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August 23, 2021

Administrator

Regina Senior Living

1175 Nininger Road

Hastings, MN 55033

RE: CCN: 245254

Cycle Start Date: July 29, 2021

Dear Administrator:

On July 29, 2021, a 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 isolated deficiencies that

constituted no actual harm with potential for more than minimal harm that was not immediate

jeopardy (Level D), as evidenced by the electronically attached CMS 2567 whereby corrections are

required.

ELECTRONIC PLAN OF CORRECTION (ePoC)

Within ten (10) calendar days after your receipt of this notice, you must submit an acceptable ePOC for

the deficiencies cited. An acceptable ePOC will serve as your allegation of compliance. Upon receipt of

an acceptable ePOC, we will authorize a revisit to your facility to determine if substantial compliance

has been achieved.

To be acceptable, a provider's ePOC must include the following:

How corrective action will be accomplished for those residents found to have been affected by the

deficient practice.

How the facility will identify other residents having the potential to be affected by the same

deficient practice.

What measures will be put into place, or systemic changes made, to ensure that the deficient

practice will not recur.

How the facility will monitor its corrective actions to ensure that the deficient practice is being

corrected and will not recur.

The date that each deficiency will be corrected.

An electronic acknowledgement signature and date by an official facility representative.

P r o t e c t i n g , M a i n t a i n i n g a n d I m p r o v i n g t h e H e a l t h o f A l l M i n n e s o t a n s

An equal opportunity employer.



The state agency may, in lieu of an onsite revisit, determine correction and compliance by accepting

the facility's ePoC if the ePoC is reasonable, addresses the problem and provides evidence that the

corrective action has occurred.

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:

• Denial of payment for new Medicare and Medicaid admissions (42 CFR 488.417);

• Civil money penalty (42 CFR 488.430 through 488.444).

• Termination of your facility’s Medicare and/or Medicaid agreement (488.456(b)).

DEPARTMENT CONTACT

Questions regarding this letter and all documents submitted as a response to the resident care

deficiencies (those preceded by an "F" tag) and emergency preparedness deficiencies (those preceded

by an “E” tag), i.e., the plan of correction should be directed to:

Sarah Grebenc, Unit Supervisor

Metro B District Office

Licensing and Certification Program

Health Regulation Division

Minnesota Department of Health

85 East Seventh Place, Suite 220

P.O. Box 64900

Saint Paul, Minnesota 55164 0900

Email: sarah.grebenc@state.mn.us

Office: (651) 201 3792

PRESUMPTION OF COMPLIANCE CREDIBLE ALLEGATION OF COMPLIANCE

The facility's ePoC will serve as your allegation of compliance upon the Department's acceptance. 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.

VERIFICATION OF SUBSTANTIAL COMPLIANCE

Upon receipt of an acceptable ePoC, a Post Certification Revisit (PCR), of your facility will be conducted

to validate that substantial compliance with the regulations has been attained in accordance with your

verification.

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

Regina Senior Living

August 23, 2021

Page 2



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.

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 October 29, 2021 (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).

In addition, if substantial compliance with the regulations is not verified by January 29, 2022 (six

months after the identification of noncompliance) your provider agreement will be terminated. 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.

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.

INFORMAL DISPUTE RESOLUTION (IDR) / INDEPENDENT INFORMAL DISPUTE RESOLUTION (IIDR)

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:

https://mdhprovidercontent.web.health.state.mn.us/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:

https://www.health.state.mn.us/facilities/regulation/infobulletins/ib04_8.html

Please note that the failure to complete the informal dispute resolution process will not delay the dates
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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:

William Abderhalden, Fire Safety Supervisor

Deputy State Fire Marshal

Health Care/Corrections Supervisor – Interim

Minnesota Department of Public Safety

445 Minnesota Street, Suite 145

St. Paul, MN 55101 5145

Cell: (507) 361 6204

Email: william.abderhalden@state.mn.us

Fax: (651) 215 0525

Feel free to contact me if you have questions.

Sincerely,

Kamala Fiske Downing

Minnesota Department of Health

Licensing and Certification Program

Program Assurance Unit

Health Regulation Division

Telephone: (651) 201 4112 Fax: (651) 215 9697

Email: Kamala.Fiske Downing@state.mn.us
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E 000 Initial Comments E 000

 On 7/26/21 through 7/29/21, a survey for 
compliance with Appendix Z, Emergency 
Preparedness Requirements, §483.73(b)(6) was 
conducted during a standard recertification 
survey. The facility was in compliance.

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.  Although no plan of 
correction is required, it is required that the facility 
acknowledge receipt of the electronic documents.

 

F 000 INITIAL COMMENTS F 000

 On 7/26/21 through 7/29/21, a standard 
recertification survey was conducted at your 
facility. A complaint investigation was also 
conducted. Your facility was found to be not in 
compliance with the requirements of 42 CFR 483, 
Subpart B, Requirements for Long Term Care 
Facilities. 

The following complaints were found to be 
unsubstantiated:  H5254042C (MN59605), 
H5254043C (MN62536), H5254045C (MN72602), 
H5254046C (MN44128). 

The following complaints were found to be 
substantiated without deficiency due to actions 
implemented by the facility prior to survey:  
H5254044C (MN72518), H5254047C (MN69423).

Additionally, on 7/26/21 through 7/29/21, a 
COVID-19 Focused Infection Control survey was 
conducted at your facility by the Minnesota 
Department of Health to determine compliance 
with §483.80 Infection Control. The facility was 
determined to be not in compliance.

 

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

08/31/2021Electronically 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.

FORM CMS-2567(02-99) Previous Versions Obsolete WOQ311Event ID: Facility ID: 00100 If continuation sheet Page  1 of 14
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F 000 Continued From page 1 F 000

The facility's plan of correction (POC) will serve 
as your allegation of compliance upon the 
Departments acceptance. Because you are 
enrolled in ePOC, your signature is not required 
at the bottom of the first page of the CMS-2567 
form. Your electronic submission of the POC will 
be used as verification of compliance.

Upon receipt of an acceptable electronic POC, an 
onsite revisit of your facility may be conducted to 
validate substantial compliance with the 
regulations has been attained.

F 558 Reasonable Accommodations Needs/Preferences
CFR(s): 483.10(e)(3)

§483.10(e)(3) The right to reside and receive 
services in the facility with reasonable 
accommodation of resident needs and 
preferences except when to do so would 
endanger the health or safety of the resident or 
other residents.
This REQUIREMENT  is not met as evidenced 
by:

F 558 9/6/21
SS=D

 Based on observation, interview and document 
review, the facility failed to have a call light within 
reach for 1 of 2 residents (R7) who was 
dependent and needed staff assistance for daily 
care needs.

Findings include:

R7's annual Minimum Data Set (MDS) 
assessment dated 5/11/21, indicated a diagnosis 
of non-traumatic brain dysfunction. The MDS 
further indicated R7 had severe cognitive 
impairment based on a brief inventory of mental 
status (BIMS) score of six. The MDS indicated R7 

 R7 had clip added to call light on 7/28/21.
In house audit was completed on all 
residents to ensure each resident had a 
call light, with a clip attached and within 
reach on 7/28/21.
Education will be provided to all nursing 
staff regarding call light system and 
facility’s TELs program to report any call 
light issues.
Audits will be conducted 5X a week for 3 
weeks,  and results will be brought to QA 
to be reevaluated.   
Director of Nursing or designee are 
responsible for compliance.

FORM CMS-2567(02-99) Previous Versions Obsolete WOQ311Event ID: Facility ID: 00100 If continuation sheet Page  2 of 14



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  09/09/2021
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

245254 07/29/2021

C

STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

1175 NININGER ROAD
REGINA SENIOR LIVING

HASTINGS, MN  55033

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)

COMPLETION

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

F 558 Continued From page 2 F 558

required extensive assist from staff bed mobility, 
transfers, dressing, eating and toileting.  Also, R7 
had no impairment in functional range of motion 
in his upper extremities. 

R7's care plan dated 7/7/21, directed the staff to 
ensure R7's call light was within reach while in 
room. 

During observation on 7/27/21, at 3:59 p.m. R7 
was observed to sit in his wheelchair in his room.  
R7's call light was on the floor by his bed.  There 
was no clip observed on the call light to secure it 
to a location in reach.  R7 tried to speak but the 
words were undiscernible.

During interview and observation on 7/27/21, at 
4:02 p.m. registered nurse (RN)-C stated R7 
would sometimes use his call light.  RN-C entered 
R7's room and stated he could not have reached 
his call light on the floor.  RN-C picked up the call 
light and put it in R7's hand.  RN-C asked R7 
what he needed and then determined he wanted 
to go out to the dining room.  

During observation on 7/28/21, at 10:51 a.m. R7 
sat in his wheelchair in his room.  R7's call light 
was at the foot of his bed coiled up next to the 
wall. There was no clip observed on the call light 
to secure it to a location in reach.  R7 tried to 
speak but the words were undiscernible. 

During interview and observation on 7/28/21, at 
11:19 a.m. nursing assistant (NA)-A entered R7's 
room and stated call lights should be within 
reach.  NA-A stated R7 could not have reached 
his call light at the foot of his bed.  NA-A picked 
up the call light and put it in R7's hand.  NA-A 
asked R7 what he needed and then determined 

Results of monitoring shall be reported at 
the facility Quality Council meeting with 
ongoing frequency and duration to be 
determined through analysis and review of 
results.
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F 558 Continued From page 3 F 558

he wanted to get turned around in his wheelchair.  

During interview on 7/28/21, at 11:23 a.m. RN-B 
reviewed R7's care plan and stated his call light 
should be within reach. 

During interview on 7/28/21, at 12:59 p.m. the 
director of nursing (DON) stated R7's call light 
should be within his reach. 

The facility policy Call Light Response last 
revised 3/17, directed staff to position the call 
light conveniently for the resident to use and tell 
the resident where the call light is prior to leaving 
the room.

F 677 ADL Care Provided for Dependent Residents
CFR(s): 483.24(a)(2)

§483.24(a)(2) A resident who is unable to carry 
out activities of daily living receives the necessary 
services to maintain good nutrition, grooming, and 
personal and oral hygiene;
This REQUIREMENT  is not met as evidenced 
by:

F 677 9/6/21
SS=D

 Based on observation, interview and document 
review, the facility failed to ensure shaving and 
nail care was provided for 1 of 1 residents (R32) 
who was dependent upon staff for assistance with 
activities of daily living (ADLs).

Findings include:

R32's significant change Minimum Data Set 
(MDS) dated 6/25/21, indicated R32 was severely 
cognitively impaired. R32 was fully dependent on 
staff for eating, oral hygiene, toileting, showering, 
and dressing. R32 was always incontinent of 
bladder and bowel and required assist of two staff 

 R32 had nail care completed and was 
shaved on 7/29/21.
Facility audit was conducted on 08/26/21 
for nail care and shaving. 
Education will be provided to all nursing 
staff regarding resident hygine including 
nail trimming and shaving. 
Audits will be conducted weekly for 3 
weeks, and results will be brought to QA 
to be reevaluated.   
Director of Nursing or designee are 
responsible for compliance.
Results of monitoring shall be reported at 
the facility Quality Council meeting with 
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F 677 Continued From page 4 F 677

for bed mobility and transfers. The MDS indicated 
R23 had diagnoses of right-sided paralysis, 
seizures, heart failure, respiratory failure, and 
diabetes.

R32's care plan dated 7/8/21, identified ADLs as 
a problem area and indicated staff were to shave 
R23 on bath day, and nursing was expected to 
trim R32's fingernails and toenails as needed 
following his weekly bath. 

A progress note dated 7/26/2021, at 12:00 p.m. 
reported R32's family member (FM)-A expressed 
concern over his long hair, bathing, and overall 
grooming. The concerns were brought to the 
attention of the nurse manager who informed 
FM-A that R32 was placed on the list for a 
haircut, and scheduled for a bath on 7/27/21. 

During observation on 7/26/21, at 1:15 p.m. R23 
sat in his reclining wheelchair in his room. His 
hair was approximately 10 inches in length, and 
he had facial hair of approximately 3/8 inch. His 
fingernails were approximately 1/4 inch in length 
and curved slightly around over his fingertips. 
Brown dirt-like substance was visible under his 
fingernails. 

During interview on 7/26/21, at 3:25 p.m. FM-A 
stated she visited that morning and he looked like 
he had not had a haircut for three months and his 
facial hair was very long, She expressed R32 
would not want his hair that long and he would 
want to be shaved. She stated his nails needed to 
be clipped on his hands and feet, and "he would 
have wanted them done".

R32's Weekly Bath Sheet dated 7/27/21, 
indicated R32 had a bed bath, but lacked 

ongoing frequency and duration to be 
determined through analysis and review of 
results.
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F 677 Continued From page 5 F 677

documentation of shaving and nail trimming. 

During observation on 7/28/21, at 7:18 a.m. R32 
laid in bed. His fingernails were not trimmed nor 
his face shaved.  

During observation on 7/29/21, at 8:24 a.m. R32 
sat at the dining room table. His fingernails were 
not trimmed nor his face shaved. 

During interview on 7/29/21, 8:26 a.m. registered 
nurse (RN)-A stated nurses would shave a 
resident if the aides did not. She stated 
fingernails were clipped by nursing assistants 
after showers or baths unless the resident was 
diabetic or on a blood thinner, in which case 
nurses clipped them. She stated there was 
someone who came into the facility weekly to cut 
residents' hair if requested, and if staff noticed a 
resident's hair was longer they would ask the 
resident or the family if they wanted it cut. She 
stated they had a list of residents who requested 
haircuts. She specified nail trimmings were 
marked on the Weekly Bath Sheet or in a 
progress note, and there were a couple of 
residents who had shaving in their care plan, but 
otherwise it was not formally documented. 

During interview on 7/29/21, at 9:39 a.m. licensed 
practical nurse (LPN)-D stated nurses shaved 
most residents on shower days, and some had 
orders for shaving. She stated R32 should have 
had something in his room to use for shaving 
which the aides could have used. She stated 
fingernails were also done on shower days and 
as needed, and documentation of shaving and 
nail trimming was documented either on the 
Weekly Bath Sheet or in a progress note. 
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Further review of R32's Weekly Bath Sheets 
indicated the following:
-On 7/20/21, R32 had a bed bath but was not 
shaved nor were his nails trimmed. 
-On 7/13/21, R32 had a shower, but lacked 
documentation of shaving and nail trimming. 
-On 7/6/21, the bath sheet lacked documentation 
of bath or shower, shaving, and nail trimming. 
-On 6/29/21, R32 had a shower, but lacked 
documentation of shaving and nail trimming. 

During interview on 7/29/21, at 1:02 p.m. the 
director of nursing (DON) stated if staff noticed a 
resident had long fingernails they should have 
been clipped. She stated hair should be kept to 
residents preference, and staff needed to 
anticipate the need if a resident couldn't express 
their needs. DON stated staff documented if nails 
were cut and if the resident was shaved on the 
Weekly Bath Sheet. She stated if it looked like it 
needed to be done, it should have been done, 
and it was scheduled on bath day so that it was 
done at least weekly. DON stated if family 
brought up an issue with grooming she would 
address it right away and take care of it herself if 
she needed to. She stated her expectation was 
someone would have addressed it right away. 
DON reviewed R32's bath sheets and was unable 
to identify when he was last shaved or had his 
nails trimmed. 

On 7/29/21, at 1:08 p.m. DON viewed R23 in his 
room and stated, "He definitely needs a shave if 
it's not his preference." She further stated his 
fingernails needed to be cut "for sure", and 
described his nails as "dirty".

F 684 Quality of Care
CFR(s): 483.25

F 684 9/6/21
SS=D
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§ 483.25 Quality of care 
Quality of care is a fundamental principle that 
applies to all treatment and care provided to 
facility residents. Based on the comprehensive 
assessment of a resident, the facility must ensure 
that residents receive treatment and care in 
accordance with professional standards of 
practice, the comprehensive person-centered 
care plan, and the residents' choices.
This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, interview, and document 
review the facility failed to provide appropriate 
medical device monitoring for 1 of 1 resident 
(R36) reviewed for quality of care.  

Findings include:

R36's quarterly Minimum Data Set (MDS) dated 
7/6/21, indicated R36 had a Brief Interview for 
Mental Status (BIMS) score of 15 which indicated 
R36 was cognitively intact.  R36's diagnoses 
included ventricular tachycardia (the lower 
chambers of the heart beat rapidly), chronic 
systolic congestive heart failure (the heart doesn't 
pump blood adequately) and atrioventricular 
block (interruption of pulses throughout the 
heart). 

R36's admission assessment dated 8/22/18, 
verified a pacemaker was in place upon 
admission.

Interview on 7/29/21, at 10:39 a.m. family 
member (F)-A reported on 1/19/21, she received 
a letter from Allina Health that indicated R36's 
pacemaker transmitter did not transmit data to 
them.  F-A notified the facility about the letter and 

 R36 is no longer in facility.
Audit was completed on 08/03/21 to 
determine all residents with pace makers.  
Education was provided on 08/04/21 to 
the nursing administration regarding 
competition of routine pace maker 
checks.  Monitoring device for pace 
maker was added to all residents plan of 
care. 
Audits will be conducted 5X a week for 3 
weeks, and results will be brought to QA 
to be reevaluated.   Director of Nursing or 
designee are responsible for compliance.
Results of monitoring shall be reported at 
the facility Quality Council meeting with 
ongoing frequency and duration to be 
determined through analysis and review of 
results.
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spoke with a staff member, F-A was unable to 
recall staff member's name.  F-A was assured the 
message would be forwarded to the nurse 
manager.  F-A visited facility on 1/24/21, and 
noticed the transmitter was in the R36's closet 
and not plugged in.
  
F-A reported R36 had the pacemaker since 
5/2018, and had been hooked up in her room 
since that time.  She reported Allina could only 
verify the machine had been disconnected for at 
least two weeks.

Upon interview on 7/29/21, at 8:33 a.m. 
registered nurse (RN)-A reported that R36 didn't 
have a monitor, but she had a follow-up with a 
cardiologist.  She reported if R36 had a monitor, it 
would be noted in the medical record.
 
Upon observation on 7/29/21, at 11:19 a.m. R36's 
transmitter was not visible.   R36 pointed out 
where the transmitter was, behind a pile of 
papers and cards on a shelf near her bed.  The 
transmitter was plugged in.  
Upon interview on 7/29/21, at 11:45 a.m. trained 
medication assistant (TMA)-A reported she has 
never seen a transmitter in the room.
  
Upon interview on 7/29/21, at 11:34 a.m. 
registered nurse (RN)-B verified the pacemaker 
was indicated on the admission observation, 
however RN-B reported nothing was on the plan 
of care and RN-B was unaware R36 had a 
pacemaker or a transmitter.  RN-B stated that 
safety wise the facility should be responsible to 
make sure it is plugged in.
  
Upon interview on 7/29/21, at 11:48 am. the 
director of nursing (DON) reported the facility 
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needs to be aware of who has a pacemaker, how 
it checked, were and when it is checked and who 
to contact to troubleshoot if needed.  The DON 
stated a transmitter should be checked pre shift 
and that all departments need to be aware of the 
equipment and what to do it with it from their 
perspective.  The DON was unaware that R36 
had a pacemaker and a transmitter.
  
Medical Devices policy dated 5/2020, indicated 
that residents are assessed to ensure their needs 
are being met.  Residents identified in need of 
medical devices have interventions/equipment 
implemented in accordance wit the resident 
centered care plan.  The facility follows medical 
device manufacturers guidelines for use.  The 
facility follows manufacturer recommendations for 
safe handling, cleaning, and storage, 
maintenance of equipment in accordance with the 
manufacturer specifications and consistent with 
federal, state and local laws and regulations.  The 
facility ensures in the event of a power loss, 
necessary medical device is plugged into 
emergency outlets if required.

F 880 Infection Prevention & Control
CFR(s): 483.80(a)(1)(2)(4)(e)(f)

§483.80 Infection Control
The facility must establish and maintain an 
infection prevention and control program 
designed to provide a safe, sanitary and 
comfortable environment and to help prevent the 
development and transmission of communicable 
diseases and infections.

§483.80(a) Infection prevention and control 
program. 
The facility must establish an infection prevention 

F 880 9/6/21
SS=D
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and control program (IPCP) that must include, at 
a minimum, the following elements: 

§483.80(a)(1) A system for preventing, identifying, 
reporting, investigating, and controlling infections 
and communicable diseases for all residents, 
staff, volunteers, visitors, and other individuals 
providing services under a contractual 
arrangement based upon the facility assessment 
conducted according to §483.70(e) and following 
accepted national standards;

§483.80(a)(2) Written standards, policies, and 
procedures for the program, which must include, 
but are not limited to:
(i) A system of surveillance designed to identify 
possible communicable diseases or 
infections before they can spread to other 
persons in the facility;
(ii) When and to whom possible incidents of 
communicable disease or infections should be 
reported;
(iii) Standard and transmission-based precautions 
to be followed to prevent spread of infections;
(iv)When and how isolation should be used for a 
resident; including but not limited to:
(A) The type and duration of the isolation, 
depending upon the infectious agent or organism 
involved, and 
(B) A requirement that the isolation should be the 
least restrictive possible for the resident under the 
circumstances.  
(v) The circumstances under which the facility 
must prohibit employees with a communicable 
disease or infected skin lesions from direct 
contact with residents or their food, if direct 
contact will transmit the disease; and
(vi)The hand hygiene procedures to be followed 
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by staff involved in direct resident contact.

§483.80(a)(4) A system for recording incidents 
identified under the facility's IPCP and the 
corrective actions taken by the facility. 

§483.80(e) Linens.  
Personnel must handle, store, process, and 
transport linens so as to prevent the spread of 
infection.  

§483.80(f) Annual review.  
The facility will conduct an annual review of its 
IPCP and update their program, as necessary.
This REQUIREMENT  is not met as evidenced 
by:
 Based on observation and interview the facility 
failed to ensure personal protective equipment 
(PPE) was used when direct care was provided 
for 1 of 1 resident (R41) who required isolation 
precautions.  In addition, the facility failed to 
ensure equipment in room was disinfected 
following contamination.  

Findings include:

R41's annual Minimum Data Set (MDS) dated 
12/01/20, indicated R41 had a Brief Interview for 
Mental Status (BIMS) score of 13, which 
indicated intact cognition.  Diagnoses included 
traumatic subdural hemorrhage (acute brain 
injury), pressure ulcer of sacral region, stage 3 
(open wound, on the lower back region, with 
sores extending into the tissue), methicillin 
resistant staphylococcus aureus infection, 
(bacteria severely difficult to treat in humans), 
and aphagia (loss of ability to express speech 
caused by brain injury).  

 • Root Cause Analysis was completed 
to identify areas which results in 
deficiency and was completed on 
8/27/2021
• Action Plan was completed to prevent 
reoccurrences of problem areas identified 
in RCA and was completed on 9/8/2021
• Root Cause Analysis and Action Plan 
were reviewed and approved by Quality 
Council on 8/27/2021 and 9/9/2021.
• PPE donning and doffing sequence 
sheets for employee reference and 
utilization to be hung in isolation rooms to 
ensure proper donning/doffing technique 
and was completed on 9/8/2021
• R41 PPE to be stored with dressing 
supplies in resident's room and was 
completed on 9/8/2021.
• All Staff Mandatory Policy Review  
and Education/competencies:                           
o Review Policy: Standard Precautions 
POL_IP052
o Review Policy: Contact Precautions 
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R41's care plan dated 5/19/21, identified a 
self-care deficit and directed staff to assist with 
activities of daily living that included bathing, 
grooming, oral cares, transferring, mobility, vision, 
bowel and bladder, with assistance of 1, and 
required an EZ stand with all transfers.  R41's 
care plan indicated isolation precautions per 
policy.  

Observation on 7/28/21, at 10:32 identified an 
isolation sign that was on the door.  Staff were 
directed to wear gown, gloves, mask and eye 
protection.  A biohazard bin was placed outside 
the door and a cart with PPE was outside the 
door.   

During an observation on 7/28/21, 10:32 a.m. 
registered nurse (RN)-A completed the wound 
care tasks and then moved R41's tray table next 
to his bed, touched  the top surface of the table 
with soiled gloves.  RN-A did not disinfect the 
table following the contamination.   

During an observation on 7/28/21, at 10:40 a.m. 
nursing assistant (NA)-A assisted R41 to the toilet 
toileted and did not wear a gown or gloves.   

During an interview on 7/28/21, at 10:48 a.m. 
NA-A verified that with all hands-on care in the 
isolation room a gown and gloves must be worn.  

During an interview on 7/29/21, at 9:03 a.m. RN-A 
verified the tray table was moved with soiled 
gloves.  RN-A stated the infection control protocol 
was to doff all (PPE) and wash hands prior to 
touching any surface in the room.  If the surface 
was contaminated it needed to be disinfected. 
 
During an interview on 7/29/21, at 9:58 a.m. the 

POL_IP057 
o Review Policy: Hand Hygiene 
POL_IP054 
o Review Policy: Resident Care 
Equipment POL_IP014 
o Review Policy: Guidelines for MRSA 
POL_IP048
o Review Handout: CDC Use PPE When 
Caring for Patients with Confirmed or 
Suspected COVID-19 for Donn/Doff PPE      
***Competencies to be used as 
post-test***
• Handwashing Audits and competency 
testing will be completed 4X a week on all 
shifts for one week, then twice weekly for 
1 week once compliance is met. 
• Donning & Doffing Audits and 
competency testing will be completed 4X 
a week on all shifts for one week, then 
twice weekly for 1 week once compliance 
is met.
• Disinfection of shared equipment 
audits 4x a week on all shifts for one 
week, then twice weekly for 1 week once 
compliance is met.
• The Director of Nursing, Infection 
Preventionist, or designee will review the 
results of audits and monitoring with the 
Quality Assurance Program Improvement 
(QAPI) program.
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director of nursing (DON) stated the policy for a 
lapse in PPE, if soiled gloves touch a clean 
surface, was staff should immediately doff all 
PPE, wash hands, redress in clean PPE and 
disinfect surface with approved disinfectant.

Contact Precaution policy dated 06/21, indicated 
hand hygiene is done prior to donning PPE.  PPE 
is donned prior to entering room, gloves, gown, 
goggles, and face mask.  The handling of 
resident-care equipment and devices are cleaned 
with facility disinfectants as indicated routinely 
and when contaminated.
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K 000 INITIAL COMMENTS K 000

 FIRE SAFETY

An annual Life Safety Code survey was 
conducted by the Minnesota Department of 
Public Safety, State Fire Marshal Division on 
07/28/2021.  At the time of this survey, REGINA 
SENIOR LIVING was found not in compliance 
with the requirements for participation in 
Medicare/Medicaid at 42 CFR, Subpart 
483.70(a), Life Safety from Fire, and the 2012 
edition of National Fire Protection Association 
(NFPA) 101, Life Safety Code (LSC), Chapter 19 
Existing Health Care and the 2012 edition of 
NFPA 99, Health Care Facilities Code.

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.

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.

PLEASE RETURN THE PLAN OF 
CORRECTION FOR THE FIRE SAFETY 
DEFICIENCIES (K-TAGS) TO:

IF PARTICIPATING IN THE E-POC PROCESS, A 
PAPER COPY OF THE PLAN OF CORRECTION 
IS NOT REQUIRED.

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

08/31/2021Electronically 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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Healthcare Fire Inspections
State Fire Marshal Division
445 Minnesota St., Suite 145
St. Paul, MN 55101-5145, OR

By email to:
FM.HC.Inspections@state.mn.us

THE PLAN OF CORRECTION FOR EACH 
DEFICIENCY MUST INCLUDE ALL OF THE 
FOLLOWING INFORMATION:

1. A detailed description of the corrective action 
taken or planned to correct the deficiency.

2. Address the measures that will be put in 
place to ensure the deficiency does not reoccur.

3. Indicate how the facility plans to monitor 
future performance to ensure solutions are 
sustained.

4. Identify who is responsible for the corrective 
actions and monitoring of compliance.

5. The actual or proposed date for completion of 
the remedy.

REGINA SENIOR LIVING is a 1-story building 
with full basement.  It was constructed in 1965 
and was determined to be of Type II (111) 
construction.  In 2012, a TCU was added to the 
building, having a 2-hr fire separation and 
determined to be Type II (111) construction.

Because the original building and additions are 
compatible construction types allowed for existing 
buildings of this height, the facility was surveyed 
as one building as allowed in the 2012 edition of 
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National Fire Protection Association (NFPA) 
Standard 101, Life Safety Code (LSC), Chapter 
19 Existing Health Care Occupancies.

The facility is fully protected throughout by an 
automatic sprinkler system and has a fire alarm 
system with smoke detection in the corridors, 
spaces open to the corridors, and resident rooms, 
that is monitored for automatic fire department 
notification.

The facility has a capacity of 57 beds and had a 
census of 43 at the time of the survey.

The requirement at 42 CFR, Subpart 483.70(a) is 
NOT MET as evidenced by:

K 324 Cooking Facilities
CFR(s): NFPA 101

Cooking Facilities
Cooking equipment is protected in accordance 
with NFPA 96, Standard for Ventilation Control 
and Fire Protection of Commercial Cooking 
Operations, unless: 
* residential cooking equipment (i.e., small 
appliances such as microwaves, hot plates, 
toasters) are used for food warming or limited 
cooking in accordance with 18.3.2.5.2, 19.3.2.5.2
* cooking facilities open to the corridor in smoke 
compartments with 30 or fewer patients comply 
with the conditions under 18.3.2.5.3, 19.3.2.5.3, 
or
* cooking facilities in smoke compartments with 
30 or fewer patients comply with conditions under 
18.3.2.5.4, 19.3.2.5.4.
Cooking facilities protected according to NFPA 96 
per 9.2.3 are not required to be enclosed as 
hazardous areas, but shall not be open to the 

K 324 7/29/21
SS=D
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corridor. 
18.3.2.5.1 through 18.3.2.5.4, 19.3.2.5.1 through 
19.3.2.5.5, 9.2.3, TIA 12-2

This REQUIREMENT  is not met as evidenced 
by:
 Based on observation and staff interview, the 
facility failed to maintain proper safety and 
security related to a cooking device in a resident 
accessible corridor in accordance with the Life 
Safety Code NFPA 101, 2012 edition, section 
19.3.2.5.3.  This deficient condition could have an 
isolated impact on the residents within the facility.

Findings Include:

On 07/28/2021 between 09:00 AM to 02:00 PM, it 
was revealed during the walk-through of the 
facility that in the Physical Therapy / Occupational 
Therapy Room, the stove control switch, on the 
wall adjacent to the stove, was a twist-turn switch 
- having no lock-out capabilities or means to 
secure

This deficient condition was confirmed by the 
Facility Administrator at the time of discovery.

 The issue has been corrected by 
installing a lock box over the switch and 
will be locked out when not supervised by 
therapy staff.

All therapy staff have been educated of 
the update / change.

Lock box will be audited weekly X 4 
weeks.

Results of monitoring shall be reported at 
the facility Quality Council meeting with 
ongoing frequency and duration to be 
determined through analysis and review of 
results.

Complete Date: 9/17/21

K 353 Sprinkler System - Maintenance and Testing
CFR(s): NFPA 101

Sprinkler System - Maintenance and Testing
Automatic sprinkler and standpipe systems are 
inspected, tested, and maintained in accordance 
with NFPA 25, Standard for the Inspection, 
Testing, and Maintaining of Water-based Fire 
Protection Systems. Records of system design, 

K 353 9/30/21
SS=D
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maintenance, inspection and testing are 
maintained in a secure location and readily 
available. 
  a) Date sprinkler system last checked   
_____________________
  b) Who provided system test  
____________________________
  c) Water system supply source  
__________________________
Provide in REMARKS information on coverage for 
any non-required or partial automatic sprinkler 
system.
9.7.5, 9.7.7, 9.7.8, and NFPA 25
This REQUIREMENT  is not met as evidenced 
by:
 Based on observation, staff interview and 
documentation review, the facility failed to inspect 
and maintain the sprinkler system in accordance 
with NFPA 101 (2012 edition), Life Safety Code, 
sections 9.7.5, 9.7.6, and NFPA 25 (2011 edition) 
Standard for the Inspection, Testing, and 
Maintenance of Water-Based Fire Protection 
Systems, sections 5.2.1.1, 5.2.1.1.3, 5.2.1.2. 
NFPA13 (2010 edition), Standard for the 
Installation of Sprinkler Systems, sections 8.1.1, 
8.5.4.1, 22.1 These deficient conditions could 
have an isolated impact on the residents within 
the facility.

Findings include:

1. On 07/28/2021 between 09:00 AM to 02:00 
PM, it was revealed during walk-through of the 
facility that a portion of the ceiling directly above 
the fire sprinkler system and sprinkler heads in 
the Physical Therapy Area, located in the 
basement, was missing.  The absence of the 
amount of finished ceiling viewed, could result in 
delayed activation of sprinkler heads and 

 The ceiling has been repaired by a 
certified contractor.  All ceiling tiles have 
been replaced and ceiling is back to 
intended condition.  Any future issues will 
be reported to the maintenance 
department and repaired immediately 
upon discovery.

Results of monitoring shall be reported at 
the facility Quality Council meeting with 
ongoing frequency and duration to be 
determined through analysis and review of 
results.

Complete Date: 9/30/21
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sprinkler system in the event of a fire in that area.

2. On 07/28/2021 between 09:00 AM to 02:00 
PM, it was revealed during staff interview that the 
missing ceiling directly above the fire sprinkler 
system and sprinkler heads in the Physical 
Therapy Area, located in the basement, was part 
of a sprinkler system upgrade. During 
documentation review no working plans 
associated to the sprinkler system were 
presented for review -or- an associated timeline 
of project completion

These deficient conditions were confirmed by the 
Facility Maintenance Director at the time of 
discovery.

K 711 Evacuation and Relocation Plan
CFR(s): NFPA 101

Evacuation and Relocation Plan
There is a written plan for the protection of all 
patients and for their evacuation in the event of 
an emergency.
Employees are periodically instructed and kept 
informed with their duties under the plan, and a 
copy of the plan is readily available with telephone 
operator or with security. The plan addresses the 
basic response required of staff per 18/19.7.2.1.2 
and provides for all of the fire safety plan 
components per 18/19.2.2.
18.7.1.1 through 18.7.1.3, 18.7.2.1.2, 18.7.2.2, 
18.7.2.3, 19.7.1.1 through 19.7.1.3, 19.7.2.1.2, 
19.7.2.2, 19.7.2.3
This REQUIREMENT  is not met as evidenced 
by:

K 711 7/29/21
SS=F

 Based on document review and staff interview, 
the facility failed to properly document the 
evacuation and relocation plan in accordance with 

 Instructions have been added to the fire 
plan that the charge nurse will call 911 in 
the event of a fire emergency. The 
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the Life Safety Code NFPA 101, 2012 edition, 
sections 19.7.2, 19.7.2.1.2, 19.7.2, 19.7.2.2.  This 
deficient condition could have a widespread 
impact on the residents within the facility.

Findings include:

On 07/28/2021 between 09:00 AM to 02:00 PM, it 
was revealed during documentation review that 
the Fire Safety Plan was missing informational 
content associated to notification of the fire 
department ( call 9-1-1 ), as-well-as plans and 
routes whereby resident would be relocated or 
evacuated from the facility ( floor-plan with routes 
and points of egress )

This deficient condition was confirmed by the 
Maintenance Director at the time of discovery.

evacuation routes have been added to the 
fire plan. This will be included in the 
annual review of the EOP to ensure all 
routes and procedures are up to date.

K 914 Electrical Systems - Maintenance and Testing
CFR(s): NFPA 101

Electrical Systems - Maintenance and Testing
Hospital-grade receptacles at patient bed 
locations and where deep sedation or general 
anesthesia is administered, are tested after initial 
installation, replacement or servicing. Additional 
testing is performed at intervals defined by 
documented performance data.  Receptacles not 
listed as hospital-grade at these locations are 
tested at intervals not exceeding 12 months. Line 
isolation monitors (LIM), if installed, are tested at 
intervals of less than or equal to 1 month by 
actuating the LIM test switch per 6.3.2.6.3.6, 
which activates both visual and audible alarm. For 
LIM circuits with automated self-testing, this 
manual test is performed at intervals less than or 
equal to 12 months. LIM circuits are tested per 
6.3.3.3.2 after any repair or renovation to the 

K 914 9/17/21
SS=F
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electric distribution system. Records are 
maintained of required tests and associated 
repairs or modifications, containing date, room or 
area tested, and results.
6.3.4 (NFPA 99)
This REQUIREMENT  is not met as evidenced 
by:
 Based on document review and staff interview, 
the facility failed to properly document the annual 
electrical receptacle testing in accordance with 
NFPA 99 (2012 edition), Health Care Facilities 
Code, sections 6.3.3.2, 6.3.4.1 and 6.3.4.2.  This 
deficient condition could have a widespread 
impact on the residents within the facility.

Findings include:

On 07/28/2021 between 09:00 AM to 02:00 PM, it 
was revealed during documentation review the 
records provided for review were generic in 
information content, not providing detailed 
information associated to the duplex and/or quad 
outlets located in resident rooms

This deficient practice was confirmed by the 
Maintenance Director at the time of discovery.

 The annual receptacle inspection 
document has been updated to include 
the date the testing is completed, a sign 
off of who is completing testing and has 
each outlet gang properly labeled. 

Outlet testing has been added to facility’s 
TELs program, as testing will be 
completed on an annual basis. 

Results of monitoring shall be reported at 
the facility Quality Council meeting with 
ongoing frequency and duration to be 
determined through analysis and review of 
results.

Complete Date: 9/17/21

K 923 Gas Equipment - Cylinder and Container Storag
CFR(s): NFPA 101

Gas Equipment - Cylinder and Container Storage
Greater than or equal to 3,000 cubic feet
Storage locations are designed, constructed, and 
ventilated in accordance with 5.1.3.3.2 and 
5.1.3.3.3.
>300 but <3,000 cubic feet
Storage locations are outdoors in an enclosure or 
within an enclosed interior space of non- or 
limited- combustible construction, with door (or 

K 923 9/17/21
SS=F
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gates outdoors) that can be secured. Oxidizing 
gases are not stored with flammables, and are 
separated from combustibles by 20 feet (5 feet if 
sprinklered) or enclosed in a cabinet of 
noncombustible construction having a minimum 
1/2 hr. fire protection rating. 
Less than or equal to 300 cubic feet
In a single smoke compartment, individual 
cylinders available for immediate use in patient 
care areas with an aggregate volume of less than 
or equal to 300 cubic feet are not required to be 
stored in an enclosure.  Cylinders must be 
handled with precautions as specified in 11.6.2.
A precautionary sign readable from 5 feet is on 
each door or gate of a cylinder storage room, 
where the sign includes the wording as a 
minimum "CAUTION: OXIDIZING GAS(ES) 
STORED WITHIN NO SMOKING."  
Storage is planned so cylinders are used in order 
of which they are received from the supplier.  
Empty cylinders are segregated from full 
cylinders.  When facility employs cylinders with 
integral pressure gauge, a threshold pressure 
considered empty is established.  Empty cylinders 
are marked to avoid confusion. Cylinders stored 
in the open are protected from weather.
11.3.1, 11.3.2, 11.3.3, 11.3.4, 11.6.5 (NFPA 99)
This REQUIREMENT  is not met as evidenced 
by:
 Based on observation and staff interview, the 
facility failed to maintain medical gas storage and 
management per NFPA 99 (2012 edition), Health 
Care Facilities Code, sections 11.3.4, 11.6.5  This 
deficient condition could have an widespread 
impact on the residents within the facility.

Findings include:

On 07/28/2021 between 09:00 AM to 02:00 PM, it 

 All oxygen cylinders which are not tagged 
as full will be put into the empty rack.  
Both full and empty racks are identified 
with signage.  Additionally, all oxygen 
cylinders will be returned from the agency 
they came from when no longer required.  
After entering the facility, residents are 
provided with liquid oxygen only.

All nursing staff have been educated on 

FORM CMS-2567(02-99) Previous Versions Obsolete WOQ321Event ID: Facility ID: 00100 If continuation sheet Page  9 of 10



A. BUILDING 01 - NURSING HOME

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  09/21/2021
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

245254 07/28/2021
STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

1175 NININGER ROAD
REGINA SENIOR LIVING

HASTINGS, MN  55033

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)

COMPLETION

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

K 923 Continued From page 9 K 923

was revealed that the Med Gas Storage Room 
had mixed storage of cylinders and there was no 
in-room signage to identify placement location for 
empty / full cylinders

This deficient practice was confirmed by the 
Maintenance Director at the time of discovery.

proper oxygen storage. 

Audits to ensure proper storage 
compliance will be conducted weekly X 4 
weeks.

Results of monitoring shall be reported at 
the facility Quality Council meeting with 
ongoing frequency and duration to be 
determined through analysis and review of 
results.

Complete Date: 9/17/21
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monica.larson@state.mn.us

Please print this page and give it to your state survey

team. A page for both the CMS-671 and CMS-672 will
be required to complete the process.

Print this Page

Would you like to go to the CMS-672 form for data entry? Go to CMS-672

I'm finished and would like to exit the application. Exit

Standard Survey Date Format: mm/dd/yy
From F1: 07/26/21 To F2: 07/29/21

Extended Survey Date Format: mm/dd/yy
From F3: To F4:

Name of Facility:
REGINA SENIOR LIVING

Provider Number:
245254

Fiscal Year ending:

Address:
1175 NININGER ROAD, HASTINGS, DAKOTA, MN 55033

Telephone Number: F6
651-480-4333

State/County Code: 
MN / DAKOTA

State/Region Code: 
MN / 05

A. F9 03 - SNF/NF - Medicare/Medicaid

B. Is this facility hospital based? F10 No

If yes, indicate Hopsital Provider Number: F11 NA

Ownership: F12 04 - Non Profit - Church Related

Owned or leased by Multi-Facility Organization: F13 Yes

Name of Multi-Facility Organization: F14 Benedictine

Dedicated Special Care Units (show number of beds for all that apply)

AIDS F15 0 Alzheimer's Disease F16 0

Dialysis F17 0 Disabled Child Young Adult
F18 0

Head Trama F19 0 Hospice F20 0

Huntington's Disease F21 0 Ventilator/Respiratory Care
F22 0

Other Spec Rehab. F23 0

Does the facility currently have an organized resident group? F24 Yes

Does the facility currently have an organized group of family members of Yes



residents? F25

Does the facility conduct experimental research? F26 No

Is the facility part of a continuing care retirement community (CCRC)? F27 Yes

 

If the facility currently has a staffing waiver, indicate the type(s) of waiver(s) by writing in the date(s)
of the last approval. Indicate the number of hours waived for each type of waiver granted. If the facility
does not have a waiver, write NA in the blanks.

Waiver of seven day RN requirement.
Date: mm/dd/yy

 F28 NA

Hours waived per week:
 F29 NA

Waiver of 24 hr licensed nursing requirement.
Date: mm/dd/yy

 F30 NA

Hours waived per week:
 F31 NA

Does the facility currently have an approved nurse aide training and
competency program? F32

No

The following three questions are to be completed by the survey team.

1) Was this a staggered Survey? No - Not Staggered

2) If staggered, day of the week starting? Surveyor to Complete

3) If staggered, starting time? Surveyor to complete AM

Name of Person Completing Form:
 Briana Sturm

Date:
 07/30/21

Share This

Spotlight

Minnesota eLicensing

Questions?

Please contact our Health Regulation Division: health.fpc-web@state.mn.us or 
 651-201-4101.

 

See also > Health Regulation

Certificates & Records
Data & Statistics
Diseases & Conditions
Emergency Preparedness
Environments & Your Health
Facilities & Professions
Health Care & Coverage
Injury, Violence & Safety
Life Stages & Populations
Policy, Economics & Legislation
Prevention & Healthy Living



Minnesota Department of Health: Protecting, maintaining
improving the health of all Minnesotans.

Confirmation page! Thank you for using the data entry system.

If you have comments please send to:

monica.larson@health.state.mn.us

Please print this page and give it to your state survey

team. A page for both the CMS-671 and CMS-672 will
be required to complete the process.

Print this Page

Would you like to go to the CMS-671 form for data entry? Go to CMS-671

I'm finished and would like to exit the application. Exit

REGINA SENIOR LIVING

Provider No.
245254

Medicare F75
2

Medicaid F76
30

Other F77
11

Total Residents
F78
43

ADL Independent
Assist of One

Two Staff Dependent

Bathing F79 1 F80 40 F81 2

Dressing F82 2 F83 39 F84 2

Transferring F85 2 F86 33 F87 8

Toilet Use F88 2 F89 38 F90 3

Eating F91 12 F92 29 F93 2

A. Bowel/Bladder Status

F94 2 With indwelling or external catheter.

F95 Of total number of residents with catheters, 1
were present on admission.

F96 39 Occasionally or frequently incontinent of
bladder.

F97 31 Occasionally or frequently incontinent of
bowel.

F98 39 On individually written bladder training
program.

B. Mobility

F100 1 Bedfast all or most of time..

F101 39 In chair all or most of time.

F102 1 Independently ambulatory.

F103 17 Ambulation with assistance or assistive
device.

F104 0 Physically restrained.



F99 29 On individually written bowel training
program.

 

 

F105 Of total number of residents with restrained,
0 were admitted with orders for restraints.

F106 24 With contractures.

F107 Of total number of residents with
contractures, 19 had contractures on admission.

C. Mental Status

F108 0 With mental retardation.

F109 18 With documentation signs and symptoms
of depression.

F110 12 With documentation psychiatric
diagnosis (excluding dementias and depression).

F111 16 Dementia: multi-infarct, senile,
Alzheimer's type, or other than Alzheimer's type.

F112 3 With behavioral symptoms.

F113 3 Of the total number of residents with
behavioral symptoms, the total number receiving
a behavior management prpgram.

F114 0 Receiving health rehabilitative services for
MI/MR.

D. Skin Integrity

F115 4 With pressure sores (exclude stage I).

F116 2 Of the total number of residents with
pressure sores excluding stage I, how many
residents had pressure sores on admission?

F117 17 Receiving preventive skin care.

F118 11 With rashes.

 

 

 

E. Special Care

F119 5 Receiving hospice care benefit.

F120 0 Receiving radiation therapy.

F121 0 Receiving chemotherapy.

F122 0 Receiving dialysis.

F123 0 Receiving intravenous therapy, parenteral
nutrition, and/or blood transfusion.

F124 8 Receiving respiratory treatment.

F125 0 Receiving tracheostomy care.

F126 1 Receiving ostomy care.

 

F127 1 Receiving suction.

F128 8 Receiving injections (exclude vitamin B12
injections)

F129 1 Receiving tube feedings.

F130 8 Receiving mechanically altered diets
including pureed and all chopped food (not only
meat).

F131 13 Receiving specialized rehabilitative
services (Physical therapy, speech-language
therapy, occupational therapy).

F132 2 Assistive devices while eating.

 

 



F. Medication

F133 22 Receiving any psychoactive medication.

F134 4 Receiving antipsychotic medications.

F135 7 Receiving antianxiety medications.

F136 17 Receiving antidepressant medications.

F137 0 Receiving hypnotic medication.

F138 2 Receiving antibiotics.

F139 37 On pain management program.

G. Other

F140 8 With unplanned significant weight
loss/gain.

F141 0 Who do not communicate in the dominant
language of the facility (includes those who use
sign language).

F142 0 Who use non-oral communicationdevices.

F143 27 With advance directives.

F144 37 Received influenza immunization.

F145 42 Received pneumococcal vaccine.

 

I certify that this Information is accurate to the best of my knowledge.

Name of Person Completing Title Date

Charlotte Cameron Director of Nursing 07/30/2021

To be completed by MDH survey team.

F146 Was ombudsman office notified prior to survey? Yes

F147 Was ombudsman present during any portion of the survey? Yes

F148 Medication error rate 0%

Share This

Spotlight

Minnesota eLicensing

Questions?

Please contact our Health Regulation Division: health.fpc-web@state.mn.us or 
 651-201-4101.

 

See also > Health Regulation

Certificates & Records
Data & Statistics
Diseases & Conditions
Emergency Preparedness
Environments & Your Health



FIRE SAFETY SURVEY REPORT

CRUCIAL DATA EXTRACT

(TO BE USED WITH CMS-2786 FORMS)

SURVEY DATEFACILITY NAMEPROVIDER NUMBER

REGINA SENIOR LIVING 07/28/2021K1 *K4 245254

A BUILDING

B WING

C FLOOR

D APARTMENT UNIT

TOTAL NUMBER OF BUILDINGS

DATE OF PLAN 

APPROVAL
K6

NUMBER OF THIS BUILDING

K3 :

A

01

1

MULTIPLE CONSTRUCTION 

LSC FORM INDICATOR COMPLETE IF ICF/MR IS SURVEYED UNDER CHAPTER 21

*K7 SELECT NUMBER OF FORM USED FROM ABOVE

SMALL (16 BEDS OR LESS)

K8:

1 PROMPT

2 SLOW

3 IMPRACTICAL

LARGE
4 PROMPT

5 SLOW

6 IMPRACTICALK8:

APARTMENT HOUSE

7 PROMPT

8 SLOW

9 IMPRACTICAL
K8:

ENTER E-SCORE HERE

K5: e.g 2.5

12

Health Care Form

ASC Form

ICF/MR Form

2786 R

2786 R

2786 U

2786 U

2786 V, W, X

2786 V, W, X

12

13

14

15

16

17

2012 EXISTING

2012 EXISTING

2012 EXISTING

2012 NEW

2012 NEW

2012 NEW

K321: K351:

(Check if K321 or K351 are marked as not applicable in the 

2786 M, R, T, U, V, W, X, Y and Z.)

(FSES)(WAIVERS)(ACCEPTABLE POC)(COMP. WITH 

ALL PROVISIONS)

A4A3A2A1

*K9 : FACILITY MEETS LSC BASED ON: (Check all that apply)

X

(PERFORMANCE 

BASED DESIGN)

A5

B.

FACILITY DOES NOT MEET LSC:
XA. B. C.

K180:

FULLY SPRINKLERED

(All required areas are sprinklered)

NONE

(No sprinkler system)

PARTIALLY SPRINKLERED

(Not all required areas are sprinklered)

*MANDATORY

Form CMS-2786a





  

  

—

  

2
4

5
2

5
4

R
E

G
IN

A
S

E
N

IO
R

L
IV

IN
G

1
1
7
5

N
in

in
g
e
r

R
o
a
d

H
a
s
ti
n
g
s
,
M

N
5
5
0
3
3

0
7
/2

8
/2

0
2
1

5
7

5
7

D
e
p
u
ty

S
ta

te
F

ir
e

M
a
rs

h
a
l

M
in

n
e
s
o
ta

S
ta

te
F

ir
e

M
a
rs

h
a
l

D
iv

is
io

n
0
8
/0

2
/2

0
2
1

 4
0

0
0

3

F
ir
e

S
a

fe
ty

S
u

p
e

rv
is

o
r

M
in

n
e
s
o
ta

S
ta

te
F

ir
e

M
a
rs

h
a
l
D

iv
is

io
n

0
8

/2
0

/2
0

2
1

F
5

2
5

4
0

3
0

0
1

✔
✔

✔

5
7



R
e
p

a
ir

, 
R

e
n

o
v
a
ti

o
n

, 
M

o
d

if
ic

a
ti

o
n

, 
o

r 
R

e
c
o

n
s

tr
u

c
ti

o
n

 

C
h

a
n

g
e

 o
f 

U
s

e
 o

r 
C

h
a

n
g

e
 o

f 
O

c
c
u

p
a
n

c
y

A
d

d
it

io
n

s
 

R
E

G
IN

A
S

E
N

IO
R

L
IV

IN
G



 

R
E

G
IN

A
S

E
N

IO
R

L
IV

IN
G



R
E

G
IN

A
S

E
N

IO
R

L
IV

IN
G

is
a

1
-s

to
ry

b
u

ild
in

g
w

it
h

fu
ll

b
a

s
e

m
e

n
t.

It
w

a
s

c
o

n
s
tr

u
c
te

d
in

1
9

6
5

a
n

d
w

a
s

d
e

te
rm

in
e

d
to

b
e

o
f
T

y
p

e
II

(1
1

1
)

c
o

n
s
tr

u
c
ti
o

n
.

In
2

0
1

2
,

a
T

C
U

w
a

s
a

d
d

e
d

to
th

e
b

u
ild

in
g

,
h

a
v
in

g
a

2
-h

r
fi
re

s
e

p
a

ra
ti
o

n
a

n
d

d
e

te
rm

in
e

d
to

b
e

T
y
p

e
II

(1
1

1
)

c
o

n
s
tr

u
c
ti
o

n
.

B
e

c
a

u
s
e

th
e

o
ri
g

in
a

l
b

u
ild

in
g

a
n

d
a

d
d

it
io

n
s

a
re

c
o

m
p

a
ti
b

le
c
o

n
s
tr

u
c
ti
o

n
ty

p
e

s
a

llo
w

e
d

fo
r

e
x
is

ti
n

g
b

u
ild

in
g

s
o

f
th

is
h

e
ig

h
t,

th
e

fa
c
ili

ty
w

a
s

s
u

rv
e

y
e

d
a

s
o

n
e

b
u

ild
in

g
a

s
a

llo
w

e
d

in
th

e
2

0
1

2
e

d
it
io

n
o

f
N

a
ti
o

n
a

l
F

ir
e

P
ro

te
c
ti
o

n
A

s
s
o

c
ia

ti
o

n
(N

F
P

A
)

S
ta

n
d

a
rd

1
0

1
,
L

if
e

S
a

fe
ty

C
o

d
e

(L
S

C
),

C
h

a
p

te
r

1
9

E
x
is

ti
n

g
H

e
a

lt
h

C
a

re
O

c
c
u

p
a

n
c
ie

s
.

T
h

e
fa

c
ili

ty
is

fu
lly

p
ro

te
c
te

d
th

ro
u

g
h

o
u

t
b

y
a

n
a

u
to

m
a

ti
c

s
p

ri
n

k
le

r
s
y
s
te

m
a

n
d

h
a

s
a

fi
re

a
la

rm
s
y
s
te

m
w

it
h

s
m

o
k
e

d
e

te
c
ti
o

n
in

th
e

c
o

rr
id

o
rs

,
s
p

a
c
e

s
o

p
e

n
to

th
e

c
o

rr
id

o
rs

,
a

n
d

re
s
id

e
n

t
ro

o
m

s
,
th

a
t
is

m
o

n
it
o

re
d

fo
r

a
u

to
m

a
ti
c

fi
re

d
e

p
a

rt
m

e
n

t
n

o
ti
fi
c
a

ti
o

n
.

T
h

e
fa

c
ili

ty
h

a
s

a
c
a

p
a

c
it
y

o
f
5

7
b

e
d

s
a

n
d

h
a

d
a

c
e

n
s
u

s
o

f
4

3
a

t
th

e
ti
m

e
o

f
th

e
s
u

rv
e

y
.

T
h

e
re

q
u

ir
e

m
e

n
t
a

t
4

2
C

F
R

,
S

u
b

p
a

rt
4

8
3

.7
0

(a
)

is
N

O
T

M
E

T
a

s
e

v
id

e
n

c
e

d
b

y
:

R
E

G
IN

A
S

E
N

IO
R

L
IV

IN
G



R
E

G
IN

A
S

E
N

IO
R

L
IV

IN
G



 

R
E

G
IN

A
S

E
N

IO
R

L
IV

IN
G



 

R
E

G
IN

A
S

E
N

IO
R

L
IV

IN
G



 

R
E

G
IN

A
S

E
N

IO
R

L
IV

IN
G



R
E

G
IN

A
S

E
N

IO
R

L
IV

IN
G



R
E

G
IN

A
S

E
N

IO
R

L
IV

IN
G



R
E

G
IN

A
S

E
N

IO
R

L
IV

IN
G



R
E

G
IN

A
S

E
N

IO
R

L
IV

IN
G



R
E

G
IN

A
S

E
N

IO
R

L
IV

IN
G



R
E

G
IN

A
S

E
N

IO
R

L
IV

IN
G



✔ ✔ ✔ ✔ ✔ ✔

✔ ✔ ✔ ✔ ✔ ✔

✔

R
E

G
IN

A
S

E
N

IO
R

L
IV

IN
G



R
E

G
IN

A
S

E
N

IO
R

L
IV

IN
G



R
E

G
IN

A
S

E
N

IO
R

L
IV

IN
G



R
E

G
IN

A
S

E
N

IO
R

L
IV

IN
G



It
w

a
s

re
v
e
a
le

d
d
u
ri
n
g

th
e

w
a
lk

-t
h
ro

u
g
h

o
f
th

e
fa

c
ili

ty
th

a
t
in

th
e

P
h
y
s
ic

a
l
T

h
e
ra

p
y

/
O

c
c
u
p
a
ti
o
n
a
l
T

h
e
ra

p
y

R
o
o
m

,
th

e
s
to

v
e

c
o
n
tr

o
l

s
w

it
c
h
,
o
n

th
e

w
a
ll

a
d
ja

c
e
n
t
to

th
e

s
to

v
e
,
w

a
s

a
tw

is
t-

tu
rn

s
w

it
c
h

–
h
a
v
in

g
n
o

lo
c
k
-o

u
t

c
a
p
a
b
ili

ti
e
s

o
r

m
e
a
n
s

to
s
e
c
u
re

M
a
in

K
it
c
h
e
n

is
lo

c
a
te

d
in

h
o
s
p
it
a
l
p
o
rt

io
n

o
f

th
e

c
o
m

p
le

x

R
E

G
IN

A
S

E
N

IO
R

L
IV

IN
G



B

R
E

G
IN

A
S

E
N

IO
R

L
IV

IN
G



R
E

G
IN

A
S

E
N

IO
R

L
IV

IN
G



R
E

G
IN

A
S

E
N

IO
R

L
IV

IN
G



R
E

G
IN

A
S

E
N

IO
R

L
IV

IN
G



R
E

G
IN

A
S

E
N

IO
R

L
IV

IN
G

0
7
/0

6
/2

0
2
1

V
IK

IN
G

C
IT

Y

1
)

It
w

a
s

re
v
e
a
le

d
d
u
ri
n
g

w
a
lk

-t
h
ro

u
g
h

o
f
th

e
fa

c
ili

ty
th

a
t
a

p
o
rt

io
n

o
f
th

e
c
e
ili

n
g

d
ir
e
c
tl
y

a
b
o
v
e

th
e

fi
re

s
p
ri
n
k
le

r
s
y
s
te

m
a
n
d

s
p
ri
n
k
le

r
h
e
a
d
s

in
th

e
P

h
y
s
ic

a
l
T

h
e
ra

p
y

A
re

a
,
lo

c
a
te

d
in

th
e

b
a
s
e
m

e
n
t,

w
a
s

m
is

s
in

g
.

T
h
e

a
b
s
e
n
c
e

o
f
th

e
a
m

o
u
n
t
o
f
fi
n
is

h
e
d

c
e
ili

n
g

v
ie

w
e
d
,
c
o
u
ld

re
s
u
lt

in
d
e
la

y
e
d

a
c
ti
v
a
ti
o
n

o
f
s
p
ri
n
k
le

r
h
e
a
d
s

a
n
d

s
p
ri
n
k
le

r
s
y
s
te

m
in

th
e

e
v
e
n
t
o
f
a

fi
re

in
th

a
t
a
re

a
.

2
)

It
w

a
s

re
v
e
a
le

d
d
u
ri
n
g

s
ta

ff
in

te
rv

ie
w

th
a
t
th

e
m

is
s
in

g
c
e
ili

n
g

d
ir
e
c
tl
y

a
b
o
v
e

th
e

fi
re

s
p
ri
n
k
le

r
s
y
s
te

m
a
n
d

s
p
ri
n
k
le

r
h
e
a
d
s

in
th

e
P

h
y
s
ic

a
l
T

h
e
ra

p
y

A
re

a
,
lo

c
a
te

d
in

th
e

b
a
s
e
m

e
n
t,

w
a
s

p
a
rt

o
f
a

s
p
ri
n
k
le

r
s
y
s
te

m
u
p
g
ra

d
e
.
D

u
ri
n
g

d
o
c
u
m

e
n
ta

ti
o
n

re
v
ie

w
n
o

w
o
rk

in
g

p
la

n
s

a
s
s
o
c
ia

te
d

to
th

e
s
p
ri
n
k
le

r
s
y
s
te

m
w

e
re

p
re

s
e
n
te

d
fo

r
re

v
ie

w
-o

r-
a
n

a
s
s
o
c
ia

te
d

ti
m

e
lin

e
o
f
p
ro

je
c
t
c
o
m

p
le

ti
o
n



R
E

G
IN

A
S

E
N

IO
R

L
IV

IN
G

B



R
E

G
IN

A
S

E
N

IO
R

L
IV

IN
G



R
E

G
IN

A
S

E
N

IO
R

L
IV

IN
G



R
E

G
IN

A
S

E
N

IO
R

L
IV

IN
G



N
a
m

e
 o

f 
F

a
c
il
it

y
 

2
0

1
2
 L

IF
E

 S
A

F
E

T
Y

 C
O

D
E

 

ID
 

P
R

E
F

IX
 

M
E

T
 

N
O

T
 

M
E

T
 

N
/A

 
R

E
M

A
R

K
S

 

K
3
7

4
 

2
0
1
2

 N
E

W
 

D
o
o
rs

 i
n
 s

m
o
k
e
 b

a
rr

ie
rs

 h
a
v
e
 a

t 
le

a
s
t 
a

 2
0

-m
in

u
te

 f
ir
e
 p

ro
te

c
ti
o
n
 r

a
ti
n

g
 o

r 
a
re

 a
t 

le
a
s
t 

1
¾

-i
n
c
h
 t

h
ic

k
 s

o
lid

 b
o
n
d

e
d
 c

o
re

 w
o
o

d
. 

R
e
q
u

ir
e
d
 c

le
a
r 

w
id

th
s
 a

re
 p

ro
v
id

e
d
 p

e
r 

1
8
.3

.7
.6

(4
) 

a
n
d

 (
5
).

 

N
o
n
ra

te
d
 p

ro
te

c
ti
v
e
 p

la
te

s
 o

f 
u
n
lim

it
e
d
 h

e
ig

h
t 

a
re

 p
e
rm

it
te

d
. 
H

o
ri

z
o

n
ta

l-
s
lid

in
g
 d

o
o
rs

 c
o
m

p
ly

 w
it
h

 7
.2

.1
.1

4
. 

S
w

in
g

in
g
 d

o
o
rs

 s
h
a

ll 
b
e
 a

rr
a

n
g
e

d
 s

o
 

th
a
t 

e
a
c
h
 d

o
o
r 

s
w

in
g
s
 i
n
 a

n
 o

p
p

o
s
it
e
 d

ir
e
c
ti
o
n

. 

D
o
o
rs

 s
h
a
ll 

b
e
 s

e
lf
-c

lo
s
in

g
 a

n
d
 r

a
b
b
e

ts
, 
b
e

v
e

ls
, 
o
r 

a
s
tr

a
g
a

ls
 a

re
 r

e
q

u
ir
e

d
 a

t 
th

e
 m

e
e
ti
n
g

 e
d

g
e
s
. 

P
o
s
it
iv

e
 l
a

tc
h
in

g
 i
s
 n

o
t 
re

q
u

ir
e
d
. 

1
8
.3

.7
.6

, 
1
8
.3

.7
.7

, 
1

8
.3

.7
.8

 

K
3
7

9
 

S
m

o
k
e
 B

a
rr

ie
r 

D
o

o
r 

G
la

z
in

g
 

2
0
1
2

 E
X

IS
T

IN
G

 

O
p
e
n
in

g
s
 i
n
 s

m
o
k
e
 b

a
rr

ie
r 

d
o
o
rs

 s
h
a

ll 
b
e
 f

ir
e

-r
a
te

d
 g

la
z
in

g
 o

r 
w

ir
e
d

 g
la

s
s
 

p
a
n
e

ls
 i
n
 s

te
e

l 
fr

a
m

e
s
. 

1
9
.3

.7
.6

, 
1
9
.3

.7
.6

.2
, 

8
.5

 

2
0
1
2

 N
E

W
 

W
in

d
o
w

s
 i
n
 s

m
o
k
e
 b

a
rr

ie
r 

d
o
o
rs

 s
h
a

ll 
b
e
 i
n
s
ta

lle
d
 i
n
 e

a
c
h
 c

ro
s
s
 c

o
rr

id
o
r 

s
w

in
g

in
g
 o

r 
h
o
ri

z
o
n
ta

l-
s
lid

in
g
 d

o
o
r 

p
ro

te
c
te

d
 b

y
 f

ir
e

-r
a

te
d
 g

la
z
in

g
 o

r 
b

y
 

w
ir
e
d
 g

la
s
s
 p

a
n
e

ls
 i
n
 a

p
p
ro

v
e
d

 f
ra

m
e
s
. 

1
8
.3

.7
.9

 

K
3
8

1
 

S
le

e
p

in
g

 R
o

o
m

 O
u

ts
id

e
 W

in
d

o
w

s
 a

n
d

 D
o

o
rs

 

E
v
e
ry

 p
a
ti
e
n
t 

s
le

e
p
in

g
 r

o
o

m
 h

a
s
 a

n
 o

u
ts

id
e
 w

in
d

o
w

 o
r 

o
u
ts

id
e
 d

o
o
r.

 I
n

 n
e

w
 

o
c
c
u
p
a
n
c
ie

s
, 
s
ill

 h
e
ig

h
t 

d
o
e

s
 n

o
t 
e
x
c
e
e

d
 3

6
 i
n
c
h

e
s
 a

b
o

v
e
 t

h
e
 

fl
o
o
r.

 
W

in
d
o
w

s
 i
n
 a

tr
iu

m
 w

a
lls

 a
re

 c
o
n
s
id

e
re

d
 o

u
ts

id
e
 w

in
d

o
w

s
. 

N
e

w
b
o
rn

 
n
u
rs

e
ri
e
s
 a

n
d
 r

o
o
m

s
 i
n
te

n
d

e
d
 f

o
r 

o
c
c
u
p
a
n
c
y
 l
e
s
s
 t
h
a
n
 2

4
 h

o
u
rs

 h
a

v
e
 n

o
 

o
u
ts

id
e
 w

in
d

o
w

 o
r 

d
o
o
r 

re
q

u
ir
e
m

e
n
ts

. 
W

in
d
o
w

 s
ill

s
 i
n
 s

p
e
c
ia

l 
n
u
rs

in
g
 c

a
re

 
a
re

a
s
 (

e
.g

.,
 I
C

U
, 

C
C

U
, 

h
e

m
o

d
ia

ly
s
is

, 
n
e
o

n
a
ta

l)
 d

o
 n

o
t 
e
x
c
e
e
d
 6

0
 i
n
c
h
e
s
 

a
b
o

v
e
 t

h
e
 f

lo
o
r.

 

4
2
 C

F
R

 4
0
3
, 

4
1

8
, 
4

6
0
, 

4
8
2

, 
4
8
3

, 
a
n

d
 4

8
5
 

S
E

C
T

IO
N

 4
 –

S
P

E
C

IA
L

 P
R

O
V

IS
IO

N
S

 

K
4
0

0
 

S
p

e
c
ia

l 
P

ro
v

is
io

n
s
 –

O
th

e
r 

L
is

t 
in

 t
h

e
 R

E
M

A
R

K
S

 s
e
c
ti
o
n
 a

n
y
 L

S
C

 S
e
c
ti
o

n
 1

8
.4

 a
n
d
 1

9
.4

 S
p
e
c
ia

l 
P

ro
v
is

io
n
s
 r

e
q
u

ir
e
m

e
n
ts

 t
h

a
t 
a
re

 n
o
t 

a
d
d
re

s
s
e
d

 b
y
 t
h

e
 p

ro
v
id

e
d
 K

-t
a
g
s
, 

b
u
t 

a
re

 d
e
fi
c
ie

n
t.
 T

h
is

 i
n
fo

rm
a
ti
o
n
, 
a

lo
n
g
 w

it
h
 t

h
e
 a

p
p

lic
a
b
le

 L
if
e
 S

a
fe

ty
 C

o
d

e
 o

r 
N

F
P

A
 s

ta
n
d

a
rd

 c
it
a
ti
o
n
, 
s
h

o
u
ld

 b
e

 i
n
c
lu

d
e
d
 o

n
 F

o
rm

 C
M

S
-2

5
6
7

. 

F
o

rm
C

M
S

-2
7

8
6

R
P

a
g
e

 2
9

R
E

G
IN

A
S

E
N

IO
R

L
IV

IN
G



R
E

G
IN

A
S

E
N

IO
R

L
IV

IN
G



R
E

G
IN

A
S

E
N

IO
R

L
IV

IN
G



R
E

G
IN

A
S

E
N

IO
R

L
IV

IN
G



R
E

G
IN

A
S

E
N

IO
R

L
IV

IN
G



R
E

G
IN

A
S

E
N

IO
R

L
IV

IN
G

It
w

a
s

re
v
e
a
le

d
d
u
ri
n
g

d
o
c
u
m

e
n
ta

ti
o
n

re
v
ie

w
th

a
t
th

e
F

ir
e

S
a
fe

ty
P

la
n

w
a
s

m
is

s
in

g
in

fo
rm

a
ti
o
n
a
l
c
o
n
te

n
t
a
s
s
o
c
ia

te
d

to
n
o
ti
fi
c
a
ti
o
n

o
f
th

e
fi
re

d
e
p
a
rt

m
e
n
t
(

c
a
ll

9
-1

-1
),

a
s
-w

e
ll-

a
s

p
la

n
s

a
n
d

ro
u
te

s
w

h
e
re

b
y

re
s
id

e
n
t
w

o
u
ld

b
e

re
lo

c
a
te

d
o
r

e
v
a
c
u
a
te

d
fr

o
m

th
e

fa
c
ili

ty
(

fl
o
o
r-

p
la

n
w

it
h

ro
u
te

s
a
n
d

p
o
in

ts
o
f
e
g
re

s
s

)



R
E

G
IN

A
S

E
N

IO
R

L
IV

IN
G



R
E

G
IN

A
S

E
N

IO
R

L
IV

IN
G



R
E

G
IN

A
S

E
N

IO
R

L
IV

IN
G



R
E

G
IN

A
S

E
N

IO
R

L
IV

IN
G



R
E

G
IN

A
S

E
N

IO
R

L
IV

IN
G



R
E

G
IN

A
S

E
N

IO
R

L
IV

IN
G



R
E

G
IN

A
S

E
N

IO
R

L
IV

IN
G

It
w

a
s

re
v
e
a
le

d
d
u
ri
n
g

d
o
c
u
m

e
n
ta

ti
o
n

re
v
ie

w
th

e
re

c
o
rd

s
p
ro

v
id

e
d

fo
r

re
v
ie

w
w

e
re

g
e
n
e
ri
c

in
in

fo
rm

a
ti
o
n

c
o
n
te

n
t,

n
o
t
p
ro

v
id

in
g

d
e
ta

ile
d

in
fo

rm
a
ti
o
n

a
s
s
o
c
ia

te
d

to
th

e
d
u
p
le

x
a
n
d
/o

r
q
u
a
d

o
u
tl
e
ts

lo
c
a
te

d
in

re
s
id

e
n
t
ro

o
m

s



R
E

G
IN

A
S

E
N

IO
R

L
IV

IN
G



R
E

G
IN

A
S

E
N

IO
R

L
IV

IN
G



R
E

G
IN

A
S

E
N

IO
R

L
IV

IN
G



R
E

G
IN

A
S

E
N

IO
R

L
IV

IN
G

It
w

a
s

re
v
e
a
le

d
th

a
t
th

e
M

e
d

G
a
s

S
to

ra
g
e

R
o
o
m

h
a
d

m
ix

e
d

s
to

ra
g
e

o
f
c
y
lin

d
e
rs

a
n
d

th
e
re

w
a
s

n
o

in
-r

o
o
m

s
ig

n
a
g
e

to
id

e
n
ti
fy

p
la

c
e
m

e
n
t
lo

c
a
ti
o
n

fo
r

e
m

p
ty

/
fu

ll
c
y
lin

d
e
rs



R
E

G
IN

A
S

E
N

IO
R

L
IV

IN
G



R
E

G
IN

A
S

E
N

IO
R

L
IV

IN
G



o o o o

R
E

G
IN

A
S

E
N

IO
R

L
IV

IN
G



  

R
E

G
IN

A
S

E
N

IO
R

L
IV

IN
G



PART IV - FIRE SAFETY SURVEY REPORT 

CRUCIAL DATA EXTRACT 

(TO BE USED WITH CMS 2786 FORMS) 

Provider Number Facility Name Survey Date 

K1 *K4

K6 DATE OF PLAN 
APPROVAL 

K3 MULTIPLE CONSTRUCTION 

฀ A. BUILDING

TOTAL NUMBER OF BUILDINGS ______ B. WING 

C. FLOOR

NUMBER OF THIS BUILDING _______ D. APARTMENT UNIT

LSC FORM INDICATOR 

HEALTH CARE FORM 

12 2786R 2012 EXISTING 

13 2786R 2012 NEW 

AHCO FORM 

14 2786U 2012 EXISTING 

15 2786U 2012 NEW 

ICF/IID FORM 

16 2786V, W, X 2012 EXISTING 

17 2786V, W, X 2012 NEW 

*K7฀SELECT NUMBER OF FORM USED FROM ABOVE

COMPLETE IF ICF/IID IS SURVEYED UNDER CHAPTER 33, 
EXISTING 

SMALL (16 BEDS OR LESS) 

K8 ฀
1. PROMPT
2. SLOW
3. IMPRACTICAL

LARGE 

K8 ฀
4. PROMPT
5. SLOW
6. IMPRACTICAL

APARTMENT HOUSE 

K8 ฀
7. PROMPT
8. SLOW
9. IMPRACTICAL

K321: ฀ K351: ฀

COMPLETE IF ICF/IID IS SURVEYED UNDER CHAPTER 33, 
EXISTING 

ENTER E – SCORE 

K5: ฀ e.g. 2.5

*K9 FACILITY MEETS LSC BASED ON 

A1. A2. A3. A4. A5. ฀ ฀ ฀ ฀ ฀
(COMP. WITH ALL (ACCEPTABLE POC) (WAIVERS) (FSES) (PERFORMANCE 

PROVISIONS) BASED DESIGN) 

K0180 FACILITY DOES NOT MEET LSC 

A. B. C.฀ ฀ ฀
B. FULLY SPRINKLERED PARTIALLY SPRINKLERED NONE 

(All required areas are (Not all required areas are (No sprinkler system) 
sprinklered) sprinklered) 

฀

*MANDATORY

Form CMS-2786R ( Page 50
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