m DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically Delivered via Emall
August 21, 2025

Administrator

Brighton Hospice

4500 PARK GLEN ROAD STE 475
SAINT LOUIS PARK, MN 55416

RE: Event ID: 1D3904-H1
Dear Administrator:

On August 13, 2025, a survey was completed at your facility for the purpose of assessing
compliance with Federal certification regulations. At the time of survey, the survey team from the
Minnesota Department of Health, Health Regulation Division, your agency was found to be in
compliance with Federal certification regulations.

Electronically attached is your copy of the Federal Form CMS-2567 indicating your facility's compliance
with the Federal regulations.

Thank you for your cooperation.

Sincerely,

Mg

Melissa Poepping, Compliance Analyst

Federal Enforcement | Health Regulation Division
Minnesota Department of Health

P.O. Box 64900

Saint Paul, Minnesota 55164-0970

Phone: 651-201-4117

Email: Melissa.Poepping@state.mn.us
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On 8/11/25 through 8/13/25, an abbreviated survey was
conducted. This resulted in a standard survey at

Brighton Hospice. The agency was found to have met the
requirements at 42 CFR. Part §418 for Hospice Agencies.

The following complaints were reviewed: H15949408C
(117027), H15941940C (112601), H15941941C (112081).
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Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically Delivered via Email
August 21, 2025
Administrator

Brighton Hospice
4500 PARK GLEN ROAD STE 475
SAINT LOUIS PARK, MN 55416

Re: Event ID: 1D3904-H1
Dear Administrator:

On August 13, 2025, a survey was completed at your agency for the purpose of assessing
compliance with State licensing regulations. At the time of survey, the survey team from the
Minnesota Department of Health, Health Regulation Division, noted no violations of the requirements
under MN Rule 4664.

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. There Is no
requirement to submit a Plan of Correction.

Please feel free to contact me with any questions.

Sincerely,

Melissa Poepping, Compliance Analyst

Federal Enforcement | Health Regulation Division
Minnesota Department of Health

P.O. Box 64900

Saint Paul, Minnesota 55164-0970

Phone: 651-201-4117

Email: Melissa.Poepping@state.mn.us
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Hospice Services.

On 8/11/25 through 8/13/25 an abbreviated complaint
survey was conducted. The agency was found to be in
compliance with MN State Licensing Chapter Rules 4664,
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