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MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL

PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: 00195

ID:   Y4Z6

C&T REMARKS - CMS 1539 FORM  STATE AGENCY REMARKS

CCN: 24 E152

On January 3, 2017 the Minnesota Department of Public Safety completed a Post Certification Revisit (PCR) to verify compliance with life 
safety code deficiencies cited at the time of the October 27, 2016 survey.  The facility requested a Fire Safety Evaluation Score (FSES) be 
conducted  for the life safety code deficiencies to determine compliance.  Based on the life safety code PCR, we have determined the facility 
achieved a passing score for the life safety code deficiencies.  The health deficiencies cited at:

F 353 - Sufficient 24 Hr Nursing Staff Per Car Plans 
F 354 - Waiver RN 8 Hrs 7Days/wk,, Full Time DON 
F 458 - Bedrooms Measure at least 80sq Ft/resident

Have previously been approved for annual waivers.

Effective October 27, 2016, the facility is certified for 15 nursing facility beds.
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CMS Certification Number (CCN): 24E152   

April 12, 2017

Mr. Mark Jefferis,  Administrator

Elliot Care Home Inc

1500 Elliot Avenue South

Minneapolis, Minnesota  55404

Dear Mr. Jefferis:

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 the Minnesota

Department of Human Services that your facility is recertified in the Medicaid program.

Effective October 27, 2016 the above facility is certified for:    

  15 Nursing Facility II Beds

Your facility’s Medicare approved area consists of all 15 nursing facility beds.

Your request for waiver of F353, F354 AND F458 has 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.
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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

Email: mark.meath@state.mn.us

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

cc:  Licensing and Certification File

Elliot Care Home Inc

April 12, 2017

Page   2



Electronically delivered

January 4, 2017

Mr. Mark Jefferis,  Administrator

Elliot Care Home Inc

1500 Elliot Avenue South

Minneapolis, Minnesota  55404

RE: Project Number SE152026, FE152026

Dear Mr. Jefferis:

On November 29, 2016, we informed you that we would recommend enforcement remedies based on

the deficiencies cited by this Department for a standard   survey, completed on October 27, 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 January 3, 2017, 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 October 27, 2016.  We presumed,

based on your plan of correction, that your facility had corrected these deficiencies as of October 27,

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

pursuant to our standard survey, completed on October 27, 2016, effective October 27, 2016 and

therefore remedies outlined in our letter to you dated November 29, 2016, will not be imposed.

Your request for a continuing waiver involving the health deficiencies cited under F353, F354 and F458

at the time of the October 27, 2016 standard survey have been approved.

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.

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

Email: mark.meath@state.mn.us

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

24E152

NAME OF FACILITY

MULTIPLE CONSTRUCTIONPROVIDER / SUPPLIER / CLIA / 

IDENTIFICATION NUMBER 01 - MAIN BUILDING 01

ELLIOT CARE HOME INC 1500 ELLIOT AVENUE SOUTH

MINNEAPOLIS, MN 55404

1/3/2017
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).
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FOLLOWUP TO SURVEY COMPLETED ON CHECK FOR ANY UNCORRECTED DEFICIENCIES. WAS A SUMMARY OF 

UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY? YES NO10/27/2016
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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: 00195

ID:   Y4Z6

C&T REMARKS - CMS 1539 FORM  STATE AGENCY REMARKS

CCN: 24 E152

On October 27, 2016 Departments of Health and Public Safety completed a recertification survey to verify the facility maintained compliance with Federal participation 
requirements.  Based on our survey health deficiencies were cited and a request for a waiver was submitted by the facility and based on the submitted documentation 
the following deficiencies were approved for annual waivers:

F 353 - Sufficient 24 Hr Nursing Staff Per Car Plans

F 354 - Waiver RN 8 Hrs 7Days/wk,, Full Time DON 

F 458 - Bedrooms Measure at leasrt 80sq ft/resdient

Based on the Life Safety Code (LSC) survey, the following Life Safety Code Standard deficiencies were cited:

K0012, K0033 and K0040.  The facility had requested an FSES be conducted for each LSC deficiency noted to determine compliance with the requirements.  Verification of 
compliance for by FSES to follow.

Refer to the CMS 2567 for both health and life safety code along with the facility's plan of correction, Health waiver request and LSC FSES request.

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



Electronically delivered

November 29, 2016

Mr. Mark Jefferis,  Administrator

Elliot Care Home Inc

1500 Elliot Avenue South

Minneapolis, Minnesota  55404

RE: Project Number SE152026

Dear Mr. Jefferis:

On October 27, 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;

Electronic Plan of CorrectionElectronic Plan of CorrectionElectronic Plan of CorrectionElectronic Plan of Correction - when a plan of correction will be due and the information to be - when a plan of correction will be due and the information to be - when a plan of correction will be due and the information to be - when a plan of correction will be due and the information to be

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

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 December 6, 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 December 6, 2016 the following remedy will be imposed:

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

ELECTRONIC PLAN OF CORRECTION (ePoC)ELECTRONIC PLAN OF CORRECTION (ePoC)ELECTRONIC PLAN OF CORRECTION (ePoC)ELECTRONIC PLAN OF CORRECTION (ePoC)

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

Your ePoC must:

-            Address how corrective action will be accomplished for those residents found to have

been affected by the deficient practice;

Elliot Care Home Inc

November 29, 2016
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 - 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,

   

 - Submit electronically to acknowledge your receipt of the electronic 2567, your review

and your ePoC submission.

If an acceptable ePoC 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 ePoC 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 ePoC 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 ePoC

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 ePoC for the respective deficiencies (if any) is

acceptable.

Elliot Care Home Inc

November 29, 2016
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VERIFICATION OF SUBSTANTIAL COMPLIANCEVERIFICATION OF SUBSTANTIAL COMPLIANCEVERIFICATION OF SUBSTANTIAL COMPLIANCEVERIFICATION OF SUBSTANTIAL COMPLIANCE

Upon receipt of an acceptable ePoC, 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 ePoC, unless it is determined that either correction actually

occurred between the latest correction date on the ePoC and the date of the first revisit, or correction

occurred sooner than the latest correction date on the ePoC.

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 January 27, 2017 (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

Elliot Care Home Inc

November 29, 2016
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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 April 27, 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 an ePoC 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 electronic 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

                            

   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

     

Elliot Care Home Inc

November 29, 2016

Page   5



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

      

Elliot Care Home Inc

November 29, 2016
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 The facility is enrolled in ePOC and therefore a 
signature is not required at the bottom of the first 
page of the CMS-2567 form.  Electronic 
submission of the POC will be used as 
verification of compliance.

Upon receipt of an acceptable POC an 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.

 

F 353

SS=C

483.30(a) SUFFICIENT 24-HR NURSING STAFF 
PER CARE PLANS

The facility must have sufficient nursing staff to 
provide nursing and related services to attain or 
maintain the highest practicable physical, mental, 
and psychosocial well-being of each resident, as 
determined by resident assessments and 
individual plans of care.

The facility must provide services by sufficient 
numbers of each of the following types of 
personnel on a 24-hour basis to provide nursing 
care to all residents in accordance with resident 
care plans:
       
Except when waived under paragraph (c) of this 
section, licensed nurses and other nursing 
personnel. 

Except when waived under paragraph (c) of this 
section, the facility must designate a licensed 
nurse to serve as a charge nurse on each tour of 
duty.

F 353 12/6/16

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

12/06/2016Electronically Signed

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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This REQUIREMENT  is not met as evidenced 
by:
 Based on interview and document review, the 
facility failed to provide licensed nursing coverage 
for each shift of personnel. This had the potential 
to affect all 15 residents residing in the facility. 

Findings include:

A licensed nurse was not scheduled on each 
shift.  Each resident residing in the facility had a 
form signed by the physician indicating the 
resident was not in need of 24-hour licensed 
nursing care. When interviewed during the 
survey, none of the 15 residents expressed any 
concerns regarding health services provided at 
the facility.   

On 10/27/16, at 10:25 a.m. the program director 
(PD) was interviewed as the director of nursing 
was unavailable. The PD verified the facility did 
not have the required nursing coverage, and said 
they had previously requested a federal waiver. 

All resident's charts were reviewed on 10/27/16, 
at 10:00 a.m. None of the residents required 
medical care that would have required a licensed 
nurse on each shift, and the PD was also a 
licensed practical nurse who was routinely 
present at the facility. In addition, the director of 
nursing was available on call when not in the 
facility.

 F353 483.30 (a) Sufficient 24 HR Nursing 
Staff Per Care Plans 

Waiver Requested     December 6, 
2016

Each resident’s primary physician has 
signed a statement stating that in his/her 
opinion, it is not necessary to require 24 
hours of licensed nursing care, but 
minimal supervision for ADL’s due to each 
resident’s ambulatory status and 
capability of self preservation.

Also, the program director, DON, 
administrator, and owner are all available 
by cell phones with pagers.

This waiver request seeks to included the 
use of a Trained Medication Aide (TMA) 
on the 11:00 PM to 7:00 AM shift, the 3:00 
PM top 11:00 PM shift and the 7:00 AM to 
3:00 PM shift only when necessary.

F 354

SS=C

483.30(b) WAIVER-RN 8 HRS 7 DAYS/WK, 
FULL-TIME DON

Except when waived under paragraph (c) or (d) of 
this section, the facility must use the services of a 
registered nurse for at least 8 consecutive hours 

F 354 12/6/16
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a day, 7 days a week.

Except when waived under paragraph (c) or (d) of 
this section, the facility must designate a 
registered nurse to serve as the director of 
nursing on a full time basis.

The director of nursing may serve as a charge 
nurse only when the facility has an average daily 
occupancy of 60 or fewer residents.

This REQUIREMENT  is not met as evidenced 
by:
 Based on interview and document review the 
facility failed to ensure a registered nurse (RN) 
was working in the facility eight hours a day, 
seven days a week. This had the potential to 
affect all 15 residents residing in the facility. 

Findings include: 

A review of the staffing schedule revealed the 
facility did not meet the requirements for RN 
coverage for eight hours daily. Each of the 
resident's medical record contained a consent 
form indicating the resident was not in need of 
24-hour nursing care. None of the residents 
expressed concerns during the survey regarding 
their health needs not being met while residing in 
the facility. 

On 10/27/16, at 10:25 a.m. the program director 
(PD) was interviewed as the director of nursing 
was unavailable. The PD verified the facility did 
not have the required RN coverage, and said they 
had previously requested a federal waiver.

 F354   
483.30 (b) Waiver-RN 8 Hrs 7 Days/Wk, 
Full-Time DON

Waiver requested.                     December 
6, 2016        

At the present time, with the residents 
currently residing at Elliot, the lack of an 
RN on the premises 8 hours per day will 
not jeopardize the care of the residents.  
All of the residents’ primary care 
physicians have indicated that the 
residents are capable of self-preservation 
with the DON monitoring their care 8 
hours per week and in conjunction with 
some scheduled RN's.

F 458 483.70(d)(1)(ii) BEDROOMS MEASURE AT F 458 12/6/16
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SS=B LEAST 80 SQ FT/RESIDENT

Bedrooms must measure at least 80 square feet 
per resident in multiple resident bedrooms, and at 
least 100 square feet in single resident rooms.

This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, interview and document 
review the facility failed to provide 80 square feet 
of living space for each resident in three multiple 
occupancy bedrooms (Rooms 101,102 and 202). 
This had the potential to affect 9 of 9 residents 
(R1, R2, R3, R9, R12, R11, R14, R5, R13) 
residing in those rooms. 

Findings include: 

On 10/26/16, at 1:45 p.m. during the initial facility 
tour, resident rooms were observed.  Rooms 
101,102, and 202 each accommodated three 
residents. The total square footage in room 101 
measured 227.7 square feet which provided each 
resident with 75.8 square feet of living space. 
Room 102 measured 216 square feet, providing 
each resident with 72 square feet of living space, 
and Room 202 measured 196 square feet, 
providing each resident with 65 square feet of 
living space.  

The nine residents were interviewed during the 
survey, and offered no concerns regarding their 
living space. 

The program director was interviewed on 
10/27/16, at  9:10 a.m. and verified rooms 101, 
102 and 202 did not meet the required square 
footage, and in previous years the facility had 

 F 458
483.70 (d)(1)(ii) Bedrooms measure at 
least 80 sq ft / resident 

Waiver requested                           
December 6, 2016

Residents involved in the indicated rooms 
have been interviewed by the owner.  
Each resident expressed no 
dissatisfaction with their own personal 
space in their rooms.

Granting this waiver will not adversely 
affect the health and safety of the 
residents.
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obtained a federal waiver.
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         16768 County Road 160  
         Cold Spring, MN   56320 
                    (320) 685-8559 
         E-mail: RImholteFiresafe@aol.com 
  
 
January 12, 2016  
 
Ms. Kimberly Louricas                                                                                                         
Elliot Care Home, Inc. 
1500 Elliot Avenue South 
Minneapolis, Minnesota  55404 
 
RE: FSES at Elliot Care Home 
 
Dear Ms. Louricas:  
 
Enclosed please find the survey information relating to the fire safety evaluation of Elliot Care Home, 1500 
Elliot Avenue South in Minneapolis conducted on 01/11/2016. This evaluation was conducted in accordance 
with the Fire Safety Evaluation System (FSES) specified in Chapter 4 of NFPA 101A(01), Guide to Alternative 
Approaches to Life Safety.  
 
As you’re aware, the FSES is a rating system designed to evaluate the level of fire/life safety in health care 
facilities and serves as a method to demonstrate alternative compliance with the 2000 edition of the Life 
Safety Code® (NFPA 101). An FSES was made necessary in this case because of the following three (3) 
deficiencies cited during a fire/life safety recertification survey conducted on 12/01/2015:  

o K012 – Construction type and height,  
o K033 – Exit stairway enclosure construction, and  
o K040 – Exit access door width.   

  
The following factors served as the basis for this evaluation: 

o The building, constructed in 1906, was considered an existing building.   
o Elliot Care Home is three stories in height and has a full basement. For purposes of this FSES, each of 

the four levels was treated as a separate zone.  
o For purposes of this FSES, it was assumed that the basement and 3rd Floor do not involve resident 

housing, treatment or customary access. 
 
Based on the conditions found during the 01/11/2016 on-site visit to the facility, all four parameters in Table 7 
of the worksheets, ZONE FIRE SAFETY EQUIVALENCY EVALUATION, were found to have a score of zero or 
greater. Fire Safety Resources finds, therefore, that Elliot Care Home has achieved a passing FSES score. Should 
you have any questions or need additional information, please don’t hesitate to get back to me. 
  
Wishing you a safe day! 
 
 
Robert L. Imholte 
President 
Fire Safety Resources, LLC 
 
 
Enclosures 
RLI/rli 

mailto:RImholteFiresafe@aol.com




















































Thomas Linhoff 12424 Fire Safety Supervisor 12-16-2016









Thomas Linhoff 12424 Fire Safety Supervisor 12-16-2016









Thomas Linhoff 12424 Fire Safety Supervisor 12-16-2016









Thomas Linhoff 12424 Fire Safety Supervisor 12-16-2016









Electronically delivered

December 29, 2016

Mr. Mark Jefferis,  Administrator

Elliot Care Home Inc

1500 Elliot Avenue South

Minneapolis, Minnesota  55404

Re: Project Number SE152026

Dear Mr. Jefferis:

The above facility survey was completed on October 27, 2016 for the purpose of assessing compliance

with Minnesota Department of Health Boarding Care Home Rules.  At the time of the survey, the

survey team from the Minnesota Department of Health, Health Regulation Division, noted no violations

of these rules promulgated under Minnesota Stat. section 144.653 and/or Minnesota Stat. Section

144A.10.   

Attached is the Minnesota Department of Health order form stating that no violations were noted at

the time of this survey. The Minnesota Department of Health is documenting the State Licensing

Correction Orders using federal software. Please disregard the heading of the fourth column which

states, "Provider's Plan of Correction."  This applies to Federal deficiencies only.  You will need to

acknowledge reciept of this electronic notification.   

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.

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

   

PROTECTING, MAINTAINING AND IMPROVING THE HEALTH OF ALL MINNESOTANS

An equal opportunity employer.
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 3 000 INITIAL COMMENTS

      *****ATTENTION******

    BOARDING CARE HOME 
LICENSING CORRECTION ORDER

In accordance with Minnesota Statute, section 
144A.10, this correction order has been issued 
pursuant to a survey.  If, upon reinspection, it is 
found that the deficiency or deficiencies cited 
herein are not corrected, a fine for each violation 
not corrected shall be assessed in accordance 
with a schedule of fines promulgated by rule of 
the Minnesota Department of Health.

Determination of whether a violation has been 
corrected requires compliance with all 
requirements of the rule provided at the tag 
number and MN Rule number indicated below.  
When a rule contains several items, failure to 
comply with any of the items will be considered 
lack of compliance.  Lack of compliance upon 
re-inspection with any item of multi-part rule will 
result in the assessment of a fine even if the item 
that was violated during the initial inspection was 
corrected. 

You may request a hearing on any assessments 
that may result from non-compliance with these 
orders provided that a written request is made to 
the Department within 15 days of receipt of a 
notice of assessment for non-compliance. 

INITIAL COMMENTS:

 3 000

You have agreed to participate in the electronic 
receipt of State licensure orders consistent with 
the Minnesota Department of Health 
Informational Bulletin 14-01, available at 
http://www.health.state.mn.us/divs/fpc/profinfo/inf
obul.htm The State licensing orders are 

 

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

12/06/16Electronically Signed

If continuation sheet  1 of 36899STATE FORM Y4Z611
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delineated on the attached Minnesota 
Department of Health orders being submitted to 
you electronically.  Although no plan of correction 
is necessary for State Statutes/Rules, please 
enter the word "corrected" in the box available for 
text. You must then indicate in the electronic 
State licensure process, under the heading 
completion date, the date your orders will be 
corrected prior to electronically submitting to the 
Minnesota Department of Health. 

On October 24 through 27, 2016, surveyors of 
this Department's staff, visited the above provider 
and the following correction orders are issued.  
Please indicate in your electronic plan of 
correction that you have reviewed these orders, 
and identify the date when they will be completed.  

Minnesota Department of Health is documenting 
the State Licensing Correction Orders using 
federal software. Tag numbers have been 
assigned to Minnesota state statutes/rules for 
Board and Care Homes.

The assigned tag number appears in the far left 
column entitled  "ID Prefix Tag."  The state 
statute/rule out of compliance is listed in the 
"Summary Statement of Deficiencies" column 
and replaces the "To Comply" portion of the 
correction order. This column also includes the 
findings which are in violation of the state statute 
after the statement, "This Rule is not met as 
evidence by." Following the surveyors findings 
are the Suggested Method of Correction and 
Time period for Correction.

PLEASE DISREGARD THE HEADING OF THE 
FOURTH COLUMN WHICH STATES, 
"PROVIDER'S PLAN OF CORRECTION."  THIS 
APPLIES TO FEDERAL DEFICIENCIES ONLY. 

Minnesota Department of Health
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A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 12/29/2016 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Minnesota Department of Health

00195 10/27/2016

NAME OF PROVIDER OR SUPPLIER

ELLIOT CARE HOME INC

STREET ADDRESS, CITY, STATE, ZIP CODE

1500 ELLIOT AVENUE SOUTH

MINNEAPOLIS, MN  55404

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETE

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 3 000Continued From page 2 3 000

THIS WILL APPEAR ON EACH PAGE. 

THERE IS NO REQUIREMENT TO SUBMIT A 
PLAN OF CORRECTION FOR VIOLATIONS OF 
MINNESOTA STATE STATUTES/RULES.

Minnesota Department of Health
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