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02 7. On-Site Visit 9. Other
5. EFFECTIVE DATE CHANGE OF OWNERSHIP 7. PROVIDER/SUPPLIER CATEGORY - (L7)
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DEPARTMENT OF HEALTH AND HUMAN SERVICES CENTERS FOR MEDICARE & MEDICAID SERVICES

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL ID: SJCS
PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: 00717
C&T REMARKS - CMS 1539 FORM STATE AGENCY REMARKS

Page 2
Provider Number: 24-5511
Item 16 Continuation for CMS-1539

Post Certification Revisit by review of the facility's plan of correction, to verify that the facility has achieved and maintained compliance
with Federal Certification Regulations. Please refer to the CMS 2567B. Effective February 7, 2013, the facility is certified for 89 skilled
nursing facility beds.

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



Larson, Monica (MDH)

From: Larson, Monica (MDH)

Sent: Wednesday, March 12, 2014 12:01 PM

To: *MDH_surveys

Cc: Larson, Monica (MDH) (monica.larson@state.mn.us)
Subject: Centracare Health Monticello 1539 is incorrect
Attachments: 1539 .pdf

Afternoon,

Please up date 1539 to reflex a PCR. Also is now a A.

Thank you,
Monica



MINNESOTA

DEPARTMENT oF HEALTH

Protecting, Maintaining and Improving the Health of Minnesotans

Medicare Provider # 245511

February 23, 2014

Ms. Mary Ellen Wells, Administrator

Centracare Health - Monticello

1013 Hart Boulevard

Monticello, Minnesota 55362

Dear Ms. Wells:

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 January 14, 2014 the above facility is certified for:
89 Skilled Nursing Facility/Nursing Facility Beds
Your facility’s Medicare approved area consists of all 89 skilled nursing facility beds.

You should advise our office of any changes in staffing, services, or organization, which might affect your
certification status.

If, at the time of your next survey, we find your facility to not be in substantial compliance your Medicare and
Medicaid provider agreement may be subject to non-renewal or termination.

Please contact me if you have any questions.

Sincerely,

Kate Johnston, Program Specialist

Licensing and Certification Program

Division of Compliance Monitoring

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

cc: Licensing and Certification File

General Information: (651) 201-5000 * TDD/TTY: (651) 201-5797 * Minnesota Relay Service: (800) 627-3529 *
www.health.state.mn.us
For directions to any of the MDH locations, call (651) 201-5000 * An Equal Opportunity Employer



DEPARTMENT oF HEALTH

Protecting, Maintaining and Improving the Health of Minnesotans
January 23, 2014

Ms. Mary Ellen Wells, Administrator
Centracare Health - Monticello

1013 Hart Boulevard

Monticello, MN 55362

RE: Project Number S5511023
Dear Ms. Wells:

On December 17, 2013, we informed you that we would recommend enforcement remedies based on the
deficiencies cited by this Department for a standard survey, completed on December 5, 2013. 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 January 23, 2014, the Minnesota Department of Health completed a Post Certification Revisit (PCR) by
review of your plan of correction and on January 10, 2014 the Minnesota Department of Public Safety
completed a PCR to verify that your facility had achieved and maintained compliance with federal certification
deficiencies issued pursuant to a standard survey, completed on December 5, 2013. We presumed, based on
your plan of correction, that your facility had corrected these deficiencies as of January 14, 2014. Based on our
PCR, we have determined that your facility has corrected the deficiencies issued pursuant to our standard
survey, completed on December 5, 2013, effective January 14, 2014 and therefore remedies outlined in our
letter to you dated December 17, 2013, will not be imposed.

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

Enclosed is a copy of the Post Certification Revisit Form, (CMS-2567B) from this visit.
Feel free to contact me if you have questions.

Sincerely,

Brenda Fischer, Unit Supervisor

Licensing and Certification Program

Division of Compliance Monitoring

Telephone: 320-223-7338  Fax: 320-223-7348

Enclosure

cc: Licensing and Certification File

General Information: (651) 201-5000 * TDD/TTY: (651) 201-5797 * Minnesota Relay Service: (800) 627-3529 *
www.health.state.mn.us
For directions to any of the MDH locations, call (651) 201-5000 * An Equal Opportunity Employer




Department of Health and Human Services Form Approved
Centers for Medicare & Medicaid Services OMB NO. 0938-0390

Post-Certification Revisit Report

Public reporting for this collection of information is estimated to average 10 minutes per response, including time for reviewing instructions, searching existing data sources, gathering and
maintaining data needed, and completing and reviewing the collection of information. Send comments regarding this burden estimate or any other aspect of this collection of information
including suggestions for reducing the burden, to CMS, Office of Financial Management, P.O. Box 26684, Baltimore, MD 21207; and to the Office of Management and Budget, Paperwork
Reduction Project (0938-0390), Washington, D.C. 20503.

(Y1) Provider/ Supplier/ CLIA/ (Y2) Multiple Construction ‘ (Y3) Date of Revisit
Identification Number A. Building
245511 B. Wing 1/23/2014
Name of Facility Street Address, City, State, Zip Code
CENTRACARE HEALTH - MONTICELLO 1013 HART BOULEVARD
' MONTICELLO, MN 55362

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) ltem (Y5) Date (Y4) Item (Y5) Date
Correction Correction : Correction
Completed Completed Completed
ID Prefix F0322 01/14/2014 ID Prefix F0323 01/14/2014 ID Prefix F0329 01/14/2014
Reg. # 483.25(g)(2) Reg. # 483.25(h) Reg. # 483.25(l)
LSC LsC LSC
Correction Correction ' Correction
Completed ' Completed . Completed i
ID Prefix F0428 01/14/2014 ID Prefix F0441 01/14/2014 ID Prefix }
Reg. # 483.60(c) Reg. # 483.65 Reg. #
LsC LSC LSC
Correction Correction Correction
Completed Completed Completed -
ID Prefix ID Prefix ID Prefix
Reg. # ' Reg. # Reg. #
LSC LSC LsC
Correction Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LsC : LSC LSC
Correction Correction Correction 1
Completed Completed Completed i
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LsC LSC LsC
- T _ _ .
eviewed By | Reviewed By Date: Signature of Surveyor: Date:
State Agency 10 ‘Tla N / 5// }3/f ?
Reviewed By Reviewed By Date: Signature of Surveyor: Date:
CMS RO
Followup to Survey Completed on: Check for any Uncorrected Deficiencies. Was a Summary of
12/5/2013 Uncorrected Deficiencies (CMS-2567) Sent to the Facility? ygg NO

Form CMS - 2567B (9-92) Page 1 of 1 Event ID: SJC512



Department of Health and Human Services Form Approved
Centers for Medicare & Medicaid Services OMB NO. 0938-0390

Post-Certification Revisit Report

Public reporting for this collection of information is estimated to average 10 minutes per response, including time for reviewing instructions, searching existing data sources, gathering and
maintaining data needed, and completing and reviewing the collection of information. Send comments regarding this burden estimate or any other aspect of this collection of information
including suggestions for reducing the burden, to CMS, Office of Financial Management, P.O. Box 26684, Baltimore, MD 21207; and to the Office of Management and Budget, Paperwork
Reduction Project (0938-0390), Washington, D.C. 20503.

(Y1) Provider/ Supplier/CLIA/ (Y2) Multiple Construction (Y3) Date of Revisit
Identification Number ) A. Building
245511 B. Wing 01 - MAIN BUILDING 01 1/10/2014
Name of Facility ' Street Address, City, State, Zip Code
CENTRACARE HEALTH - MONTICELLO 1013 HART BOULEVARD
MONTICELLO, MN 55362

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 (Y4) Item (Y5) Date
Correction Correction Correction
Completed Completed Completed
ID Prefix 12/13/2013 ID Prefix 12/05/2013 ID Prefix 12/19/2013
Reg. # NFPA 101 Reg. # NFPA 101 Reg. # NFPA 101
LSC KO0011 LSC Ko0022 LSC K0029
Correction Correction Correction
Completed Completed Completed
ID Prefix : 12/05/2013 ID Prefix ID Prefix )
Reg. # NFPA 101 Reg. # Reg. #
LSC KO0038 LSC LSC
Correction Correction Correction
‘ Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # . Reg. #
LsC LSC LSC
Correction ' Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LsC LsC LsC
Correction Correction ’ " Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LsSC LSC LSC
Reviewed By V" | Reviewed By Date: Signature of Surveyor: Date:
AL o
State Agency / ;)ﬂ; 9\ { I/‘{;, }/ / j’{
Reviewed By Reviewed By Date: Signature of Surveyor: Date:
CMS RO [
Followup to Survey Completed on: Check for any Uncorrected Deficiencies. Was a Summary of
12/4/2013 Uncorrected Deficiencies (CMS-2567) Sent to the Facility? YES NO

Form CMS - 2567B (9-92) Page 1 of 1 EventID: SJC522




Department of Health and Human Services Form Approved
Centers for Medicare & Medicaid Services OMB NO. 0938-0390

Post-Certification Revisit Report

Public reporting for this collection of information is estimated to average 10 minutes per response, including time for reviewing instructions, searching existing data sources, gathering and
maintaining data needed, and completing and reviewing the collection of information. Send comments regarding this burden estimate or any other aspect of this collection of information
including suggestions for reducing the burden, to CMS, Office of Financial Management, P.O. Box 26684, Baltimore, MD 21207; and to the Office of Management and Budget, Paperwork
Reduction Project (0938-0390), Washington, D.C. 20503.

(Y1) Provider/ Supplier/CLIA/ (Y2) Multiple Construction (Y3) Date §f Revisit
Identification Number ) A. Building
245511 B. Wing 01 - MAIN BUILDING 01 1/10/2014
Name of Facility ' Street Address, City, State, Zip Code
CENTRACARE HEALTH - MONTICELLO 1013 HART BOULEVARD
MONTICELLO, MN 55362

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 (Y4) Item (Y5) Date
Correction Correction Correction
Completed Completed Completed
ID Prefix 12/13/2013 ID Prefix 12/05/2013 ID Prefix 12/19/2013
Reg. # NFPA 101 Reg. # NFPA 101 Reg. # NFPA 101
LSC Ko0011 LSC Ko0022 LSC K0029
Correction Correction Correction
Completed Completed Completed
ID Prefix : 12/05/2013 ID Prefix ID Prefix )
Reg. # NFPA 101 Reg. # Reg. #
LSC KO0038 LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix - ID Prefix ID Prefix
Reg. # Reg. # . Reg. #
LsC LSC LSC
Correction ’ Correction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LsC LsC LSC
Correction Correction ’ " Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LsC LSC LSC
Reviewed By V" | Reviewed By Date: Signature of Surveyor: " |Date:
AL '~ ~
State Agency / f,)jz; P { //! P ,—3/ / ,f
Reviewed By Reviewed By Date: Signature of Surveyor: Date:
CMS RO
Followup to Survey Completed on: Check for any Uncorrected Deficiencies. Was a Summary of .
12/4/2013 Uncorrected Deficiencies (CMS-2567) Sent to the Facility? YES NO

Form CMS - 2567B (9-92) Page 1 of 1 Event ID: SJC522




DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL ID: SIC5
PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: 00717

1. MEDICARE/MEDICAID PROVIDER NO. 3. NAME AND ADDRESS OF FACILITY 4. TYPE OF ACTION: l{LS)

(L) 245511 L3 . o

(L4 CENTRACARE HEALTH - MONTICELLO 1. Initial 2. Recertification

2.STATE VENDOR OR MEDICAID NO. 1013 HART BOULEVARD MONTICELLO, MN 3. Termination 4. CHOW

(L2) 865402000 (L5) (L6) 55362 . Validation 6. Complaint

02 7. On-Site Visit 9. Other
5. EFFECTIVE DATE CHANGE OF OWNERSHIP 7. PROVIDER/SUPPLIER CATEGORY —_= (L7)
8. Full Survey After Complaint

(L9)  04/01/2013 01 Hospital 05 HHA 09 ESRD 13 PTIP 22 CLIA

6. DATE OF SURVEY 12/05/2013 L34 02 SNF/NF/Dual 06 PRTF 10 NF 14 CORF
- FISCAL YEAR ENDING DATE:

8. ACCREDITATION STATUS: _(L10) 03 SNF/NF/Distinct 07 X-Ray 11 ICF/IID 15 ASC

0 Unaccredited 1TIC 04 SNF 08 OPT/SP 12 RHC 16 HOSPICE 09/30

2 AOA 3 Other
11. .LTC PERIOD OF CERTIFICATION 10.THE FACILITY IS CERTIFIED AS:

From (a): A. In Compliance With And/Or Approved Waivers Of The Following Requirements:
To (b): Program Requirements __ 2. Technical Personnel __ 6. Scope of Services Limit
Compliance Based On: __ 3. 24HourRN ___ 7. Medical Director
12.Total Facility Beds 89 (LI 8) 1. Acceptable POC ___ 4. 7-Day RN (Rural SNF) ___ 8. Patient Room Size
__ 5. Life Safety Code __ 9. Beds/Room
13.Total Certified Beds 89 (L17) X B. Notin Compliance with Program
Requirements and/or Applied Waivers: * Code: B* (L12)
14. LTC CERTIFIED BED BREAKDOWN 15. FACILITY MEETS
18 SNF 18/19 SNF 19 SNF ICF 1D 1861 (e) (1) or 1861 (j) (1): (L15)
89
(L37) (L38) (L39) (L42) (L43)
16. STATE SURVEY AGENCY REMARKS (IF APPLICABLE SHOW LTC CANCELLATION DATE):
See Attached Remarks
17. SURVEYOR SIGNATURE Date : 18. STATE SURVEY AGENCY APPROVAL Date:
Karen Aldinggr HFE NE II 01/15/2014 Kate JohnsTon, Enforcement Specialist  01/27/2014
(L19) (L20)

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

19. DETERMINATION OF ELIGIBILITY

1. Facility is Eligible to Participate

2. Facility is not Eligible
(L21)

20. COMPLIANCE WITH CIVIL 21.
RIGHTS ACT:
3. Both of the Above :

1. Statement of Financial Solvency (HCFA-2572)
2. Ownership/Control Interest Disclosure Stmt (HCFA-1513)

22. ORIGINAL DATE

23. LTC AGREEMENT

24. LTC AGREEMENT 26. TERMINATION ACTION:

(L30)
INVOLUNTARY
05-Fail to Meet Health/Safety

06-Fail to Meet Agreement

OTHER
07-Provider Status Change
00-Active

OF PARTICIPATION BEGINNING DATE ENDING DATE VOLUNTARY _00_
01/01/1988 01-Merger, Closure
(L24) (L41) (L25) 02-Dissatisfaction W/ Reimbursement
03-Risk of Involuntary Termination
25. LTC EXTENSION DATE: 27. ALTERNATIVE SANCTIONS
A. Suspension of Admissions: 04-Other Reason for Withdrawal
(L44)
(L27) B. Rescind Suspension Date:
(L45)
28. TERMINATION DATE: 29. INTERMEDIARY/CARRIER NO. 30. REMARKS
00320
(L28) (L31)
31. RO RECEIPT OF CMS-1539 32. DETERMINATION OF APPROVAL DATE
(L32) (L33) DETERMINATION APPROVAL

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

020499



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

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL ID: SJCS
PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: 00717
C&T REMARKS - CMS 1539 FORM STATE AGENCY REMARKS

CCN-245511

At the time of the standard survey completed December 5, 2013, the facility was not in substantial compliance and the most serious
deficiencies were found 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.The facility has been
given an opportunity to correct before remedies are imposed. Post Certification Revisit to follow.

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



MINNESOTA

DEPARTMENT oF HEALTH

Protecting, Maintaining and Improving the Health of Minnesotans

Certified Mail # 7012 3050 0001 9094 7086
December 17, 2013

Ms. Mary Ellen Wells, Administrator
Centracare Health—Monticello

1013 Hart Boulevard

Monticello, Minnesota 55362

RE: Project Number S5511023
Dear Ms. Wells:

On December 5, 2013, a standard survey was completed at your facility by the Minnesota Departments of
Health and Public Safety to determine if your facility was in compliance with Federal participation
requirements for skilled nursing facilities and/or nursing facilities participating in the Medicare and/or
Medicaid programs.

This survey found the most serious deficiencies in your facility to be 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 or
termination 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 separate
formal notification of that determination.

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

Opportunity to Correct - the facility is allowed an opportunity to correct identified
deficiencies before remedies are imposed;

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

Remedies - 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
at the time of a revisit;

Potential Consequences - the consequences of not attaining substantial compliance 3 and 6

General Information: (651) 201-5000 * TDD/TTY: (651) 201-5797 * Minnesota Relay Service: (800) 627-3529 *
www.health.state.mn.us
For directions to any of the MDH locations, call (651) 201-5000 * An Equal Opportunity Employer



Centracare Health - Monticello
December 17, 2013
Page 2

months after the survey date; and

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

Brenda Fischer, Unit Supervisor
Minnesota Department of Health
Midtown Square

3333 West Division, #212

St. Cloud, Minnesota 56301

Telephone: (320) 223-7338
Fax: (320) 223-7348

OPPORTUNITY TO CORRECT - DATE OF CORRECTION - REMEDIES

As of January 14, 2000, CMS policy requires that facilities will not be given an opportunity to correct
before remedies will be imposed when 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 January 14, 2014, 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 January 14, 2014 the following remedy will be imposed:

* Per instance civil money penalties. (42 CFR 488.430 through 488.444)
PLAN OF CORRECTION (PoC)

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

- 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;



Centracare Health - Monticello
December 17, 2013
Page 3
- 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 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.

VERIFICATION 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



Centracare Health - Monticello
December 17, 2013
Page 4

than the latest correction date on the PoC.
Original 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 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 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 LAST DAY OF THE SURVEY

If substantial compliance with the regulations is not verified by March 5, 2014 (three months after the
identification of noncompliance), the CMS Region V Office must deny payment for new admissions as
mandated by the Social Security Act (the Act) at Sections 1819(h)(2)(D) and 1919(h)(2)(C) and Federal
regulations at 42 CFR Section 488.417(b). This mandatory denial of payments will be based on the failure
to comply with deficiencies originally contained in the Statement of Deficiencies, upon the identification of
new deficiencies at the time of the revisit, or if deficiencies have been issued as the result of a complaint
visit or other survey conducted after the original statement of deficiencies was issued. This mandatory
denial of payment is in addition to any remedies that may still be in effect as of this date.

We will also recommend to the CMS Region V Office and/or the Minnesota Department of Human
Services that your provider agreement be terminated by June 5, 2014 (six months after the identification of
noncompliance) if your facility does not achieve substantial compliance. This action is mandated by the
Social Security Act at Sections 1819(h)(2)(C) and 1919(h)(3)(D) and Federal regulations at 42 CFR
Sections 488.412 and 488.456.

INFORMAL DISPUTE RESOLUTION
In accordance with 42 CFR 488.331, you have one opportunity to question cited deficiencies through an

informal dispute resolution process. You are required to send your written request, along with the specific
deficiencies being disputed, and an explanation of why you are disputing those deficiencies, to:
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Nursing Home Informal Dispute Process
Minnesota Department of Health
Division of Compliance Monitoring
P.O. Box 64900
St. Paul, Minnesota 55164-0900

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

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

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

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

Mr. Patrick Sheehan, Supervisor
Health Care Fire Inspections
State Fire Marshal Division

444 Cedar Street, Suite 145

St. Paul, Minnesota 55101-5145

Telephone: (651) 201-7205
Fax: (651) 215-0541

Feel free to contact me if you have questions.

Sincerely,

Anne Kleppe, Enforcement Specialist
Licensing and Certification Program
Division of Compliance Monitoring
Minnesota Department of Health
Telephone: (651) 201-4124

Fax: (651) 215-9697

Enclosure

cc: Licensing and Certification File
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The facility's plan of correction (POCS will serve

- as your allegation of compliance upon the :
| Department's acceptance. Your signature atthe
bottom of the first page of the CMS-2867 form will, ;
be used as verification of compliance, ’

- Upon receipt of an accepiable POC an on-site
: revisit of your facility may be conducted o
validate that substantial complignce with the
- reguiztions has been altained in-accordance with | :
 your verification. A , 0171472014
F 322 48325(g)(2) NG TREATMENT/SERVICES - . F322) F322-GTUBE MEDICATION
Qo (8]
88=0 | REBTORE EATING SKILLS . ADMINISTRATION

' Based on the comprehensive assessmantofa
- regident, the Taclity must ensuse that — - The nurse Administering Medications for -

, . . Resident 12 was immediately re-educated
{1) Aresident who ?185 baen able o eat enough : 2 was immediately
alone or with assistance is not fed by naso gastric - about the Procedure for G Tube
tube unless the rs;s;i@l@ssi ' g (;éi;jsiczﬁi mf}éiﬁm ' Medication Administration
; demonsirates that use of a naso gasinc tubse was
unavoidable: and

The Policy/Procedure fof Medication

{2y A resident who is fed by a naso-gastric or Administration through a GTube has been:
 gastrostomy lube receives the appropriste i - reviewed and updated. =
s treatment and services o prevent aspiration

- peumonia, digrrhes, vomiting, dehydration, e S pemrirsel S
 metabolic abnormalities, and nasa ~§)haryrzga al Licensed staff responsible for Medication |

uleers and to restore, if Qggg;b &, nosmal eating ‘ Administration have heen re-educated on

skills. R S 4)\\\& the Palicy/Procedure for Medication

- Administration through a GTube.

N icensed staff will suctessfully complete 3.
return demonstration of Medication
T Administration through a G Tube,

8} GATE

Any deficiency statemant ending w;i"z an asterick " denctes ti»t”&:: fenoy which the instilution may be exoused from correading g;sfmdmg itis deiemm&d tf}at
wther safeguards provide sulficient protection 1o the patrnis. (hse ingtuchions.} Ewept for marsing homes, the fndings staled above are disclpsable 80 days,
foliowing thedate of survey whather or nod a plan of correction is provided, For nursing homes, the above findings and plans of corection ame disclosable 14
days following the dete these dociments sre made avaiisble to the facility. If deficiencies are cited, an approved plan of comaetion is requisiie to continued
nrogram parbicipation.

FORM OMS-2567{02-8%) Provious Wemiones Dbsoiste Eyard V30511 Facliyy B2 0037 I pontinugtion sheet Page 1 of 18




SEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 121772013
FOURM APPROVED

CENTERS FOR MEDICARE & MEDICAID BERVICES OMB MO DE38-0307
STATEMENT OF DEFICIENCIES X1 PRCMDERSUPPLIERICUA Sy BRIYIPLE CONSTRUCTION {31 DATE SURVEY
AN PLAN OF CORBEOTION DERTIFICATION NUMBER: A BURDING COMPLETED

245841 BN F2IORRDTA

NAME OF PROVIDER OB SUPPLIER SYREET ADDRESS, QITY, 8TATE, 21 CODE

CEMTRACARE HEALTH - BONTICELLD 1913 HART BOULEVARD

k e : ) MONTICELLO, MN 88382
A0 SURMARY STATEMENT OF DEFICIENSIES i ; PROVIDERS PLAN OF CORRECTION {xs3
PREF {EACH DEFIZIENGY MUST BE PRECEDED BY Ful FREFIX (EACH CORRECTIVE ACTION SHOULD BE CUMPLETION
TAG RESLRATORY OR LAC DENTIFYING INFORMATION TR CROSS-REFERBNCED TO THE APFROPRIATE DATE
i DEFICIENCY)
F 322 Continued From page 1 F 322

by

.| Based on abservation, interview and document
s review, the facility fx:sir%l‘ij to properly administer
- madications through gastrostomy {(g-lube)
Heeding tube for 1 of 1 residents (R12) reviewed
- for medication administration via g-lube.
- Findings include
' R12% Resident Diagnosis Listing dated 1244113,
ndicated R12's d.agnc&w&; included a

- gastrostomy twoe (3 Wwbe inserted through the

- shdominal wall into the stomach) and dsyphagia
{(difficulty swallowing).

- The medication administralion care plan dated

- 914113, indicated R12 was unable to administer

- medication dug to a raumatic brain injury and all
- medications would be adminislered by the

. nursing staff. The

| sensoryfcommunication/oriendation care plan

s dated 8/4/13, Indicated RIZ was comatose and
“unable fo communicate any nesds.

- During observafion on 124413, at 715 am.

ficensed practical nurse (LPN)-A was obsarved

- safting up R12's medications to be administered

- through the g-lube. LPN-Acrushed a -

- multivitamin and set it aside in a smalt amount of |

cwater, 2 packags of Mirllax was added o the _

Cmultivitarmin mixture along with a caloium +, -

supplsment and two anticonvulsant meﬁsca{mns j

Al the medications were mixed together and /v |

Faliowed to slt untit 8:30 am. LPN-Athen ¢l et%esﬁ

' g:s%as;umam of the g-tube, administered 60 mi

" {miliditer) of water, drew up the medi {:aﬁ!gs ihéﬁ
had been mixed together and administerkd, them
to R12. She then flushed the g-tube with mer

Mew Licensad staff will be required to
successfully complete a return
demonstration administering medications
Cthrough a © Tube during thelr clinical
_origntation.

: Medication Administration audits will be
‘ done weekly x 1 month, then 2x monthly
for 2 months, and then quarterly x 1.

pudi vesutts will ba brought to the Quality
 Assurance Committee for review.

The Divector of Nursing/designee is
responsible for maintaining compliance,

:

PO CMS-SBETI02-95) Previous Warsions Obepdeis Busen £ 8181
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NAME OF PROMIDER OR SUPRLIER
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R SUBMARY STATEMENT OF DEFICIERCIE
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THG . REGULATORY OR LBC IDENTIF

F 322 Continued From page 2 Fa2
- When interviewsd on 124713, at 11.05 a.m.
- LPp-& stated she always mikes R12's
: medications together and had never been
sinstructed to give gach medication separately,
- flushing with water between them.

R1Z's physician orders dated 10714713, directed
staff ko crush the multivitamin and et it sitin _
. lukewarm/cool water for at least 15 minutes prior
‘o administration. The physiclan orders did not

- indicate It was acceplable o mibx all medication
together.

CWhen interviewed on 12/ 3, &t 118 pan the

- directer of nursing (DON) stated R12's

- medications were to be given separately and the
faciity's policy directed staff to give sach

s medication separately and flush with water

- bebween each medication. '

: The facilily's Feading Tube Instiling Medications
- policy dated 9/04, indicated the purpose of the
- policy was 1o ensure medications were
- atdministered approprigiely and safely when a
- resident had a feeding tube in placs, The policy
directed slaff to give sach medication Separately
. and flush with water between each medication,
F 323 483.28({h) FREE OF ACCIDENT
s8=0  HAZARDS/BUPERVISION/DEVICES

i

0171472014

F 323 £33

. The facility must ensura that the resident :
- environment remains as free of accident hazards
{3 s possible; and each resident receives

: adequate superdision and assistance devices to
_prevent accidents.

ACCIDENTS/SUPERVISION/DEVIC
ES |

‘Resident 79 immediately had his bed
replaced with a bed that has no side rails. .

PO UMS- 280 7HR-3 Pravious Yarsiors Obsolals Eunrd 10 BA0EN

Facility 10 00717  conttruation shesl Page 3of 16
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£ 323 Continued From page 3 F 323
' This REQUIREMENT is not met as evidenced
Chy }
| Based on observation, interview, and document ;
‘review, the facility falled to ensure bed side ralls All facility beds having side rails have been.
D E 4 < ot b . v . s B .
fitthe bed properly, and were evaluated to ensure . audited to determine if the side rails meet
: openings within the rails wers of propersize, 1o the FDA reauirermmmte idantifiad i 1t ;
s raduce entrapment risk for 1 of 4 residents (R79) 1e FDA requirements identified in the
. reviewed who had cognitive impairment and Hospital Bed System Dimensional and
+ utilized bed side rails. Assessment Guide to Reduce Entrapment,
Findings Includs: : X . ‘
' 8 Al beds with lower % side rails have either
R79's quatterly Minimum Data Sat (MDS) datad “had the rall removed, or zip-tied down to
1 8724713, indicated he had & diagnosis of prevent use. ‘
dementia, had modserale cognitive impairment,
s reguired exiensive assistance with bed mobility, s T i
- and had unsteady balance with transfers, Al b’?ds‘b with side rails that have been
;de{efm%md to-be an unsafe fit for the bed
| R79's care plan dated 9/24/13, included he was will ba removed,
¢ at risk for falls and Injury due to g history of falls,
unsteady galt, incontinence, and cardiae drug et N e o o . j
use. The plan instructed staff to tilize alarm &e;zﬁan% will be assessed to demonstrate
systerns and 1/2 side rails on bed. safe use of the side rails/grab bars and will
- be re-assessed on a quarterly basis for
| When interviewed on 12/2/13, at 2:00 p.m. o HEETHY Das
licensed practical nurse {LPN)-C stated R79 sarety.
¢ Utilized upper 12 side rafls on both sides of bed ‘
- and was unsafe to transter himself out of bed. Results of the side rail audit/interventions
- The alarm systems was utilized o sledt staff, as will be reviewed by the Quality Assurance
- he will make stiempts o self trangfer, _—
: . Committee,
During observation on 12/2/13, at 2:36 p.m. R78
- had bilateral side rails at the head of the bed.
. The rails had 3 large gaps within the rails
themselves (zone 1), The gaps measured 7.78 "
{inches) by 7.6", 85" by 7.78", and 7.78" x 7.5".
Also the mattress was slid over to the right side
 rall exposing the bed frame on the left side. The :
FORM CMS-2557(08-04) Previous Versions Obsolets Byt [E QJTST Fadlity 1 g0747 if continustion sheet Pags 40l 18
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F 323 Continuad From page 4  Fa23
rail to the bed frame (zone 2) measured 8.5, ' :
Under the edge of the rail to the bed frame {zone
4y measured 5.75% ’
When interviewed on 12/4/13, at 9:15 a.m.

nursing assistant (NA}-A steted R79 makes
attempts o transter himself out of his bed at
times, his balance is poor and he should fot do
this, but wants to be Independent,

Raview of R7%'s record indicated a Informed

Choice Congent for Physical Devices, dated

12M8M2, indicated /2 side ralls were belng used

- for “mobility and safety” This torm did net

Cineclude an evaluation if R79 was safe o uge : -
: these rails with the large gaps in them.

- R79's Safety Risk Assessment dated 2/15/13, ‘
included the use of 1/2 side rails on bed, fall mat
sensor, and personal alarm,  The form indicated
R79 was at risk for falis related o dementia,
‘impalred judgement, and an unsteady galt. There
- was no indication, the facility had assessed R79, |
- was safe to use the side ralls with the large gaps.

R79's side rails were observed with the

- environmental service director (ESD) on 12/4/13,

cat 100 pom, the ESD verified the above
measuremeants, The ESD staled she was not .
aware the FDA had guidslines for bed side ralls o
raduce entrapment risk. The facilities rails had
never been evaluated agakist these guidelines.

- When interviewsd on 12/8/13, t 545 2. m.
registered nurse (RN)-B, stated R79 uses the bed
- side rafds for repositioning in bed. The facility had
- netevaluated the largs gaps in R7%'s bed side

- ralls to determing if they weare safe for him to uss.

FORM CMS-258702-98) Pravious Varsions Obsolels vt 1 SR8 Facyy 10 Doyyy If contingstion shest Page 5o 18
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F 323 Continusd From page & j F 323

- Afaudlity policy entitled, Restraint Use/Safely

- Devices, dated 1108, included, "Devices wil be ? i

Simplemented to maintain a safe environment prior
to restraint use. Safely devices are monitored for |
general effectiveness.” The policy did not include

any individualized resident assessment to :

- determine ¥ particular side rails are safe for use,

 The Federal Drug Administration (FDA) guldance

for Bed System Dimensional and Assessment
Guidance o Reduce Entrapment ssued 3/10/08,
included recommendations intended to reduce -
te-threatening entrapments sssaciated with bed

“side rails. The guidance defined patlents at nisk
for entrapment gs those who are elderly, have

: prablems with memory, urinary incontinence, or

walk unsafely without assistance. The
recommendations are for less than 4.75° (g

. space where g head could get caught) in zone 1,

legs than 4.75° for zone 2, and less than 2 3/8" (2

. space whers a neck could gel caught) in zong 4.

R79's bed ralls had larger than the recommanded |
gaps in each of these zones, creating a potential
entrapment hazard for R78.

F 329 483.25(1) DRUG REGIMEN IS FREE FROM | F 320 | | |
son UNNECESSARY DRUGS . F329 UNNEECESSARY DRUGS

i
o

ach resident's drug regimen must be free from ‘Resident 89- The Seroquel 25 mg 1 tab po |
innecessary drugs. An unnecessary drug is any PRN at bedtime was discontinued on
rug when used in excessive dose lincluding ; ’

uplicate therapy): or for excessive duration; or .  12/6/13.Social Services did discuss a
without adequate monitoring, or without adequate : ‘room change with Resident 89 on 12/6/13,

indications for its use; or in the presence of ; . . . {
. P -4 SR it 4 3
adverse corisequences which indicate the dose | ;aq@ hie declined the opportunity to change,
“should be reduced or discontinued; or any Fooms.
: compinations of the reasons above. : :

FORRA CRASIBETIOR9G Pravicir Versinns Obscieis Bty [0 80051 Fambiy 1 00717 i continugtion shest Page 8of 18
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F 328 Confinued From page B
- Based on 2 comprehensive assessment of a
resident, the faciiity must ensure that residents
:who have not used antipsychotic drugs are not
given these drugs unless antipsychotic drug
therapy is necessary fo treat a specific condition
- as diagnosed and documented in the clinical
“record; and residents who use antipsyehotic
L drugs recelve gradual dose reductions, gnd
: behavioral inferventions, unless clinically
Ccontraindicated, In an effort to discontinue these
drugs.

This REQUIREMENT s not met as evidenced

by

Based on interview and document review, the

facility failed to ensure adequate justification and
. norepharmacological Interveniions were
attermpted prior to the use of an antipsychotic
-medication, for 1 of 3 residents (R8I} reviewed

who was prescribed an antipsyohotic medication.

- Findings include:

- RBY's admission Minimum Data Set (MDS) dated '

927413, included a diagnosis of Alzneimer's

< disesse, and severe cognitive impairment, There

L was no indication of a psychotic disordér, any
- behavior problems or indicators of defiviurn for
- R&g.

 RBY's care plan dated 9/8/13, included
infermittent confusion but did not identify any

- delirium, behavior problems, or peychosis of any
Clegd

F 328 Room relocation options will continue to

e offered {o the rasident as they becoms G1/18/2014
vaitable. A sleep study was complered

fangd showed periods of awskening

throughaut the night, sometimes due to

resident requests to use the bathroom.
§%‘si{g;"i«;}harmam%agiﬁaE interventions are
éi}eing trighed with the resident as he
‘allows. Care Plan updated.

Beginning January 1, 2014, residents who
have prescribed antipsychotic medication |
‘will have their medications reviewed by
Pharmacy for indication of use during thelr
‘next scheduled assessment period. and
guarterly thereafter.

Resuits will be brought to the Quality
JAssurance Committee for review,

Chocial Services will be responsible for
miaintaining complance on non-
pharmacelogical Interventions.

The Director of Nursing/designee is
-responsible for overall compliance.,

FONUE CMIB- 25870208 Pravious Varsions Otadista
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- R88 was Interviswed on 12/2/13, &t 7:05 pan. and
- stated he has some trouble sleeping at night

- because his room mate talks and mumbles all
~night. This disrupts his sleep and causes him to
feel tred during the day. R89 stated he thought

- the facility was trying to find him a new room

- mate so he can have a quiet and restful night.

- During interview on 12/2/13, 2t 7:30 p.m. licensed |
. practical nurse (LPN)-D stated RBY does not
have any behavior problems or psychotic
episodes. He does try o self ransfer at times
~and shouidn't, because he was unsteady.

- Whert interviewed on 12/8/13, at 920 a.m,

- nursing assistant (NAKB stated R8S has never
~ shown any behavior problems or psychosis. He
Is pleasant and cooperative, but he lfikes o be
independant and will transfer himself and needs

reminders that it is not safe.

Review of R8S's record identified Physician
Orders, dated 9/5/1/3, included, "Seroquel {an
antipsychiolic medication] 28 mg [milligrams] p.o.
{orally] hs [at bedtima] prn [as needed] unable to
slgep.”

RB9% Pharmacist Dnug Regimen Reviews, dated -

Y27, included the pharmacists .

| recommendations of, "Berogquel 28 mg g [every]

~ hs prm unable fo sleep-Sleep Is not an-indication
for use of Seroquel. Recommend slesp

* study-non pharm [pharmacological]

Cinterventions.” The primary physician wrote a

- note under this dated /30713, "Have we used

- Seroquel for outbursts? He has hx [history] of

lrritable and ocutburst when not sleeping at home.

He is basically hospice and sleep study for

X SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF DORRECTION :
SREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CPMPLETION
TAG AEGULATORY OR LSO IDENTIFYING INFORMATION TAG CROSS-REFERENCED TO THE APPROPRIATE DBATE
BEFIGIENCYY
" F 328 Continued From page 7 F 329
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dementia related problems net indicated.” There
were no nursing notes or follow up addressing the
- question from the physician. :

- R89's Patient Information physician progress nole |
- dated 1020013, included, "He does have
sundown syndrome and tends to hallucinate and
calt out more at night, Does frecusntly get the
Seroquel between 11 and 2:30 when he is unable ¢
to slesp and the 25 mg of Serogus! has been
helpful”

- R8Y's September 2013 Medicalion Administration

| Record (MAR) indicated R89 had been
administered the Seroquel on 9/21/13, 92713,

cand 9/28/13. Each time the reason was sted ag

Cunable to skeep” On 972813 the results of

giving the Seroguel was noted to be, "Resting”

- The other bwo times staff failed 1o identify if giving

- the Seroqusl was helpful or not. R8s f

| September 2013 Mood and Behavior Flow

- Bheels failed t identify any signs of delusions,

- sundowning, hallucinations, or behavior

‘ problems, R89's September Inferdisciplinary

: Record and Progress Notes showed R89 slept a
lot during the day, attermpled to self transfer

* frequently, but had no hallucingtions, delusions,

sor behavior problems. There were no problems
identified when R89 had been administered

- Serogquel for "unable to sleep.”

' R89's Octoher 2013 MAR indicated RE9 had

- been administered the Seroquel 14 times. Each
tirme the reason was listed as, “lnsomnia,” or

"Slegp” RE88's October 2013 Mood and Behavior |

- Flow Sheet's falled to identify any signs of

delusions, hallucinations, sundowning, or

- behavioral problems. RB%'s Cctober 2013

 Interdisciplinary Record and Progress Notes
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showed RE9 stayed in bad “oo often,” and
seontinued self transfers, On 10/12/13 the notes
Cincluded,"Res [resident] noted to be upset about
- roory mate talking in sleep” Hewanted o tell the
s roamemats to, “Just shubup,” and was redirected,
| He was then assisted to stay in g different room
for the night. On 1020013 he had refused 2 bath,
‘ the note Indicated he was glven Seroquel
because of this,

. R8%'s November 2013, MAR indicated RB89 had
: been administerad the Seroguel fwee timeas,
- once for “insomnia,” the other times had no
Cregson given at all. The November 2013 Mood
and Behavior Flow Sheet identified only one
Cbehavior on 1112713, a8 being upset with room
- mate and telling him to "shut up” The November .
2013 Interdisciplinary Record and Progress MNotes
Cincluded atternpls to self transfer, and on :
Y0/ 3, RBS was yelling at his room mate to be
Couiel and go to sleep. On 111112, again RE9
was upsat with room mate being too noisy. On
T3, REY was offered ear plugs to belp with
 the noise level from his room mate at night. On
S11A13/13, R8Y complained to staff about his reom
- mate being too Joud, would not wear the ear :
plugs, so the Serogusl was given. On TW24/13,
the notes included, "Resident yeiling at reom
mate to be quiet during the night. Room mate
dreaming and mumbling sometimes talking,
waking resident up. This nurse gave both
residents their scheduled meds to'see if would
“setlle them both. Did not help that much.” ;

s When interviewed on 12/8/13, at 815 am. the

- faciliies consuliant pharmacist stated Seroquel
- should not be given for insomnia, R89's Seroquel |
" was being given for sundowning and calling out.
“ The pharmacist was not aware R89 continued to

X4 1D SUMMARY STATEMENT OF DERICIENCIES m BROVIDER'S PLAN OF CORRECTION
PREFX (EACH DEFIGIENCY MUST BE FRECEDED BY FULL ©oPREFR (EACH QORRECTIVE ACTION SHOULD BE
AL REGLLATORY OR LG IDENMTIFYING INFORMATION TALS : CRIGSS-REFERENCED 1O THE SAPPROFRIATE
: : BEFIBENGY
F 329 Continued From page 9 F 329
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F 328 Continued From page 10

- receive the Serogust for insomnia/sleep

Fproblems, nor was she swere R8Y's room male
was noisy keeping R8Y awake at night. The

pharmacist stated the facility should address the
underlying cause of the insomnia end attempt
non-pharmacological interventions instead of

s using Seroauel for sleep,

CWhen interviewed on 12/5/13, at :80 am,

- registered nurse {RN-B steted she was aware
. RBY's room mate was nolay and causing sleep

. problems for him. They had provided him with

Cear plugs, but she did not know If RBS used them 5

~or not. She was not aware of any attempls to

foblain a different room mate for RBY and stated
the MDS nurse was responsible for placing
non-pharmacological Interventions on the care

< plan to aile with sleep,

When interdewed on 12/5/13, at 10:20 am. the
CMIES nurse RN-C stated she was not aware of
REBZ's problems skeeping due to room male
talking at night, and was not awars RBO was

! getiing medicated with Seroguel dus 10 rouble

C sleaping,

S Whaen interviewed on 1218013, st 1040 am.
Social worker (SW-A stated she was aware RE8
: had been having trouble sleeping due o room

" mate being noisy and had been provided with sar ;

plugs. Ghe was not awars of any other

interventions being used o assist RES 1o sleep at

night, nor hiad any attempts made to get RE% 3
different room mate. Currently there wers no
: rooms avaltable at the facility.
F 428 4832.60(c) DRUG REGIMEN REVIEW, REPORT
as=0 . IRREGULAR, ACT ON

'F428 DRUG REGIMIN REVIEW

Per Pharmacy Recommendation dated
[9/27/13, Resident 89 had a sleep study
czzmpieaﬁd and non-pharmacological
interventions trigled as the resident would
allow,

F 428

 01/14/2014
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: The drug regimen of sach resident must be
. revipwed al lsast once a month by a licensed
: pharmacist.

" The pharmacist must report any irregularities o
. the affending physician, and the director of
aursing, and these reports must be acted upon.

" This REQUIREMENT is not met ag evidenced
N

¢ Based on nferview and document review, the
facility failed to follow pharmacy consuliant
recommendations for 1 of 3 residents (RBS) who
received an antipsychotic medication.

Findings include:

" RBY's admission Minimusm Dala Set (MDS) dated
Y2713, inciuded a diagnosis of Alzheimer's
disease, severe cognitive impairment, did not :
have a psychotic disorder, any behavior problems |

Corindicators of delivium,

- RBY was interviewed on 12/2/13, at 7.08 pm. and
* slated he has some trouble siseping at night :
" because his room mate tatks and mumbles all
- night. This disrupts his sleep and’ causes h him to
el tired rizsrmg the day.

- R8Y's Physician Orders, dated 9/6/1/3, included,
Serogquet [an antipgychotic medication] 25 mg
[milfigrams] p.o. [orally] hs [at bediime] pro {85

" mesded] unable to sleep”

. R8Y's Patient Information physician progress note

245511 B NG 128512013
SAME OF PROVIDER.OR SUPPLIER STREEY ADURESS, CITY. B1ATE, 2F CODE
o 1043 HART BOULEVARD
CENTRACARE HEALTH - MONTICELLD ;
. MONTICELLD, MN 55362
S0 SUMIARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN QF CORRECTION
Agse [EACH DEFIGIENGY MUST 85 PRECEDED BY FULL PREFIX (EALH CORREDTIVE A0TION SHIDULD 88
TR BEGULATORY OF LU IDENTIFYING DIFORMATION: TALS CROSE-REFERENCED T THE AFPROPRINTE
DEFICIENCY
F 428 Continusd From page 11 F 42

g
- Beginning January 2014, the DON will

review the Pharmacy Recommendations

-and forward to RN Nurse Manager for

s physician/vurse communication and :
response to the action requested, The RN
Murse Manager will track responses and
report monthly to the Quality Assurance
Workgroup x 3 manths.

Results of action response will be reviewed:
by the Quality Assurance Committee,

The LTC RN Murse Manager/designes is

responsible for compliancs,
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F 428 Continued From page 12 ! E 408
dated 10/20/13, included, "He doss have
s sundown syndrome and tends to halfucinate ar*t:ﬁ
calt cut more gt night. Doss frequently get the
‘ Seroguel bebasen 11 and 2.30 whan he s unablke
o slegp and the 25 my of Seroqust has been
halpful”

Review of R88's September through Noverber

013 Medication Administration Record (MAR)

indicated KBS had been adminisiered the ‘
Seroguel 20 times from 821413 through 113013,

~for being "unable to sleep, Insomnia” or rational
was left blank.

R89's Mood and Behavior Flow sheels and
Interdisciplinary Record and Progress Motes
- dated 901113 through 12/5/13, did not identify any
- sundown syndrome or hallucinations. The notes
Cddid include R89 had trouble sleeping because his
room mats talked and mumbiad at night. R88
‘had been offered sar plugs on T3, butne
: other non-pharmacological interventions had
" been mentionad 1o aide RES with siseping.

- RBYs Pharmacist ’“mg Regimen Reviews, dated
RTME, inciuded the phanmacisls i

r&cnmmeﬂdgi’zms of, “ﬁsmqwi 25 mg 1 [every]
. hs prn unable to sleep-Sleap s not an indication
for use of Seroquel. Recormmend sleep
- study-non pharr [pharmatological]
“intetventions.” Fhe primary physician wrote g
* pote under this dated ¥30/13, "Have we used
- Beroguel for outbursts? He hasﬁ b fhistory] of _
frritable and outburst when not sleeping at home. '
. He is basically hosplce and sleep study for i

dementia related problems not indicated.” There .
Dwere no nursing notes or follow up addressing the
- question from the physician
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P CODE

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENGY MUST BE PREQEDED BY PULL
REGULATIRY O LECIDENTIFYING INFORMETION

Y ; PROVIDER'S PLAN |

PREFIX {BALH CORRECTIVE

THG CROSE-REFPERENS TL‘ THE APPROPRIATE
BEFHHERDYS

CORAECTION o
3 ISP TINN

E;onimtmﬁ From page 13

CWhen inferviewed on 12/8013, st 815 a.m. the

. consultant pharmacist stated Seroquel should

- not be given for insomnia, R89's Seroquel was

: being given for sundowning and calling oul. The

: pharmacist was not aware RE9 continued o
recatve the Seroguel for insomniassisep
problems, nor was she awsre R88's room mate
was noisy Keeping RBY awake af night. She
stated the facility shoukd address the underlying

-cause of the insormmnia and atternpt
non-pharmacological interventions instesd of
using Seroquel for sleap.

| When interviewed on 12/5/13, at 950 am.
registered nurss (RN} stated she was aware

. RB%'s roommate was noisy and causing sleep

problems for m. They had provided him with

- assist RBY with Insomnia. She was not awars of
*any attempts to oblain a different room mate for
RBY.

A policy was reguested, bl not provided by the
faciity.
. 483.65 INFECTION CONTROL, PREVENT
- SPREAD, LINENS

| The facllity must establish and maintain an
“infection Control Program designed o provide a
- safe, sapitary and comfortable environment and

-of disease and infection,

{3} Infeclion Control Program
* The facility must establish an Infection Control
Program under which i ~ -
{1 Investigates, controls, and prevents | nfﬁcmm

- ear plugs, but she did pot know if RES used them |
-ornot. No other interventions had been placed to |

o hat p pravent the development and fransm sgzm'

F 428

"*"' Faa1 INFECTION CONTROL

pifla/end

" The policy entitled “Laundry” dated
12/4/13 has been updated to include the
specific type of gown the laundry staff are
to be wearing when sorting soiled linen.

FORE CMS2R0T 0000 Pravisuy Yersions Obaplele
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(a3 10 BUMMARY STATEMENT OF DEFICIENCIES 5 : FROVIDER'S PLAN OF CORRECTION :
PREFIX HOY MUST BE PRECEDED 8Y FULL PREFIR (EADH CORRECTIVE ALTION SHOULD BE L B
e REGULATORY DR LEC IDENTIFVING INFORMATIONY I+ ¢ S CROSS-REFERENCED TO THEAPPROPRIATE DRI
: ; : DEFICIENGYS
F 441 Continued From page 14  Fa41 . ed linen has b
s : ; 135 n
- in the facility: ‘At% staff handling soiled linen ea
(2) Decides what proceduras, such as isolation, ‘educated on the gowns to be worn when
- should be applied to ar individual resident; and handling soiled linen.

- (3) Maintains a record of incidents and corrective

actions related to infoctions. , . \
cHons o 1o infect (Audits to assure compliance will be

i {b) Preventing Spread of Infection : - completed weekly x 4 weeks, then 2x
{1) When the Infection Control Program : _monthly for 2 moniths, then quarterly x 1.

determines that 2 resident needs isolation o
- prevent the spread of infection, the faclity must

isolate the resident, Audit results will be brought fo the Quality,

i (2} The facility must prohibit employess with a : Assurance Commitiee for review,
‘communicable disease or infected skin lesions |
from direct contact with residents or thelr food, if The EVS Manager/designee is responsible

~ direct contact will transmit the disease.
{3} The facility must require staff i wash their

- hands after each direct resident contact for which -
hand washing is indicated by accepted
professional practice.

for maintaining compliance.

{c} Linens

Personnel must handle, store, process and
lransport finens so as to prevent the spread of A :
:infaction, : : :

This REQUIREMENT is not met as evidenced
by
* Based on observation, interview, and document
. review, the facility failed to ensure sciled faundry
Jwas sorted ina mannel (o preventthe-spread of
infection, This practice had the potential to affect
all 84 residents currently residing in the facility,
who had their laundry or linens processed in the
. faclities laundry department,

: Findings include:

EORM CMB- 287 {00981 Pravious Yersions Dhsosie Eran 1 54081 Fasity £ 00717 if continuation sheet Pags 15 of 18
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: During observation on 12/4/13, at 11:00 am. :
: Laundry aide (LAJ-A demonsirated how laundry is -
- sorted using gloves and a gown. The gown was

- ago.

When interviewed on 12/4/13, at 1:15 p.m. the

 several thmes a day when it gets wet, LA-A

long slesved and snapped up the front, it was

made out of clothe. LA-A stated the gown is not
impervious fo liquids, but it gets changed out

verified her clothing under the gown could get wet
and then contaminate clean iterms when she folds
those, They use to have gowns impervious o
lquid, but they were too hot to wear so they
staried using the cloth jackels guile some ime

v

environmental services manager stated laundry

: gitdes should be wearing clothing protection that is

impervious to liquids to prevent clothing from
becoming soiled with potential infectious matertal -
and passing this onlo clean laundry.

A facility policy entitled Laundry, dated 12/4/13,

“included, "Linen shall be handled, stored and

: processed so as to control the spread of infaction
. or disease.” The policy indicated staff should use :
. gowns when sarting linen, but did not specify if

this gown should be impendous o fluids,
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| DEFICIENCY)

, |
K 000 {INITIAL COMMENTS . Kooo f

_I FIRE SAFETY :! POC 6'/4

\ - THE FACILITY'S POC WILL SERVE AS YOUR | J
N |ALLEGATION OF COMPLIANCE UPON THE | 5 a2
' DEPARTMENT'S ACCEPTANCE. YOUR _ ﬁ ’/ |

' SIGNATURE AT THE BOTTOM OF THE FIRST |
PAGE OF THE CMS-2567 WILL BE USED AS .
VERIFICATION OF COMPLIANCE. |

- UPON RECEIPT OF AN ACCEPTABLE POC, AN |
i ON-SITE REVISIT OF YOUR FACILITY MAY BE |
| CONDUCTED TO VALIDATE THAT {
 SUBSTANTIAL COMPLIANCE WITH THE |
' REGULATIONS HAS BEEN ATTAINED IN

ACCORDANCE WITH YOUR VERIFICATION.

O Ry LIA

A Life Safety Code Survey was conducted by the |
| Minnesota Department of Public Safety, State
Fire Marshal Division. At the time of this survey
the Centracare Health - Monticello Nursing Home
was found not in substantial compliance with the |
\ i requirements for participation in |
| Medicare/Medicaid at 42 CFR, Subpart
Q” 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.

'\ | PLEASE RETURN THE PLAN OF
. CORRECTION FOR THE fIRE SAFETY
2 DEFICIENCIES ( K-TAGS) TO:

—

']

‘h\ HEALTH CARE FIRE INSPECTIONS
iSTATE FIRE MARSHAL DIVISION
444 CEDAR STREET, SUITE 145
. ST. PAUL, MN 55101-5145, or

|

!

|
LABORATORY DIRECTOR'S OR PROVIDERISUPPLIER REPRESENTATIVE'S SIGNATURE [X6) DATE

__ TITLE 7
7 )(:ufc?éuu(n{,@ﬁ 4/»2./‘7[&«’? vl %?’XJLZL/Z& %//3_')

o

Adry deficienc Statement unwﬁ? with an nsterisk (=) denutya deficiency wiich h‘ Institution may be excused from correcting providina itis determined that
other salegudids provide sufficint proteclion to the patient§. (See instruct Excepl for nursing homes, the findings stated above are disciosable 90 days

following the date of survey whether or nolt a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days loliowing the date these documents are made available to the facility. Hfdeficiencies are cited, an approved plan of correction is requisite lo conlinued

program participation
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CENTRACARE HEALTH - MONTICELLO

DALY

|
|
|

‘ !
K 000 Continued From page 1 [ K 000/
i By e-mail to: ' f
| Barbara.lundberg@state.mn, us r [

and |
Marian Whitney@state.mn. us ’

| THE PLAN OF CORRECTION FOR EACH '
DEFICIENCY MUST INCLUDEALL OF THE
FOLLOWING INFORMATION: | 1

! |

| 1. A description of what has been, or will be, done | !

"to correct the deficiency. '

2. The actual, or proposed, completion date. |

3. The name and/or title of the person '
responsible for correction and monitoring to |
prevent a reoccurrence of the deficiency. ‘

i

! The facility is a 2-story building with a
| Sub-basement built in 1986 and was determined : |

| to be of Type 11(222) construction. The facility is |
| fully fire sprinkler protected and has a fire alarm 1 I
| System with smoke detection in corridors and [
spaces open lo the corridor that is monitored for ' ’

automatic fire department notification. The facility |
has a capacity of 89 beds and had a census of 88 ,‘
 beds at the time of the survey. '
[

+ The requirement at 42 CFR, Subpart 483.70(a) is
INOT MET as evidencd by:_ _ ]
K611 NFPA 101 LIFE SAFETY CODE STANDARD K014
58=D 1 I |
I If the building has a common wall with a {
, nonconforming building, the common wall is a fire . |
, barrier having at least a two-hour fire resistance f
- rating constructed of materials as required for the :
l[ addition. Communicating openings occur only in I

FORM CMS-2867(02-98) Previous Versions Obsolete EventID:SJC521 Facifty tD: 60717 lf continuation sheet Page 2 of 8



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

PRINTED: 12/17/2013
FORM APPROVED
OMB NO 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CUA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION (DENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED
245511 B. WING — 12/04/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
CENTRACARE HEALTH - MONTICELLO L i
i MONTICELLO, MN 55362
x9mo | SUMMARY STATEMENT OF DEFICIENCIES D | PROVIDER'S PLAN OF CORRECTION x5)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLLTION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 011 Continued From page 2 K 011
corridors and are protected by approved
self-closing fire doors. 19.1.1.4.1, 19.1.1.4.2
This STANDARD is not met as evidenced by:
Observations revealed that there was a
penetration in the fire barrier within the facility that | '
did not meet the rated requirements for two hour
fire separation and are not in accordance with
NFPA 101"“The Life Safety Code" 2000 edition
{(LSC) section 19.1.1.4.3,. These deficient
practices could allow the products of combustion
to travel from one building to anather, which could |
negatively affect the residents, staff and visitors
of the facility.
Findings include:
- Opening was repaired and sealed usingan  12/13/1}
On facility tour between 9:30 AM to 1:30 PM on approved method for repairing penetrations
12/04/2013, observation revealed, that the 2 hour through a fire rated assembly to ensure a:
fire separation wall that is separating the hospital 2 hour separation wall.
from the Care Center was found to have an 8
inch by 16 inch opening found above the ceiling
tile that is located betwsen the employee
breakroom and the hospital Air
Handling/Mechanical room. The opening that is s
passing through the 2 hours separation wall and C Wi =
is not sealed with an approved method for :{ E E i \V = l)
through penetration fir rate d asse'libl.
pec 30 2013
This deficient condition was confirmed by the
Lead Engineer (TM). . . TEREETY
K 022 | NFPA 101 LIFE SAFETY CODE STANDARD K 022! MN DEPT. OF PUBLIC SAFE]

SS=F
1 Access to exits is marked by approved, readily

STATE FIRE MARSHAL DIVIGION_
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i visible signs in all cases where the exit or way to
reach exit is not readily apparent to the
occupants. 7.10.1.4

This STANDARD is not met as evidenced by: ;
Based on observation, the facikty has failed to
provide 8 of several operational exit signs that
marks the means of egress path in accordance
i with NFPA Life Safety Code 101 (2000 edition),
' Sec. 7.10.1.7 and 7.10.8.1 These deficient |
| practices could negatively affect all residents, |
| staff and visitors, by causing confusion in locating
| an exit from the building to the public way inthe
| event of an emergency. |

‘ Findings include:
|

On facility tour between 9:30 AM to 1:30 PMon
12/04/2013, the following deficient conditions
were observed:

1. the exit signs located at both enSs of the 1st
floor North Wing corridor were obscured by
interior decorations,

!'2. the exit signs located at both ends of the 1st
| floor East Wing corridor were obscured by interior |
| decorations, '

3. the exit signs located at both ends of the 2nd

|
]

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CUA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
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PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL l PREFIX (EACH CORRECTIVE ACTION SHOULD BE ' COMPLETION
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T 1 =
K 022 | Continued From page 3 K 022/
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K 022 Allinterior decorations were moved the day
of the survey, to the satisfaction of the surveyor, so as to
not obscure the exit signs at all noted locations.

K 022 1 Continued From page 4

. floor North Wing corridor were obscured by
interior decorations,

4. the exit signs located at both ends of the 2nd ~H
floor North Wing corridor were obscured by | /yrf:-/ 7
interior decorations, and ‘ f

:+ 5. the doors located in the 1stfloor resident
dayroom lead into a enclosed courtyard that does
i not connect to the public way are not marked as
i "NO EXIT". These doors are not part of a |
‘ required exit and needs to display a sign that
reads as follows: NO EXIT. The word "NO" shall | — —2romse=
be in letters 2 inches in height and with a stroke |
width of 3/8 inch, and the word "EXIT" in letters 1 |

« inch in height located directly below the word
T "NO

‘ A sign that reads “NO EXIT” was placed on 1% floor resident
dayroom door, which complies with height and stroke wldth as
noted in 7.10.8.1 of the LSC.

i This deficient condition was confirmed by the i
- Lead Engineer (TM). |
K 029 : NFPA 101 LIFE SAFETY CODE STANDARD
§8=D :
i One hour fire rated construction (with % hour
. fire-rated doors) or an approved automatic fire
| extinguishing system in accordance with 8.4.1
| and/or 19.3.5.4 protects hazardous areas. When | ‘
| the approved automatic fire extinguishing system
| option is used, the areas are separated from ‘
other spaces by smok_e res[sting pqrtiti_ons and
doors. Doors are self-closing and non-rated or
field-applied protective plates that do not exceed
48 inches from the bottom of the door are K 029
permitted. 19.3.21
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K 029 | Continued From page 5

i
This STANDARD is not met as evidenced by:
Based on observations, the facility has failed to
provide proper protection from 1 of several
hazardous areas located throughout the facility in
accordance with NFPA Life Safety Code 101
{20090 edition) section 19.3.2.1. The following
deficient practice could negatively affect the
residents, staff, and visitors as smoke and fire in
this rooms could enter the corridor making it
untenable.

Findings include:

On facility tour between 9:30 AM to 1:30 PM on
12/04/2013, observation revealed, that there were ;
several penetration in the wall above the corridor
| door located in the mechanical room #237 that
were not sealed with an approved intumescent
fire calking.

This deficient condition was confirmed by the
Lead Engineer (TM).
K 038 i NFPA 101 LIFE SAFETY CODE STANDARD
SS=F
Exit access is arranged so that exits are readily
accessible at alltimes in accordance with section
7.1, 19.21

{This STANDARD is not met as evidenced by:
Pavtd ve vty vnd e ibenoee
Bode feed beoprevide Satboevenbe el

Ceprray e pnindbregr ol e fellee g
|

K 029
|
l
|
|
|

Wall penetrations in room #237 were sealed with
an approved intumescent fire calking. 12/19/13
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K 038 Continued From page 6

, and 7.2.1.54, 7.2.1.6.1(d).
could affect all 88 residents, staff, and visitors.

Bibagy ittt

12/04/2013, observation revealed the following
deficient conditions:

magnetic lock on the door that does not have
exit doors,
"magnetic lock on the door that does not have

IB)(I( doors,

3. the 2nd floor North Wing stairwell has a

egress magnetic lock on the door that does not
have signs indicating how to operate coded

keypad to release and exit through the
magnetically locked exit doors,

| magnetic lock on the door that doe not have

| exit doors, and

5. The east exit located in the sub-basement

| storage room is blocked by storage and shelving
[ units

» requirements of 2000 NFPA 101, Section 19.2.1
The deficient practice

On facility tour between 9:30 AM to 1:30 PM on

1. the 1stfloor North Wing stairwell has a egress

signs indicating how to operate coded keypad to

release and exit through the magnetically locked
©2. the 1stifloor EastWing stairwell has a egress

Bigns indicating hew to operale coded keypad to
tetease and exil through the magnetically locked

4. the 2nd floor East Wing stairwell has a egress

| signs indicating how to operate coded keypad to
release and exit through the magnetically locked |

1 SEFGHENEY]

K 038

|
|
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K 038 ' Continued From page 7

This deficient condition was confirmed by the
Lead Engineer (TM).

'rSign were posted at all exits indicating how to operate

| K038 magnetic door coded keypad releasing device
. ~
2/05/13 )

Storage and shelving units blocking the east exit in the
subbasement were moved to provide adequate means of egress.

e
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TO: Mary Lanegran FROM: Troy Stulz
CentraCare Health System PH: 952-893-8891 FAX: 952-832-9711
1406 6th Avenue North DATE: 11/18/13
St. Cloud, MN 56303 PROJECT: CentraCare Monticello OB
PH: 763-271-2207 CR: 1

DESCRIPTION: CR-011: Nursery Circ Board Drawer

We are pleased to offer the pricing to make the following changes:
CR-011: Nursery Circ Board Drawer

Subcontractor/Vendor Performed Work:
Description Subcontractor/Vendor Cost Code Price
Nursery Circ Board Drawer - Material Wilkie Sanderson 06-40-05 $363 00
Nursery Circ Board Drawer - Labor Wilkie Sanderson 08-40-05 $193 00
Subcontract/Vendor Subtotal: $556.00
Subtotal: $556.00
Total: $556.00
The schedule is not affected by this change.
RESPONSE DUE DATE:
Approved By e | IR Date e ) a
Company
cC:

PAGE 1 OF 1 JOB:  2013-07-0247
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‘ wll-ul'c m"M‘ﬂ" Printed: 11/18/2013
Page #: 10f 1

1010 N. Summit Avenue
P.O. Box 250
“ Sauk Rapids, MN 56379 320-252-3165 Fax: 252-0673

CHANGE REQUEST # 7891 -9

Attn: Alyssa Fallon Fax: 952-832-9600
RIM Construction Date: 11/18/13
Project: CentraCare Health Monticello
701 Washington Ave N, #600 1013 Hart Blvd.

Minneapolis, MN 55401 Monticello, MN

DESCRIPTION AND PRICING OF PROPOSED WORK ADD OR (DEDUCT)

REFERENCE: DOLLAR
Rm 255A Nursery Drawer: AMOUNT
1 Add to the base contract price to furnish one new plam face melamine drawer with interior
2 melamine pull out surface, with built up edges and finger pull, per shop drawings included: $363
3
4 Alt.Price: labor to install drawer system on site, with removal of existing drawer: $193
5§ (includes travel time)
6
7
8
9
10
11
12
13
14
15

THIS CONTRACT AMOUNT WILL BE INCREASED BY THIS CHANGE REQUEST: $556

RETURN THIS REQUEST TO WILKIE SANDERSON IMMEDIATELY. NONE OF THE ABOVE WORK Wi LL BE MANUFACTURED
UNTIL THIS APPROVED CHANGE REQUEST OR AN OFFICIAL CHANGE ORDER HAS BEEN RETURNED TO
WILKE SANDERSON APPROVED.

IF AN OFFICIAL CHANGE ORDER CANNOT BE ISSUED BEFORE THE WORK IS REQUIRED,
PLEASE INDICATE YOUR INTENT BY SIGNING BELOW.

SUBMITTED:
APPROVAL DATE:

MM ‘m CONTRACTOR:

sy: Jim Dingmann BY:
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