the resulting total values for S1, S2, S3, SG to blocks labeled S1, S2, S3, SG in Table 7 on page 4 

of this sheet.

1. Construction

2. Interior Finish
(Corr. and Exit)

3. Interior Finish (Rooms)

4. Corridor Partitions/Walls

5. Doors to Corridor

6. Zone Dimensions

7. Vertical Openings

8. Hazardous Areas

9. Smoke Control

10. Emergency Movement Routes

11. Manual Fire Alarm

12. Smoke Detection and Alarm

13. Automatic Sprinklers – 2 =

Total Value S1= S2= S3= S4=

Containment Extinguishment People Movement General
Safety Parameters Safety (S1) Safety (S2) Safety (S3) Safety (S4)

Form CMS-2786T (06/07)  EF 06/2007 Page 3

TABLE 5. INDIVIDUAL SAFETY EVALUATIONS

..

TABLE 6.
MANDATORY SAFETY REQUIREMENTS (FOR USE IN HOSPITALS OR NURSING HOMES)

a. Use (   ) in zones that do not contain patient sleeping rooms.
b. For a 2nd story zone location in a sprinklered EXISTING facility, as an alternative to the mandatory safety 

requirement values set specified in the table, the following mandatory values set shall be permitted to be 
used: Sa=7, Sb=10, and Sc=7

Containment Extinguishment People Movement 
(Sa) (Sb) (Sc)

Zone Location New Exist. New Exist. New Exist.

1st story 11 5 15(12)a 4 8(5)a 1
2nd or 3rd storyb 15 9 17(14)a 6 10(7)a 3
4th story or higher 18 9 19(16)a 6 11(8)a 3

-7 -7 -7

3 3 3

3 3

0 0

0 0 0

1 1

0 0 0

0 0 0

0 0

0 0

2 2

5 5 5

10 10 10 5 10

9 10 14 17

✔ ✔ ✔



Step 6: Determine Mandatory Safety Requirement Values - Use Table 6.
A. Using the classification of the building (i.e., New or Existing) and the floor where the zone is located circle the 

appropriate value in each of the three columns in Table 6.
B. Transfer the three circled values from Table 6 to the blocks marked  Sa, Sb, and Sc in Table 7.
C. For each row check “Yes” if the value in the answer block is zero or greater. Check “No” if the value in the 

answer block is a negative number.

Yes No

Containment minus Mandatory ≥ 0
Safety (S1) Containment (Sa)

Extinguishment minus Mandatory ≥ 0
Safety (S2) Extinguishment (Sb)

People Movement minus Mandatory People ≥ 0
Safety (S3) Movement (Sc)

General minus Occupancy ≥ 0
Safety (S4) Risk (R)

■■ - ■■ = ■■S1 Sa C

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control number. The valid
OMB control number for this information collection is 0938-0242. The time required to complete this information collection is estimated to average 5 minutes per response,
including the time to review instructions, search existing data resources, gather the data needed, and complete and review the information collection. If you have any comments
concerning the accuracy of the time estimate(s) or suggestions for improving this form, please write to: CMS, Attn: PRA Reports Clearance Officer, 7500 Security Boulevard,
Baltimore, Maryland 21244-1850.

1. ■■ All of the checks in Table 7 are in the “Yes” column. The level of fire safety is at least equivalent to that 
prescribed by the Life Safety Code.*

2. ■■ One of more of the checks in Table 7 are in the “No” column. The level of fire safety is not shown by this 
system to be equivalent to that prescribed by the Life Safety Code.*

*The equivalency covered by this worksheet includes the majority of considerations covered by the Life Safety Code. There are a few 
considerations that are not evaluated by this method. These must be considered separately. These additional considerations are covered in 
Table 8, the “Facility Fire Safety Requirements Worksheet.” One copy of this separate worksheet is to be completed for each facility. 

■■ - ■■ = ■■S2 Sb E 

■■ - ■■ = ■■S3 Sc P

■■ - ■■ = ■■S4 R             G

Form CMS-2786T (06/07)  EF 06/2007 Page 4

TABLE 7. ZONE FIRE SAFETY EQUIVALENCY EVALUATION

CONCLUSIONS

TABLE 8. FACILITY FIRE SAFETY REQUIREMENTS WORKSHEET

A. Building utilities conform to the requirements of Section 9.1.

B. In new facilities only, life-support systems, alarms, emergency communication systems, and 
illumination of generator set locations are powered as prescribed by 18.5.1.2 and 18.5.1.3.

C. Heating and air conditioning systems conform with the air conditioning, heating, and ventilating 
systems requirements within Section 9.2, except for enclosure of vertical openings, which have 
been considered in Safety Parameter 7 of Worksheet 4.7.6.

D. Fuel-burning space heaters and portable electrical space heaters are not used.

E. There are no flue-fed incinerators.

F. An evacuation plan is provided and fire drills conducted in accordance with 18.7.1/18.7.2 and 
19.7.1/19.7.2.

G. Smoking regulations have been adopted and implemented in accordance with 18.7.4 and 19.7.4.

H. Draperies, upholstered furniture, mattresses, furnishings, and decoration combustibility is limited 
in accordance with 18.7.5 and 19.7.5.

I. Fire extinguishers are provided in accordance with the requirements of 18.3.5.4 and 19.3.5.6.
J. Exit signs are provided in accordance with the requirements of 18.2.10.1 and 19.2.10.
K. Emergency lighting is provided in accordance with 18.2.9.1 or 19.2.9.

L. Standpipes are provided in all new high rise buildings as required by 18.4.2.

Complete one copy of this worksheet for each facility.
For each consideration, select and mark the appropriate column.

Not
Applic.

Not
MetMet

9 09 ✔
10 46 ✔
14 3 11 ✔
17 1 16 ✔

✔

✔

✔
✔
✔

✔
✔

✔
✔

✔
✔

✔

✔



TABLE 2. OCCUPANCY RISK FACTOR CALCULATION

OCCUPANCY RISK ■■ x ■■ x ■■ x ■■ x  ■■ = ■■
M          D       L T        A F

FIRE/SMOKE ZONE* EVALUATION WORKSHEET FOR HEALTH CARE FACILITIES

FACILITY

ZONE(S) EVALUATED

PROVIDER/VENDOR NO.

BUILDING

DATE OF SURVEY

COMPLETE THIS WORKSHEET FOR EACH ZONE. WHERE CONDITIONS ARE THE SAME IN SEVERAL ZONES,
ONE WORKSHEET CAN BE USED FOR THOSE ZONES.

Step 1: Determine Occupancy Risk Parameter Factors - Use Table 1.
A. For each Risk Parameter in Table 1, select and circle the appropriate risk factor value. 

Choose only one for each of the five Risk Parameters.

Risk Parameters Risk Factors Values

1. Patient
Mobility (M)

2. Patient
Density (D)

3. Zone 
Location (L)

4. Ratio of 
Patients to 
Attendants (T)

5. Patient
Average
Age (A)

TABLE 1. OCCUPANCY RISK PARAMETER FACTORS

Step 2: Compute Occupancy Risk Factor (F) - Use Table 2.
A. Transfer the circled risk factor values from Table 1 to the corresponding blocks in Table 2.
B. Compute F by multiplying the risk factor values as indicated in Table 2.

Step 3: Compute Adjusted Building Status (R) - Use Table 2.
A. If building is classified as “NEW” use Table 3A. If building is classified as “Existing” use Table 3B.
B. Transfer the value of F from Table 2 to Table 3A or Table 3B as appropriate. Calculate R.
C. Transfer R to the block labeled R in Table 7 on page 4 of the work sheet.

TABLE 3A. (NEW BUILDINGS)

1.0 x ■■ = ■■
F      R   

SURVEYOR SIGNATURE

FIRE AUTHORITY SIGNATURE

TITLE

TITLE

DATE

DATE

* FIRE/SMOKE ZONE is a space separated from all other spaces by floors, horizontal exIts, or smoke barrIers.

Form CMS-2786T (06/07)  EF 06/2007 Page 1

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

Form Approved
OMB No. 0938-0242

ZONE __________ OF __________ ZONES

2000 LIFE SAFETY CODE

Mobility Status Mobile Limited Mobility Not Mobile Not Movable

Risk Factor 1.0 1.6 3.2 4.5

No. of Patients 1–5 6–10 11–30 >30

Risk Factor 1.0 1.2 1.5 2.0

Floor 1st 2nd or 3rd 4th to 6th 7th and Above Basements

Risk Factor 1.1 1.2 1.4 1.6 1.6

Patients 1–2 3–5 6–10 >10 One or More
Attendant 1 1 1 1 None

Risk Factor 1.0 1.1 1.2 1.5 4.0

Age Under 65 Years and Over 1 year 65 Years and Over 1 Year and Younger

Risk Factor 1.0 1.2

TABLE 3B. (EXISTING BUILDINGS)

0.6 x ■■ = ■■
F      R   
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✔
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2. Interior Finish Class C Class B Class A
(Corridors and Exits) -5(0)f 0(3)f 3

3. Interior Finish Class C Class B Class A
(Rooms) -3(1)f 1(3)f 3

4. Corridor None or Incomplete <1/2 hour >1/2 to <1 hour >1 hour
Partitions/Walls -10(0)a 0 1(0)a 2(0)a

5. Doors to Corridor >20 min FPR and
No Door <20 min FPR >20 min FPR Auto Clos.

-10 0 1(0)d 2(0)d

6. Zone Dimensions Dead End No Dead Ends >30 ft and Zone Length Is
>100 ft >50 ft to 100 ft 30 ft to 50 ft >150 ft 100 ft to 150 ft <100 ft

-6(0)b -4(0)b -2(0)b -2(0)c 0 1

7. Vertical Openings Open 4 or More Open 2 or 3 Enclosed with Indicated Fire Resist.
Floors Floors <1 hr >1 hr to <2 hr >2 hr

-14 -10 0 2(0)e 3(0)e

8. Hazardous Areas Double Deficiency Single Deficiency No Deficiencies

In Zone Outside Zone In Zone In Adjacent Zone

-11 -5 -6 -2 0

9. Smoke Control No Control Smoke Barrier Mech. Assisted Systems
Serves Zone by Zone

-5(0)c 0 3

10. Emergency <2 Routes Multiple Routes

Movement W/O Horizontal Horizontal
Routes Deficient Exit(s) Exit(s) Direct Exit(s)

-8 -2 0 1 5

11. Manual Fire Alarm No Manual Fire Alarm Manual Fire Alarm

W/O F.D. Conn. W/F.D. Conn

-4 1 2

12. Smoke Detection Corridor and Total Spaces
and Alarm None Corridor Only Rooms Only Habit. Spaces In Zone

0(3)g 2(3)g 3(3)g 4 5

13. Automatic Corridor and Entire
Sprinklers None Habit. Space Building

0 8 10

Step 4: Determine Safety Parameter Values - Use Table 4.
A. Select and circle the safety value for each safety parameter in Table 4 that best describes the conditions 

in the zone. Choose only one value for each of the 13 parameters. If two or more appear to apply, choose 
the one with the lowest point value.

NOTE: a Use (0) where parameter 5 is -10.
b Use (0) where parameter 10 is -8.
c Use (0) on floor with fewer than 31 patients 

(existing buildings only)
d Use (0) where parameter 4 is -10.

For SI units: 1 ft = 0.3048 m

e Use (0) where Parameter 1 is based on first floor zone or on an 
unprotected type of construction (columns marked “000” or “200”)

f Use (  ) if the area of Class B or C interior finish in the corridor 
and exit or room is protected by automatic sprinklers and 
Parameter 13 is 0; use (  ) if the room with existing Class C 
interior finish is protected by automatic sprinklers, Parameter 4 
is greater than or equal to 1, and Parameter 13 is 0.

g Use this value in addition to Parameter 13 if the entire zone is 
protected with quick-response automatic sprinklers.

Form CMS-2786T (06/07)  EF 06/2007 Page 2

Safety Parameters Safety Parameters Values
1. Construction Combustible NonCombustible

Types III, IV, and V Types I and II

Floor or Zone 000 111 200 211 + 2HH 000 111 222, 332, 433

First -2 0 -2 0 0 2 2

Second -7 -2 -4 -2 -2 2 4

Third -9 -7 -9 -7 -7 2 4

4th and Above -13 -7 -13 -7 -9 -7 4

TABLE 4.

-7

✔

3
✔

3
✔

0
✔

0

✔

1

✔

0

✔

0

✔

✔

0

0

✔

✔

2

5

✔

✔

10



Step 5: Compute Individual Safety Evaluations – Use Table 5.
A. Transfer each of the 13 circled Safety Parameter Values from Table 4 to every unshaded block in the line 

with the corresponding Safety Parameter in Table 5. For Safety Parameter 13 (Sprinklers) the value 
entered in the People Movement Safety column is recorded in Table 5 as 1/2 the corresponding value 
circled in Table 4.

B. Add the four columns, keeping in mind that any negative numbers deduct. 
C. Transfer the resulting total values for S1, S2, S3, SG to blocks labeled S1, S2, S3, SG in Table 7 on page 4 

of this sheet.

1. Construction

2. Interior Finish
(Corr. and Exit)

3. Interior Finish (Rooms)

4. Corridor Partitions/Walls

5. Doors to Corridor

6. Zone Dimensions

7. Vertical Openings

8. Hazardous Areas

9. Smoke Control

10. Emergency Movement Routes

11. Manual Fire Alarm

12. Smoke Detection and Alarm

13. Automatic Sprinklers – 2 =

Total Value S1= S2= S3= S4=

Containment Extinguishment People Movement General
Safety Parameters Safety (S1) Safety (S2) Safety (S3) Safety (S4)

Form CMS-2786T (06/07)  EF 06/2007 Page 3

TABLE 5. INDIVIDUAL SAFETY EVALUATIONS

..

TABLE 6.
MANDATORY SAFETY REQUIREMENTS (FOR USE IN HOSPITALS OR NURSING HOMES)

a. Use (   ) in zones that do not contain patient sleeping rooms.
b. For a 2nd story zone location in a sprinklered EXISTING facility, as an alternative to the mandatory safety 

requirement values set specified in the table, the following mandatory values set shall be permitted to be 
used: Sa=7, Sb=10, and Sc=7

Containment Extinguishment People Movement 
(Sa) (Sb) (Sc)

Zone Location New Exist. New Exist. New Exist.

1st story 11 5 15(12)a 4 8(5)a 1
2nd or 3rd storyb 15 9 17(14)a 6 10(7)a 3
4th story or higher 18 9 19(16)a 6 11(8)a 3

-7 -7 -7

3 3 3

3 3

0 0

0 0 0

1 1

0 0 0

0 0 0

0 0

0 0

2 2

5 5 5

10 10 10 5 10

9 10 14 17

✔ ✔ ✔



Step 6: Determine Mandatory Safety Requirement Values - Use Table 6.
A. Using the classification of the building (i.e., New or Existing) and the floor where the zone is located circle the 

appropriate value in each of the three columns in Table 6.
B. Transfer the three circled values from Table 6 to the blocks marked  Sa, Sb, and Sc in Table 7.
C. For each row check “Yes” if the value in the answer block is zero or greater. Check “No” if the value in the 

answer block is a negative number.

Yes No

Containment minus Mandatory ≥ 0
Safety (S1) Containment (Sa)

Extinguishment minus Mandatory ≥ 0
Safety (S2) Extinguishment (Sb)

People Movement minus Mandatory People ≥ 0
Safety (S3) Movement (Sc)

General minus Occupancy ≥ 0
Safety (S4) Risk (R)

■■ - ■■ = ■■S1 Sa C

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control number. The valid
OMB control number for this information collection is 0938-0242. The time required to complete this information collection is estimated to average 5 minutes per response,
including the time to review instructions, search existing data resources, gather the data needed, and complete and review the information collection. If you have any comments
concerning the accuracy of the time estimate(s) or suggestions for improving this form, please write to: CMS, Attn: PRA Reports Clearance Officer, 7500 Security Boulevard,
Baltimore, Maryland 21244-1850.

1. ■■ All of the checks in Table 7 are in the “Yes” column. The level of fire safety is at least equivalent to that 
prescribed by the Life Safety Code.*

2. ■■ One of more of the checks in Table 7 are in the “No” column. The level of fire safety is not shown by this 
system to be equivalent to that prescribed by the Life Safety Code.*

*The equivalency covered by this worksheet includes the majority of considerations covered by the Life Safety Code. There are a few 
considerations that are not evaluated by this method. These must be considered separately. These additional considerations are covered in 
Table 8, the “Facility Fire Safety Requirements Worksheet.” One copy of this separate worksheet is to be completed for each facility. 

■■ - ■■ = ■■S2 Sb E 

■■ - ■■ = ■■S3 Sc P

■■ - ■■ = ■■S4 R             G
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TABLE 7. ZONE FIRE SAFETY EQUIVALENCY EVALUATION

CONCLUSIONS

TABLE 8. FACILITY FIRE SAFETY REQUIREMENTS WORKSHEET

A. Building utilities conform to the requirements of Section 9.1.

B. In new facilities only, life-support systems, alarms, emergency communication systems, and 
illumination of generator set locations are powered as prescribed by 18.5.1.2 and 18.5.1.3.

C. Heating and air conditioning systems conform with the air conditioning, heating, and ventilating 
systems requirements within Section 9.2, except for enclosure of vertical openings, which have 
been considered in Safety Parameter 7 of Worksheet 4.7.6.

D. Fuel-burning space heaters and portable electrical space heaters are not used.

E. There are no flue-fed incinerators.

F. An evacuation plan is provided and fire drills conducted in accordance with 18.7.1/18.7.2 and 
19.7.1/19.7.2.

G. Smoking regulations have been adopted and implemented in accordance with 18.7.4 and 19.7.4.

H. Draperies, upholstered furniture, mattresses, furnishings, and decoration combustibility is limited 
in accordance with 18.7.5 and 19.7.5.

I. Fire extinguishers are provided in accordance with the requirements of 18.3.5.4 and 19.3.5.6.
J. Exit signs are provided in accordance with the requirements of 18.2.10.1 and 19.2.10.
K. Emergency lighting is provided in accordance with 18.2.9.1 or 19.2.9.

L. Standpipes are provided in all new high rise buildings as required by 18.4.2.

Complete one copy of this worksheet for each facility.
For each consideration, select and mark the appropriate column.

Not
Applic.

Not
MetMet

9 09 ✔
10 46 ✔
14 3 11 ✔
17 1 16 ✔

✔

✔

✔
✔
✔

✔
✔

✔
✔

✔
✔

✔

✔



TABLE 2. OCCUPANCY RISK FACTOR CALCULATION

OCCUPANCY RISK ■■ x ■■ x ■■ x ■■ x  ■■ = ■■
M          D       L T        A F

FIRE/SMOKE ZONE* EVALUATION WORKSHEET FOR HEALTH CARE FACILITIES

FACILITY

ZONE(S) EVALUATED

PROVIDER/VENDOR NO.

BUILDING

DATE OF SURVEY

COMPLETE THIS WORKSHEET FOR EACH ZONE. WHERE CONDITIONS ARE THE SAME IN SEVERAL ZONES,
ONE WORKSHEET CAN BE USED FOR THOSE ZONES.

Step 1: Determine Occupancy Risk Parameter Factors - Use Table 1.
A. For each Risk Parameter in Table 1, select and circle the appropriate risk factor value. 

Choose only one for each of the five Risk Parameters.

Risk Parameters Risk Factors Values

1. Patient
Mobility (M)

2. Patient
Density (D)

3. Zone 
Location (L)

4. Ratio of 
Patients to 
Attendants (T)

5. Patient
Average
Age (A)

TABLE 1. OCCUPANCY RISK PARAMETER FACTORS

Step 2: Compute Occupancy Risk Factor (F) - Use Table 2.
A. Transfer the circled risk factor values from Table 1 to the corresponding blocks in Table 2.
B. Compute F by multiplying the risk factor values as indicated in Table 2.

Step 3: Compute Adjusted Building Status (R) - Use Table 2.
A. If building is classified as “NEW” use Table 3A. If building is classified as “Existing” use Table 3B.
B. Transfer the value of F from Table 2 to Table 3A or Table 3B as appropriate. Calculate R.
C. Transfer R to the block labeled R in Table 7 on page 4 of the work sheet.

TABLE 3A. (NEW BUILDINGS)

1.0 x ■■ = ■■
F      R   

SURVEYOR SIGNATURE

FIRE AUTHORITY SIGNATURE

TITLE

TITLE

DATE

DATE

* FIRE/SMOKE ZONE is a space separated from all other spaces by floors, horizontal exIts, or smoke barrIers.

Form CMS-2786T (06/07)  EF 06/2007 Page 1

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

Form Approved
OMB No. 0938-0242

ZONE __________ OF __________ ZONES

2000 LIFE SAFETY CODE

Mobility Status Mobile Limited Mobility Not Mobile Not Movable

Risk Factor 1.0 1.6 3.2 4.5

No. of Patients 1–5 6–10 11–30 >30

Risk Factor 1.0 1.2 1.5 2.0

Floor 1st 2nd or 3rd 4th to 6th 7th and Above Basements

Risk Factor 1.1 1.2 1.4 1.6 1.6

Patients 1–2 3–5 6–10 >10 One or More
Attendant 1 1 1 1 None

Risk Factor 1.0 1.1 1.2 1.5 4.0

Age Under 65 Years and Over 1 year 65 Years and Over 1 Year and Younger

Risk Factor 1.0 1.2

TABLE 3B. (EXISTING BUILDINGS)

0.6 x ■■ = ■■
F      R   

 

F5606022
02 03

LAKE MINNETONKA CARE CENTER 01

FIRST FLOOR

245606 CMS: 08/23/16; FSES: 10/14/2016

✔

✔

✔

✔

✔

1.6 1.51.1 1.2

11/08/2016

11-09-2016

1.5 4.75

4.75 2.8

LS CONSULTANT

FIRE SAFETY
SUPERVISOR

BILL LAUZON, PE (electronic)

Thomas Linhoff 12424



2. Interior Finish Class C Class B Class A
(Corridors and Exits) -5(0)f 0(3)f 3

3. Interior Finish Class C Class B Class A
(Rooms) -3(1)f 1(3)f 3

4. Corridor None or Incomplete <1/2 hour >1/2 to <1 hour >1 hour
Partitions/Walls -10(0)a 0 1(0)a 2(0)a

5. Doors to Corridor >20 min FPR and
No Door <20 min FPR >20 min FPR Auto Clos.

-10 0 1(0)d 2(0)d

6. Zone Dimensions Dead End No Dead Ends >30 ft and Zone Length Is
>100 ft >50 ft to 100 ft 30 ft to 50 ft >150 ft 100 ft to 150 ft <100 ft

-6(0)b -4(0)b -2(0)b -2(0)c 0 1

7. Vertical Openings Open 4 or More Open 2 or 3 Enclosed with Indicated Fire Resist.
Floors Floors <1 hr >1 hr to <2 hr >2 hr

-14 -10 0 2(0)e 3(0)e

8. Hazardous Areas Double Deficiency Single Deficiency No Deficiencies

In Zone Outside Zone In Zone In Adjacent Zone

-11 -5 -6 -2 0

9. Smoke Control No Control Smoke Barrier Mech. Assisted Systems
Serves Zone by Zone

-5(0)c 0 3

10. Emergency <2 Routes Multiple Routes

Movement W/O Horizontal Horizontal
Routes Deficient Exit(s) Exit(s) Direct Exit(s)

-8 -2 0 1 5

11. Manual Fire Alarm No Manual Fire Alarm Manual Fire Alarm

W/O F.D. Conn. W/F.D. Conn

-4 1 2

12. Smoke Detection Corridor and Total Spaces
and Alarm None Corridor Only Rooms Only Habit. Spaces In Zone

0(3)g 2(3)g 3(3)g 4 5

13. Automatic Corridor and Entire
Sprinklers None Habit. Space Building

0 8 10

Step 4: Determine Safety Parameter Values - Use Table 4.
A. Select and circle the safety value for each safety parameter in Table 4 that best describes the conditions 

in the zone. Choose only one value for each of the 13 parameters. If two or more appear to apply, choose 
the one with the lowest point value.

NOTE: a Use (0) where parameter 5 is -10.
b Use (0) where parameter 10 is -8.
c Use (0) on floor with fewer than 31 patients 

(existing buildings only)
d Use (0) where parameter 4 is -10.

For SI units: 1 ft = 0.3048 m

e Use (0) where Parameter 1 is based on first floor zone or on an 
unprotected type of construction (columns marked “000” or “200”)

f Use (  ) if the area of Class B or C interior finish in the corridor 
and exit or room is protected by automatic sprinklers and 
Parameter 13 is 0; use (  ) if the room with existing Class C 
interior finish is protected by automatic sprinklers, Parameter 4 
is greater than or equal to 1, and Parameter 13 is 0.

g Use this value in addition to Parameter 13 if the entire zone is 
protected with quick-response automatic sprinklers.

Form CMS-2786T (06/07)  EF 06/2007 Page 2

Safety Parameters Safety Parameters Values
1. Construction Combustible NonCombustible

Types III, IV, and V Types I and II

Floor or Zone 000 111 200 211 + 2HH 000 111 222, 332, 433

First -2 0 -2 0 0 2 2

Second -7 -2 -4 -2 -2 2 4

Third -9 -7 -9 -7 -7 2 4

4th and Above -13 -7 -13 -7 -9 -7 4

TABLE 4.

-2

✔

3
✔

3
✔

1
✔

1

✔

1

✔

0

✔

0

✔

✔

0

-2

✔

✔

2

2

✔

✔

10



Step 5: Compute Individual Safety Evaluations – Use Table 5.
A. Transfer each of the 13 circled Safety Parameter Values from Table 4 to every unshaded block in the line 

with the corresponding Safety Parameter in Table 5. For Safety Parameter 13 (Sprinklers) the value 
entered in the People Movement Safety column is recorded in Table 5 as 1/2 the corresponding value 
circled in Table 4.

B. Add the four columns, keeping in mind that any negative numbers deduct. 
C. Transfer the resulting total values for S1, S2, S3, SG to blocks labeled S1, S2, S3, SG in Table 7 on page 4 

of this sheet.

1. Construction

2. Interior Finish
(Corr. and Exit)

3. Interior Finish (Rooms)

4. Corridor Partitions/Walls

5. Doors to Corridor

6. Zone Dimensions

7. Vertical Openings

8. Hazardous Areas

9. Smoke Control

10. Emergency Movement Routes

11. Manual Fire Alarm

12. Smoke Detection and Alarm

13. Automatic Sprinklers – 2 =

Total Value S1= S2= S3= S4=

Containment Extinguishment People Movement General
Safety Parameters Safety (S1) Safety (S2) Safety (S3) Safety (S4)

Form CMS-2786T (06/07)  EF 06/2007 Page 3

TABLE 5. INDIVIDUAL SAFETY EVALUATIONS

..

TABLE 6.
MANDATORY SAFETY REQUIREMENTS (FOR USE IN HOSPITALS OR NURSING HOMES)

a. Use (   ) in zones that do not contain patient sleeping rooms.
b. For a 2nd story zone location in a sprinklered EXISTING facility, as an alternative to the mandatory safety 

requirement values set specified in the table, the following mandatory values set shall be permitted to be 
used: Sa=7, Sb=10, and Sc=7

Containment Extinguishment People Movement 
(Sa) (Sb) (Sc)

Zone Location New Exist. New Exist. New Exist.

1st story 11 5 15(12)a 4 8(5)a 1
2nd or 3rd storyb 15 9 17(14)a 6 10(7)a 3
4th story or higher 18 9 19(16)a 6 11(8)a 3

-2 -2 -2

3 3 3

3 3

1 1

1 1 1

1 1

0 0 0

0 0 0

0 0

-2 -2

2 2

2 2 2

10 10 10 5 10

16 12 10 19

✔ ✔ ✔



Step 6: Determine Mandatory Safety Requirement Values - Use Table 6.
A. Using the classification of the building (i.e., New or Existing) and the floor where the zone is located circle the 

appropriate value in each of the three columns in Table 6.
B. Transfer the three circled values from Table 6 to the blocks marked  Sa, Sb, and Sc in Table 7.
C. For each row check “Yes” if the value in the answer block is zero or greater. Check “No” if the value in the 

answer block is a negative number.

Yes No

Containment minus Mandatory ≥ 0
Safety (S1) Containment (Sa)

Extinguishment minus Mandatory ≥ 0
Safety (S2) Extinguishment (Sb)

People Movement minus Mandatory People ≥ 0
Safety (S3) Movement (Sc)

General minus Occupancy ≥ 0
Safety (S4) Risk (R)

■■ - ■■ = ■■S1 Sa C

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control number. The valid
OMB control number for this information collection is 0938-0242. The time required to complete this information collection is estimated to average 5 minutes per response,
including the time to review instructions, search existing data resources, gather the data needed, and complete and review the information collection. If you have any comments
concerning the accuracy of the time estimate(s) or suggestions for improving this form, please write to: CMS, Attn: PRA Reports Clearance Officer, 7500 Security Boulevard,
Baltimore, Maryland 21244-1850.

1. ■■ All of the checks in Table 7 are in the “Yes” column. The level of fire safety is at least equivalent to that 
prescribed by the Life Safety Code.*

2. ■■ One of more of the checks in Table 7 are in the “No” column. The level of fire safety is not shown by this 
system to be equivalent to that prescribed by the Life Safety Code.*

*The equivalency covered by this worksheet includes the majority of considerations covered by the Life Safety Code. There are a few 
considerations that are not evaluated by this method. These must be considered separately. These additional considerations are covered in 
Table 8, the “Facility Fire Safety Requirements Worksheet.” One copy of this separate worksheet is to be completed for each facility. 

■■ - ■■ = ■■S2 Sb E 

■■ - ■■ = ■■S3 Sc P

■■ - ■■ = ■■S4 R             G

Form CMS-2786T (06/07)  EF 06/2007 Page 4

TABLE 7. ZONE FIRE SAFETY EQUIVALENCY EVALUATION

CONCLUSIONS

TABLE 8. FACILITY FIRE SAFETY REQUIREMENTS WORKSHEET

A. Building utilities conform to the requirements of Section 9.1.

B. In new facilities only, life-support systems, alarms, emergency communication systems, and 
illumination of generator set locations are powered as prescribed by 18.5.1.2 and 18.5.1.3.

C. Heating and air conditioning systems conform with the air conditioning, heating, and ventilating 
systems requirements within Section 9.2, except for enclosure of vertical openings, which have 
been considered in Safety Parameter 7 of Worksheet 4.7.6.

D. Fuel-burning space heaters and portable electrical space heaters are not used.

E. There are no flue-fed incinerators.

F. An evacuation plan is provided and fire drills conducted in accordance with 18.7.1/18.7.2 and 
19.7.1/19.7.2.

G. Smoking regulations have been adopted and implemented in accordance with 18.7.4 and 19.7.4.

H. Draperies, upholstered furniture, mattresses, furnishings, and decoration combustibility is limited 
in accordance with 18.7.5 and 19.7.5.

I. Fire extinguishers are provided in accordance with the requirements of 18.3.5.4 and 19.3.5.6.
J. Exit signs are provided in accordance with the requirements of 18.2.10.1 and 19.2.10.
K. Emergency lighting is provided in accordance with 18.2.9.1 or 19.2.9.

L. Standpipes are provided in all new high rise buildings as required by 18.4.2.

Complete one copy of this worksheet for each facility.
For each consideration, select and mark the appropriate column.

Not
Applic.

Not
MetMet

16 115 ✔
12 84 ✔
10 1 9 ✔
19 2.8 16 ✔

✔

✔

✔
✔
✔

✔
✔

✔
✔

✔
✔

✔

✔



TABLE 2. OCCUPANCY RISK FACTOR CALCULATION

OCCUPANCY RISK ■■ x ■■ x ■■ x ■■ x  ■■ = ■■
M          D       L T        A F

FIRE/SMOKE ZONE* EVALUATION WORKSHEET FOR HEALTH CARE FACILITIES

FACILITY

ZONE(S) EVALUATED

PROVIDER/VENDOR NO.

BUILDING

DATE OF SURVEY

COMPLETE THIS WORKSHEET FOR EACH ZONE. WHERE CONDITIONS ARE THE SAME IN SEVERAL ZONES,
ONE WORKSHEET CAN BE USED FOR THOSE ZONES.

Step 1: Determine Occupancy Risk Parameter Factors - Use Table 1.
A. For each Risk Parameter in Table 1, select and circle the appropriate risk factor value. 

Choose only one for each of the five Risk Parameters.

Risk Parameters Risk Factors Values

1. Patient
Mobility (M)

2. Patient
Density (D)

3. Zone 
Location (L)

4. Ratio of 
Patients to 
Attendants (T)

5. Patient
Average
Age (A)

TABLE 1. OCCUPANCY RISK PARAMETER FACTORS

Step 2: Compute Occupancy Risk Factor (F) - Use Table 2.
A. Transfer the circled risk factor values from Table 1 to the corresponding blocks in Table 2.
B. Compute F by multiplying the risk factor values as indicated in Table 2.

Step 3: Compute Adjusted Building Status (R) - Use Table 2.
A. If building is classified as “NEW” use Table 3A. If building is classified as “Existing” use Table 3B.
B. Transfer the value of F from Table 2 to Table 3A or Table 3B as appropriate. Calculate R.
C. Transfer R to the block labeled R in Table 7 on page 4 of the work sheet.

TABLE 3A. (NEW BUILDINGS)

1.0 x ■■ = ■■
F      R   

SURVEYOR SIGNATURE

FIRE AUTHORITY SIGNATURE

TITLE

TITLE

DATE

DATE

* FIRE/SMOKE ZONE is a space separated from all other spaces by floors, horizontal exIts, or smoke barrIers.

Form CMS-2786T (06/07)  EF 06/2007 Page 1

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

Form Approved
OMB No. 0938-0242

ZONE __________ OF __________ ZONES

2000 LIFE SAFETY CODE

Mobility Status Mobile Limited Mobility Not Mobile Not Movable

Risk Factor 1.0 1.6 3.2 4.5

No. of Patients 1–5 6–10 11–30 >30

Risk Factor 1.0 1.2 1.5 2.0

Floor 1st 2nd or 3rd 4th to 6th 7th and Above Basements

Risk Factor 1.1 1.2 1.4 1.6 1.6

Patients 1–2 3–5 6–10 >10 One or More
Attendant 1 1 1 1 None

Risk Factor 1.0 1.1 1.2 1.5 4.0

Age Under 65 Years and Over 1 year 65 Years and Over 1 Year and Younger

Risk Factor 1.0 1.2

TABLE 3B. (EXISTING BUILDINGS)

0.6 x ■■ = ■■
F      R   

 

F5606022
03 03

LAKE MINNETONKA CARE CENTER 01

SECOND FLOOR

245606 CMS: 08/23/16; FSES: 10/14/2016

✔

✔

✔

✔

✔

1.6 1.51.2 1.2

11/08/2016

11-09-2016

1.2 4.15

4.15 3

LS Consultant

FIRE SAFETY
SUPERVISOR

BILL LAUZON. PE (electronic)

Thomas Linhoff 12424



2. Interior Finish Class C Class B Class A
(Corridors and Exits) -5(0)f 0(3)f 3

3. Interior Finish Class C Class B Class A
(Rooms) -3(1)f 1(3)f 3

4. Corridor None or Incomplete <1/2 hour >1/2 to <1 hour >1 hour
Partitions/Walls -10(0)a 0 1(0)a 2(0)a

5. Doors to Corridor >20 min FPR and
No Door <20 min FPR >20 min FPR Auto Clos.

-10 0 1(0)d 2(0)d

6. Zone Dimensions Dead End No Dead Ends >30 ft and Zone Length Is
>100 ft >50 ft to 100 ft 30 ft to 50 ft >150 ft 100 ft to 150 ft <100 ft

-6(0)b -4(0)b -2(0)b -2(0)c 0 1

7. Vertical Openings Open 4 or More Open 2 or 3 Enclosed with Indicated Fire Resist.
Floors Floors <1 hr >1 hr to <2 hr >2 hr

-14 -10 0 2(0)e 3(0)e

8. Hazardous Areas Double Deficiency Single Deficiency No Deficiencies

In Zone Outside Zone In Zone In Adjacent Zone

-11 -5 -6 -2 0

9. Smoke Control No Control Smoke Barrier Mech. Assisted Systems
Serves Zone by Zone

-5(0)c 0 3

10. Emergency <2 Routes Multiple Routes

Movement W/O Horizontal Horizontal
Routes Deficient Exit(s) Exit(s) Direct Exit(s)

-8 -2 0 1 5

11. Manual Fire Alarm No Manual Fire Alarm Manual Fire Alarm

W/O F.D. Conn. W/F.D. Conn

-4 1 2

12. Smoke Detection Corridor and Total Spaces
and Alarm None Corridor Only Rooms Only Habit. Spaces In Zone

0(3)g 2(3)g 3(3)g 4 5

13. Automatic Corridor and Entire
Sprinklers None Habit. Space Building

0 8 10

Step 4: Determine Safety Parameter Values - Use Table 4.
A. Select and circle the safety value for each safety parameter in Table 4 that best describes the conditions 

in the zone. Choose only one value for each of the 13 parameters. If two or more appear to apply, choose 
the one with the lowest point value.

NOTE: a Use (0) where parameter 5 is -10.
b Use (0) where parameter 10 is -8.
c Use (0) on floor with fewer than 31 patients 

(existing buildings only)
d Use (0) where parameter 4 is -10.

For SI units: 1 ft = 0.3048 m

e Use (0) where Parameter 1 is based on first floor zone or on an 
unprotected type of construction (columns marked “000” or “200”)

f Use (  ) if the area of Class B or C interior finish in the corridor 
and exit or room is protected by automatic sprinklers and 
Parameter 13 is 0; use (  ) if the room with existing Class C 
interior finish is protected by automatic sprinklers, Parameter 4 
is greater than or equal to 1, and Parameter 13 is 0.

g Use this value in addition to Parameter 13 if the entire zone is 
protected with quick-response automatic sprinklers.

Form CMS-2786T (06/07)  EF 06/2007 Page 2

Safety Parameters Safety Parameters Values
1. Construction Combustible NonCombustible

Types III, IV, and V Types I and II

Floor or Zone 000 111 200 211 + 2HH 000 111 222, 332, 433

First -2 0 -2 0 0 2 2

Second -7 -2 -4 -2 -2 2 4

Third -9 -7 -9 -7 -7 2 4

4th and Above -13 -7 -13 -7 -9 -7 4

TABLE 4.

-7

✔

3
✔

3
✔

1
✔

1

✔

1

✔

0

✔

0

✔

✔

0

-2

✔

✔

2

4

✔

✔

10



Step 5: Compute Individual Safety Evaluations – Use Table 5.
A. Transfer each of the 13 circled Safety Parameter Values from Table 4 to every unshaded block in the line 

with the corresponding Safety Parameter in Table 5. For Safety Parameter 13 (Sprinklers) the value 
entered in the People Movement Safety column is recorded in Table 5 as 1/2 the corresponding value 
circled in Table 4.

B. Add the four columns, keeping in mind that any negative numbers deduct. 
C. Transfer the resulting total values for S1, S2, S3, SG to blocks labeled S1, S2, S3, SG in Table 7 on page 4 

of this sheet.

1. Construction

2. Interior Finish
(Corr. and Exit)

3. Interior Finish (Rooms)

4. Corridor Partitions/Walls

5. Doors to Corridor

6. Zone Dimensions

7. Vertical Openings

8. Hazardous Areas

9. Smoke Control

10. Emergency Movement Routes

11. Manual Fire Alarm

12. Smoke Detection and Alarm

13. Automatic Sprinklers – 2 =

Total Value S1= S2= S3= S4=

Containment Extinguishment People Movement General
Safety Parameters Safety (S1) Safety (S2) Safety (S3) Safety (S4)

Form CMS-2786T (06/07)  EF 06/2007 Page 3

TABLE 5. INDIVIDUAL SAFETY EVALUATIONS

..

TABLE 6.
MANDATORY SAFETY REQUIREMENTS (FOR USE IN HOSPITALS OR NURSING HOMES)

a. Use (   ) in zones that do not contain patient sleeping rooms.
b. For a 2nd story zone location in a sprinklered EXISTING facility, as an alternative to the mandatory safety 

requirement values set specified in the table, the following mandatory values set shall be permitted to be 
used: Sa=7, Sb=10, and Sc=7

Containment Extinguishment People Movement 
(Sa) (Sb) (Sc)

Zone Location New Exist. New Exist. New Exist.

1st story 11 5 15(12)a 4 8(5)a 1
2nd or 3rd storyb 15 9 17(14)a 6 10(7)a 3
4th story or higher 18 9 19(16)a 6 11(8)a 3

-7 -7 -7

3 3 3

3 3

1 1

1 1 1

1 1

0 0 0

0 0 0

0 0

-2 -2

2 2

4 4 4

10 10 10 5 10

11 9 12 16

✔ ✔ ✔



Step 6: Determine Mandatory Safety Requirement Values - Use Table 6.
A. Using the classification of the building (i.e., New or Existing) and the floor where the zone is located circle the 

appropriate value in each of the three columns in Table 6.
B. Transfer the three circled values from Table 6 to the blocks marked  Sa, Sb, and Sc in Table 7.
C. For each row check “Yes” if the value in the answer block is zero or greater. Check “No” if the value in the 

answer block is a negative number.

Yes No

Containment minus Mandatory ≥ 0
Safety (S1) Containment (Sa)

Extinguishment minus Mandatory ≥ 0
Safety (S2) Extinguishment (Sb)

People Movement minus Mandatory People ≥ 0
Safety (S3) Movement (Sc)

General minus Occupancy ≥ 0
Safety (S4) Risk (R)

■■ - ■■ = ■■S1 Sa C

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control number. The valid
OMB control number for this information collection is 0938-0242. The time required to complete this information collection is estimated to average 5 minutes per response,
including the time to review instructions, search existing data resources, gather the data needed, and complete and review the information collection. If you have any comments
concerning the accuracy of the time estimate(s) or suggestions for improving this form, please write to: CMS, Attn: PRA Reports Clearance Officer, 7500 Security Boulevard,
Baltimore, Maryland 21244-1850.

1. ■■ All of the checks in Table 7 are in the “Yes” column. The level of fire safety is at least equivalent to that 
prescribed by the Life Safety Code.*

2. ■■ One of more of the checks in Table 7 are in the “No” column. The level of fire safety is not shown by this 
system to be equivalent to that prescribed by the Life Safety Code.*

*The equivalency covered by this worksheet includes the majority of considerations covered by the Life Safety Code. There are a few 
considerations that are not evaluated by this method. These must be considered separately. These additional considerations are covered in 
Table 8, the “Facility Fire Safety Requirements Worksheet.” One copy of this separate worksheet is to be completed for each facility. 

■■ - ■■ = ■■S2 Sb E 

■■ - ■■ = ■■S3 Sc P

■■ - ■■ = ■■S4 R             G
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TABLE 7. ZONE FIRE SAFETY EQUIVALENCY EVALUATION

CONCLUSIONS

TABLE 8. FACILITY FIRE SAFETY REQUIREMENTS WORKSHEET

A. Building utilities conform to the requirements of Section 9.1.

B. In new facilities only, life-support systems, alarms, emergency communication systems, and 
illumination of generator set locations are powered as prescribed by 18.5.1.2 and 18.5.1.3.

C. Heating and air conditioning systems conform with the air conditioning, heating, and ventilating 
systems requirements within Section 9.2, except for enclosure of vertical openings, which have 
been considered in Safety Parameter 7 of Worksheet 4.7.6.

D. Fuel-burning space heaters and portable electrical space heaters are not used.

E. There are no flue-fed incinerators.

F. An evacuation plan is provided and fire drills conducted in accordance with 18.7.1/18.7.2 and 
19.7.1/19.7.2.

G. Smoking regulations have been adopted and implemented in accordance with 18.7.4 and 19.7.4.

H. Draperies, upholstered furniture, mattresses, furnishings, and decoration combustibility is limited 
in accordance with 18.7.5 and 19.7.5.

I. Fire extinguishers are provided in accordance with the requirements of 18.3.5.4 and 19.3.5.6.
J. Exit signs are provided in accordance with the requirements of 18.2.10.1 and 19.2.10.
K. Emergency lighting is provided in accordance with 18.2.9.1 or 19.2.9.

L. Standpipes are provided in all new high rise buildings as required by 18.4.2.

Complete one copy of this worksheet for each facility.
For each consideration, select and mark the appropriate column.

Not
Applic.

Not
MetMet

11 29 ✔
9 36 ✔
12 3 9 ✔
16 3 13 ✔

✔

✔

✔
✔
✔

✔
✔

✔
✔

✔
✔

✔

✔



DEPARTMENT OF HEALTH AND HUMAN SERVICES CENTERS FOR MEDICARE & MEDICAID SERVICES

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL

PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: 00234

ID:   QN8I

DEEPHAVEN, MN

1. MEDICARE/MEDICAID PROVIDER NO.

(L1)

2.STATE VENDOR OR MEDICAID NO.

(L2)

3.  NAME AND ADDRESS OF FACILITY

(L3)

(L4)

(L5) (L6)

4. TYPE OF ACTION: (L8)

1.  Initial

3.  Termination

5.  Validation

8.  Full Survey After Complaint

7.  On-Site Visit

2.  Recertification

4.  CHOW

6.  Complaint

9.  Other

FISCAL YEAR ENDING DATE: (L35)

7. PROVIDER/SUPPLIER CATEGORY (L7)

01 Hospital

02 SNF/NF/Dual

03 SNF/NF/Distinct

04 SNF

05 HHA

07 X-Ray

08 OPT/SP

09 ESRD

10 NF

11 ICF/IID

12 RHC

13 PTIP

14 CORF

15 ASC

16 HOSPICE

5.  EFFECTIVE DATE CHANGE OF OWNERSHIP

(L9)

6. DATE OF SURVEY (L34)

8. ACCREDITATION STATUS: (L10)

519842900

2

09/30

08/25/2016

LAKE MINNETONKA CARE CENTER245606

02

20395 SUMMERVILLE ROAD

55331

0 Unaccredited

2 AOA

1 TJC

3 Other

06 PRTF

22 CLIA

11. .LTC PERIOD OF CERTIFICATION 10.THE FACILITY IS CERTIFIED AS:

From (a) :

To (b) :

A.  In Compliance With And/Or Approved Waivers Of The Following Requirements:

  Program Requirements

  Compliance Based On:

1. Acceptable POC

2. Technical Personnel 6. Scope of Services Limit

3. 24 Hour RN 7. Medical Director

4. 7-Day RN (Rural SNF) 8. Patient Room Size

5. Life Safety Code 9. Beds/Room
12.Total Facility Beds 21 (L18)

13.Total Certified Beds 21 (L17) X B.   Not in Compliance with Program

 Requirements and/or Applied Waivers: * Code: B, 8 (L12)

14. LTC CERTIFIED BED BREAKDOWN 15. FACILITY MEETS

18 SNF 18/19 SNF 19 SNF ICF IID 1861 (e) (1) or 1861 (j) (1): (L15)

21

(L37) (L38) (L39) (L42) (L43)

16. STATE SURVEY AGENCY REMARKS (IF APPLICABLE SHOW LTC CANCELLATION DATE):

See Attached Remarks

29. INTERMEDIARY/CARRIER NO.
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DEPARTMENT OF HEALTH AND HUMAN SERVICES CENTERS FOR MEDICARE & MEDICAID SERVICES

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL

PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: 00234

ID:   QN8I

C&T REMARKS - CMS 1539 FORM  STATE AGENCY REMARKS

CCN: 24 5606

At the time of the standard survey the facility was not in substantial compliance with Federal participation requirements.  The facility has been given an opportunity to 

correct before remedies would be imposed.  The most serious deficiency is a widespread deficiencies that constituted no actual harm with potential for more than minimal 

harm that was not immediate jeopardy (Level F), whereby corrections are required.  

The facility has requested a waiver of  health deficiency cited at F458, Bedrooms Measure at least 80 Sq Ft / Resident.  Approval of the waiver request has been 

recommended.

The LSC deficiencies cited at K0012 and K0039 will be verified for compliance based on FSES.

Refer to the CMS-2567 for both health and life safety code, along with the facility's plan of correction.  Post Certification Revisit(PCR)  to follow.

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



Certified Mail # 7015 0640 0003 5695 5637

September 15, 2016

Mr. Jeff Sprinkel,  Administrator

Lake Minnetonka Care Center

20395 Summerville Road

Deephaven, Minnesota  55331

RE: Project Number S5606026

Dear Mr. Sprinkel:

On August 25, 2016, 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 widespread deficiencies that

constitute no actual harm with potential for more than minimal harm that is not immediate jeopardy

(Level F), as evidenced by the attached CMS-2567 whereby corrections are required.  A copy of the

Statement of Deficiencies (CMS-2567) is enclosed.    

Please note that this notice does not constitute formal notice of imposition of alternative remedies orPlease note that this notice does not constitute formal notice of imposition of alternative remedies orPlease note that this notice does not constitute formal notice of imposition of alternative remedies orPlease note that this notice does not constitute formal notice of imposition of alternative remedies or

termination of your provider agreement.  Should the Centers for Medicare & Medicaid Servicestermination of your provider agreement.  Should the Centers for Medicare & Medicaid Servicestermination of your provider agreement.  Should the Centers for Medicare & Medicaid Servicestermination of your provider agreement.  Should the Centers for Medicare & Medicaid Services

determine that termination or any other remedy is warranted, it will provide you with a separatedetermine that termination or any other remedy is warranted, it will provide you with a separatedetermine that termination or any other remedy is warranted, it will provide you with a separatedetermine that termination or any other remedy is warranted, it will provide you with a separate

formal notification of that determination.formal notification of that determination.formal notification of that determination.formal notification of that determination.

This letter provides important information regarding your response to these deficiencies and addresses

the following issues:

Opportunity to CorrectOpportunity to CorrectOpportunity to CorrectOpportunity to Correct - the facility is allowed an opportunity to correct identified deficiencies - the facility is allowed an opportunity to correct identified deficiencies - the facility is allowed an opportunity to correct identified deficiencies - the facility is allowed an opportunity to correct identified deficiencies

before remedies are imposed;before remedies are imposed;before remedies are imposed;before remedies are imposed;

Plan of CorrectionPlan of CorrectionPlan of CorrectionPlan of Correction - when a plan of correction will be due and the information to be contained - when a plan of correction will be due and the information to be contained - when a plan of correction will be due and the information to be contained - when a plan of correction will be due and the information to be contained

in that document; in that document; in that document; in that document;         

RemediesRemediesRemediesRemedies - the type of remedies that will be imposed with the authorization of the  - the type of remedies that will be imposed with the authorization of the  - the type of remedies that will be imposed with the authorization of the  - the type of remedies that will be imposed with the authorization of the         

Centers for Medicare and Medicaid Services (CMS) if substantial compliance is not attained atCenters for Medicare and Medicaid Services (CMS) if substantial compliance is not attained atCenters for Medicare and Medicaid Services (CMS) if substantial compliance is not attained atCenters for Medicare and Medicaid Services (CMS) if substantial compliance is not attained at

the time of a revisit;the time of a revisit;the time of a revisit;the time of a revisit;

   

PROTECTING, MAINTAINING AND IMPROVING THE HEALTH OF ALL MINNESOTANS
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Potential ConsequencesPotential ConsequencesPotential ConsequencesPotential Consequences - the consequences of not attaining substantial compliance 3 and 6 - the consequences of not attaining substantial compliance 3 and 6 - the consequences of not attaining substantial compliance 3 and 6 - the consequences of not attaining substantial compliance 3 and 6

months after the survey date; andmonths after the survey date; andmonths after the survey date; andmonths after the survey date; and

Informal Dispute ResolutionInformal Dispute ResolutionInformal Dispute ResolutionInformal Dispute Resolution - your right to request an informal reconsideration to dispute the - your right to request an informal reconsideration to dispute the - your right to request an informal reconsideration to dispute the - your right to request an informal reconsideration to dispute the

attached deficiencies.attached deficiencies.attached deficiencies.attached deficiencies.   

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 CONTACTDEPARTMENT CONTACTDEPARTMENT CONTACTDEPARTMENT 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:

Gayle Lantto, Unit SupervisorGayle Lantto, Unit SupervisorGayle Lantto, Unit SupervisorGayle Lantto, Unit Supervisor

Metro D Survey TeamMetro D Survey TeamMetro D Survey TeamMetro D Survey Team

Licensing and Certification ProgramLicensing and Certification ProgramLicensing and Certification ProgramLicensing and Certification Program

Health Regulation DivisionHealth Regulation DivisionHealth Regulation DivisionHealth Regulation Division

Minnesota Department of HealthMinnesota Department of HealthMinnesota Department of HealthMinnesota Department of Health

85 East Seventh Place, Suite #22085 East Seventh Place, Suite #22085 East Seventh Place, Suite #22085 East Seventh Place, Suite #220

P.O. Box 64900P.O. Box 64900P.O. Box 64900P.O. Box 64900

Saint Paul, Minnesota  55164-0900Saint Paul, Minnesota  55164-0900Saint Paul, Minnesota  55164-0900Saint Paul, Minnesota  55164-0900

Email: gayle.lantto@state.mn.usEmail: gayle.lantto@state.mn.usEmail: gayle.lantto@state.mn.usEmail: gayle.lantto@state.mn.us

Phone: (651) 201-3794   Fax: (651) 215-9697Phone: (651) 201-3794   Fax: (651) 215-9697Phone: (651) 201-3794   Fax: (651) 215-9697Phone: (651) 201-3794   Fax: (651) 215-9697

OPPORTUNITY TO CORRECTOPPORTUNITY TO CORRECTOPPORTUNITY TO CORRECTOPPORTUNITY TO CORRECT   - DATE OF CORRECTION - REMEDIES- DATE OF CORRECTION - REMEDIES- DATE OF CORRECTION - REMEDIES- 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 actual harm was cited at the last standard or intervening

survey and also cited at the current survey.   Your facility does not meet this criterion.  Therefore, if

your facility has not achieved substantial compliance by October 4, 2016, the Department of Health will

impose the following  remedy:

• State Monitoring.  (42 CFR 488.422)

In addition, the Department of Health is recommending to the CMS Region V Office that if your facility

has not achieved substantial compliance by October 4, 2016 the following remedy will be imposed:

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

PLAN OF CORRECTION (PoC)PLAN OF CORRECTION (PoC)PLAN OF CORRECTION (PoC)PLAN OF CORRECTION (PoC)

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

Your PoC must:

Lake Minnetonka Care Center
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-            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 remedies be imposed:

• Optional denial of payment for new Medicare and Medicaid admissions (42 CFR 488.417 (a));

• 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 COMPLIANCEPRESUMPTION OF COMPLIANCE - CREDIBLE ALLEGATION OF COMPLIANCEPRESUMPTION OF COMPLIANCE - CREDIBLE ALLEGATION OF COMPLIANCEPRESUMPTION OF COMPLIANCE - CREDIBLE ALLEGATION OF COMPLIANCE

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 form will be used as verification of

compliance.  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 the respective deficiencies (if any) is

acceptable.
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VERIFICATION OF SUBSTANTIAL COMPLIANCEVERIFICATION OF SUBSTANTIAL COMPLIANCEVERIFICATION OF SUBSTANTIAL COMPLIANCEVERIFICATION OF SUBSTANTIAL 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.  A

Post Certification Revisit (PCR) will occur after the date you identified that compliance was achieved in

your plan of correction.

If substantial compliance has been achieved, certification of your facility in the Medicare and/or   

Medicaid program(s) will be continued and remedies will not be imposed.  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.

Original deficiencies not correctedOriginal deficiencies not correctedOriginal deficiencies not correctedOriginal deficiencies not corrected

If your facility has not achieved substantial compliance, we will impose the remedies described above.

If the level of noncompliance worsened to a point where a higher category of remedy may be imposed,

we will recommend to the CMS Region V Office that those other remedies be imposed.

Original deficiencies not corrected and new deficiencies found during the revisitOriginal deficiencies not corrected and new deficiencies found during the revisitOriginal deficiencies not corrected and new deficiencies found during the revisitOriginal deficiencies not corrected and new deficiencies found during the revisit

If new deficiencies are identified at the time of the revisit, those deficiencies may be disputed through

the informal dispute resolution process.  However, the remedies specified in this letter will be imposed

for original deficiencies not corrected.  If the deficiencies identified at the revisit require the imposition   

of a higher category of remedy, we will recommend to the CMS Region V Office that those remedies be

imposed.

Original deficiencies corrected but new deficiencies found during the revisitOriginal deficiencies corrected but new deficiencies found during the revisitOriginal deficiencies corrected but new deficiencies found during the revisitOriginal deficiencies corrected but new deficiencies found during the revisit

If new deficiencies are found at the revisit, the remedies specified in this letter will be imposed.  If the

deficiencies identified at the revisit require the imposition of a higher category of remedy, we will

recommend to the CMS Region V Office that those remedies be imposed.  You will be provided the

required notice before the imposition of a new remedy or informed if another date will be set for the

imposition of these remedies.

FAILURE TO ACHIEVE SUBSTANTIAL COMPLIANCE BY THE THIRD OR SIXTH MONTH AFTER THE LASTFAILURE TO ACHIEVE SUBSTANTIAL COMPLIANCE BY THE THIRD OR SIXTH MONTH AFTER THE LASTFAILURE TO ACHIEVE SUBSTANTIAL COMPLIANCE BY THE THIRD OR SIXTH MONTH AFTER THE LASTFAILURE TO ACHIEVE SUBSTANTIAL COMPLIANCE BY THE THIRD OR SIXTH MONTH AFTER THE LAST

DAY OF THE SURVEYDAY OF THE SURVEYDAY OF THE SURVEYDAY OF THE SURVEY

If substantial compliance with the regulations is not verified by November 25, 2016 (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
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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 February 25, 2017 (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 RESOLUTIONINFORMAL DISPUTE RESOLUTIONINFORMAL DISPUTE RESOLUTIONINFORMAL 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

   Health Regulation Division

    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

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. Tom Linhoff, Fire Safety Supervisor   Mr. Tom Linhoff, Fire Safety Supervisor   Mr. Tom Linhoff, Fire Safety Supervisor   Mr. Tom Linhoff, Fire Safety Supervisor

   Health Care Fire Inspections   Health Care Fire Inspections   Health Care Fire Inspections   Health Care Fire Inspections

   Minnesota Department of Public Safety   Minnesota Department of Public Safety   Minnesota Department of Public Safety   Minnesota Department of Public Safety

   State Fire Marshal Division   State Fire Marshal Division   State Fire Marshal Division   State Fire Marshal Division

   445 Minnesota Street, Suite 145   445 Minnesota Street, Suite 145   445 Minnesota Street, Suite 145   445 Minnesota Street, Suite 145

   St. Paul, Minnesota 55101-5145   St. Paul, Minnesota 55101-5145   St. Paul, Minnesota 55101-5145   St. Paul, Minnesota 55101-5145

   Email: tom.linhoff@state.mn.us       Email: tom.linhoff@state.mn.us       Email: tom.linhoff@state.mn.us       Email: tom.linhoff@state.mn.us            

   Telephone:  (651) 430-3012   Fax:  (651) 215-0525   Telephone:  (651) 430-3012   Fax:  (651) 215-0525   Telephone:  (651) 430-3012   Fax:  (651) 215-0525   Telephone:  (651) 430-3012   Fax:  (651) 215-0525
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Feel free to contact me if you have questions related to this   eNotice.

Sincerely,

    

Mark Meath, Enforcement Specialist

Program Assurance Unit

Licensing and Certification Program

Health Regulation Division

Minnesota Department of Health

Email: mark.meath@state.mn.us

Telephone: (651) 201-4118   

Fax: (651) 215-9697
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