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Electronically Delivered via Email 

September 20, 2021

Administrator
Accentcare Fairview Home Health - West, LLC
767 Eustis Street
Suite 150
St. Paul, MN 55114

Re: Event ID: 1967D-H1

Dear Administrator:

A survey was completed at your agency on 8/31/21 for the purpose of assessing compliance 
with Federal certification.   At the time of survey, the survey team from the Minnesota 
Department of Health - Health Regulation Division, noted one or more deficiencies.  
Electronically attached is a copy of the Statement of Deficiencies (CMS-2567). 

Certification deficiencies are listed on the left side of the form.  The right side of the form is to 
be completed with your written plan for corrective action.  The plan must be specific, realistic, 
include the date certain for correction of each deficiency and be signed and dated by the 
administrator or other authorized official of the agency.   

An acceptable plan of correction must contain the following elements:

The plan of correcting the specific deficiency.  The plan should address the processes that 
led to the deficiency cited;
The procedure for implementing the acceptable plan of correction for the specific 
deficiency cited;
The monitoring procedure to ensure that the plan of correction is effective, and that the 
specific deficiency cited remains corrected and/or in compliance with the regulatory 
requirements;
The title of the person responsible for implementing the acceptable plan of correction; and,
The date by which the correction will be completed.

Ordinarily, a provider or supplier will be expected to take the steps necessary to achieve 
compliance within 60 days of the exit interview.  If possible, please type your plan of correction 
to ensure legibility. Please make a copy of the form for your records and return the original to 
the following address within ten calendar days of your receipt of this notice:
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Kathleen Lucas, Unit Supervisor
St. Cloud B District Office
Licensing and Certification Program
Health Regulation Division
Minnesota Department of Health
Midtown Square
3333 Division Street, Suite 212
Saint Cloud, Minnesota 56301-4557 
Email: kathleen.lucas@state.mn.us
Office: (320) 223-7343 Mobile: (320) 290-1155

Failure to submit an acceptable written plan of correction of Federal deficiencies within ten 
calendar days may result in decertification and a loss of Federal reimbursement.

Please feel free to call me with any questions.

Sincerely,

Melissa Poepping, Health Program Representative Senior
Program Assurance | Licensing and Certification 
Minnesota Department of Health 
P.O. Box 64970 
Saint Paul, Minnesota 55164-0970 
Phone: 651-201-4117 
Email: melissa.poepping@state.mn.us





Reviewed and Approved 8/2/22. Reviewed and Approved







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.

Electronically Delivered Via Email

September 20, 2021

Administrator
Accentcare Fairview Home Health - West, LLC
767 Eustis Street
Suite 150
St. Paul, MN 55114

Re:  Event ID: 1967D-H1

Dear Administrator:

An abbreviated standard survey was completed at your agency on 8/31/21 by the Minnesota 
State Department of Health, for the purpose of investigating a complaint and assessing 
compliance with state licensing statutes.  At the time of survey, the complaint was 
substantiated but no deficiencies were issued, because corrective action was taken prior to the 
survey.  A plan of correction is not required.

Enclosed is your copy of the State Form.   

Please feel free to call me with any questions.

Melissa Poepping, Health Program Representative Senior
Program Assurance | Licensing and Certification 
Minnesota Department of Health 
P.O. Box 64970 
Saint Paul, Minnesota 55164-0970 
Phone: 651-201-4117 
Email: melissa.poepping@state.mn.us
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FORM APPROVED

STATEMENT OF DEFICIENCIES
 AND PLAN OF CORRECTIONS

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:
247078

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY COMPLETED

08/31/2021

NAME OF PROVIDER OR SUPPLIER

ACCENTCARE FAIRVIEW HOME HEALTH 

STREET ADDRESS, CITY, STATE, ZIP CODE

767 EUSTIS STREET, SUITE 150 , SAINT PAUL, Minnesota, 55114

(X4) ID 
PREFIX 

TAG

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID 
PREFIX 

TAG

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

 CROSS-REFERENCED TO THE
 APPROPRIATE DEFICIENCY)

(X5) 
COMPLETION

 DATE

00000 00000Integrated License (HCBS) Initial Comments 

 

On 8/30-21 - 8/31/21, a complaint survey was 
conducted at your facility by surveyors from the 
Minnesota Department of Health (MDH). Your agency
was found IN compliance with the MN State 
Licensure. 

The following complaint was found to be 
SUBSTANTIATED: H7078028C (31902), however NO 
correction orders were issued. 
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LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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