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MINNESOTA

DEPARTMENTOF HEALTH

Protecting, Maintaining and Improving the Health of Minnesotans

June 18, 2014

Mr. Thomas Nielsen, Administrator
Northfield Care Center Inc

900 Cannon Valley Drive
Northfield, Minnesota 55057

RE: Project Number S5561024
Dear Mr. Nielsen:

A recertification survey was completed on June 5, 2014 for the purpose of assessing compliance with
Federal certification regulations. At the time of survey, the survey team from the Minnesota
Department of Health, Compliance Monitoring Division, was pleased to find that your facility wasin
full compliance with Federal certification regulations.

Enclosed is your copy of the Federal Forms CM S-2567 indicating your agency’ s compliance with the
Federal regulations.

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

Thank you for your cooperation.
Sincerely,

/{_‘JV-,—--:_ — k/ j’LB(i_J_Q_.,

Anne Kleppe, Enforcement Specialist
Licensing and Certification Program
Division of Compliance Monitoring
Minnesota Department of Health
Email: anne.kleppe@state.mn.us
Telephone: (651) 201-4124

Fax: (651) 215-9697

Enclosure
cc. Licensing and Certification

Genera Information: (651) 201-5000 * TDD/TTY: (651) 201-5797 * Minnesota Relay Service: (800) 627-3529 *
www.health.state.mn.us
For directionsto any of the MDH locations, call (651) 201-5000 * An Equal Opportunity Employer
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
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Nothfield Care Center is in full compliance with
requirements of 42 CFR Part 483, Subpart B, and
Requirements for Long Term Care Facilities.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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A Life Safety Code Survey was conducted by the
Minnesota Department of Public Safety - State
Fire Marshal Division. At the time of this survey,
Northfield Care Center was found in substantial
compliance with the requirements for participation
in Medicare/Medicaid at 42 CFR, Subpart
483.70(a), Life Safety from Fire, and the 2000
edition of National Fire Protection Association
(NFPA) Standard 101, Life Safety Code (LSC),
Chapter 19 Existing Health Care.

This facility will be surveyed as two separate
buildings. Northfield Care Center is a 1-story
building with no basement. The building was
constructed at 2 different times. The original
building was constructed in 1969 and was
determined to be of Type 11(111) construction. In
1994, addition was constructed and was
determined to be of Type 11(111) construction.

Because the original building and the 1 addition
are of the same type of construction and meet the
construction type allowed for existing buildings,
the facility was surveyed as one building.

The building is fully sprinklered. The facility has a
fire alarm system with partial smoke detection in
the corridors and spaces open to the corridors
that is monitored for automatic fire department
notification.

The facility has a capacity of 42 beds and had a
census of 39 at the time of the survey.

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

*TEAM COMPOSITION*

K 000

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE

(X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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Gary Schroeder, Life Safety Code Spc.
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FIRE SAFETY

A Life Safety Code Survey was conducted by the
Minnesota Department of Public Safety - State
Fire Marshal Division. At the time of this survey,
Northfield Care Center was found in substantial
compliance with the requirements for participation
in Medicare/Medicaid at 42 CFR, Subpart
483.70(a), Life Safety from Fire, and the 2000
edition of National Fire Protection Association
(NFPA) Standard 101, Life Safety Code (LSC),
Chapter 18 New Health Care.

This facility was surveyed as two separate
buildings. Northfield Care Center , 2008 addition
is a 1-story building. The 2008 addition was
constructed and determined to be of Type I1(111)
construction.

The 2008 addition is fully sprinklered. The facility
has a fire alarm system with partial smoke
detection in the corridors and spaces open to the
corridors, that is monitored for automatic fire
department notification.

The facility has a capacity of 42 beds and had a

census of 39 at time of the survey.

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

*TEAM COMPOSITION*
Gary Schroeder, Life Safety Code Spc.
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TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved pian of correction is requisite to continued

program participation.
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