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Electronically delivered                                            CMS Certification Number (CCN): 245358     
November 16, 2021

Administrator
Hilltop Care Center
410 Luella Street
Watkins, MN  55389

Dear Administrator:

The Minnesota Department of Health assists the Centers for Medicare and Medicaid Services (CMS) by surveying
skilled nursing facilities and nursing facilities to determine whether they meet the requirements for participation.
 To participate as a skilled nursing facility in the Medicare program or as a nursing facility in the Medicaid
program, a provider must be in substantial compliance with each of the requirements established by the
Secretary of Health and Human Services found in 42 CFR part 483, Subpart B.     

Based upon your facility being in substantial compliance, we are recommending to CMS that your facility be
recertified for participation in the Medicare and Medicaid program.    

Effective October 26, 2021 the above facility is certified for:     

  50  Skilled Nursing Facility/Nursing Facility Beds

Your facility’s Medicare approved area consists of all 50 skilled nursing facility beds.    

You should advise our office of any changes in staffing, services, or organization, which might affect your
certification status.  If, at the time of your next survey, we find your facility to not be in substantial compliance
your Medicare and/or Medicaid provider agreement may be subject to non‐renewal or termination.

Please contact me if you have any 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

     

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

November 16, 2021

Administrator
Hilltop Care Center
410 Luella Street
Watkins, MN  55389

RE:   CCN: 245358
  Cycle Start Date: September 2, 2021

Dear Administrator:

On October 7, 2021, we notified you a remedy was imposed.  On September 29, 2021 the Minnesota
Department of Public Safety completed a revisit to verify that your facility had achieved and
maintained compliance.  We have determined that your facility has achieved substantial compliance   as
of October 26, 2021.

As authorized by CMS the remedy of:

•  Mandatory denial of payment for new Medicare and Medicaid admissions effective
December 2, 2021 did not go into effect. (42 CFR 488.417 (b))

In our letter, in accordance with Federal law, as specified in the Act at   § 1819(f)(2)(B)(iii)(I)(b) and   §
1919(f)(2)(B)(iii)(I)(b), we notified you that your facility was prohibited from conducting a Nursing Aide
Training and/or Competency Evaluation Program (NATCEP) for two years from December 2, 2021 due
to denial of payment for new admissions. Since your facility attained substantial compliance on
October 26, 2021, the original triggering remedy, denial of payment for new admissions, did not go into
effect.  Therefore, the NATCEP prohibition is rescinded.  However, this does not apply to or affect any
previously imposed NATCEP loss.   

The CMS Region V Office may notify you of their determination regarding any imposed remedies.

Feel free to contact me if you have questions.

Sincerely,    

     
Kamala Fiske‐Downing
Minnesota Department of Health

     

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.



Licensing and Certification Program
Program Assurance Unit
Health Regulation Division
Telephone: (651) 201‐4112  Fax: (651) 215‐9697
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Electronically delivered
September 27, 2021

Administrator
Hilltop Care Center
410 Luella Street
Watkins, MN  55389

RE:   CCN: 245358
  Cycle Start Date: September 2, 2021

Dear Administrator:

On September 2, 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   widespread deficiencies that
constituted no actual harm with potential for more than minimal harm that was not immediate
jeopardy (Level F), 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:

Karen Aldinger, Unit Supervisor
St. Cloud A District Office
Licensing and Certification Program
Health Regulation Division
Minnesota Department of Health
3333 Division Street, Suite 212
Saint Cloud, Minnesota 56301‐4557    
Email: karen.aldinger@state.mn.us
Office: (651) 201‐3794 Mobile: (320) 249‐2805

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    
Medicaid program(s) will be continued and remedies will not be imposed.  Compliance is certified as of

Hilltop Care Center
September 27, 2021
Page   2



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 December 2, 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 March 2, 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
specified for compliance or the imposition of remedies.

Hilltop Care Center
September 27, 2021
Page   3



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

Hilltop Care Center
September 27, 2021
Page   4
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E 000 Initial Comments E 000

 On 8/30/21 through 9/2/21, a survey for 
compliance with Appendix Z, Emergency 
Preparedness Requirements, §483.73(b)(6) was 
conducted during a standard recertification 
survey. The facility was NOT in compliance.

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

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

 

E 041 Hospital CAH and LTC Emergency Power
CFR(s): 483.73(e)

§482.15(e) Condition for Participation:
(e) Emergency and standby power systems.  The 
hospital must implement emergency and standby 
power systems based on the emergency plan set 
forth in paragraph (a) of this section and in the 
policies and procedures plan set forth in 
paragraphs (b)(1)(i) and (ii) of this section.

§483.73(e), §485.625(e)   
(e) Emergency and standby power systems.  The 
[LTC facility and the CAH] must implement 
emergency and standby power systems based on 
the emergency plan set forth in paragraph (a) of 
this section.

§482.15(e)(1), §483.73(e)(1), §485.625(e)(1)
Emergency generator location.  The generator 

E 041 9/28/21
SS=C
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10/06/2021Electronically Signed
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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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E 041 Continued From page 1 E 041
must be located in accordance with the location 
requirements found in the Health Care Facilities 
Code (NFPA 99 and Tentative Interim 
Amendments TIA 12-2, TIA 12-3, TIA 12-4, TIA 
12-5, and TIA 12-6), Life Safety Code (NFPA 101 
and Tentative Interim Amendments TIA 12-1, TIA 
12-2, TIA 12-3, and TIA 12-4), and NFPA 110, 
when a new structure is built or when an existing 
structure or building is renovated. 

482.15(e)(2), §483.73(e)(2), §485.625(e)(2) 
Emergency generator inspection and testing.  The 
[hospital, CAH and LTC facility] must implement 
the emergency power system inspection, testing, 
and [maintenance] requirements found in the 
Health Care Facilities Code, NFPA 110, and Life 
Safety Code.

482.15(e)(3), §483.73(e)(3), §485.625(e)(3) 
Emergency generator fuel.  [Hospitals, CAHs and 
LTC facilities] that maintain an onsite fuel source 
to power emergency generators must have a plan 
for how it will keep emergency power systems 
operational during the emergency, unless it 
evacuates. 

*[For hospitals at §482.15(h), LTC at §483.73(g), 
and CAHs §485.625(g):] 
The standards incorporated by reference in this 
section are approved for incorporation by 
reference by the Director of the Office of the 
Federal Register in accordance with 5 U.S.C. 
552(a) and 1 CFR part 51.  You may obtain the 
material from the sources listed below. You may 
inspect a copy at the CMS Information Resource 
Center, 7500 Security Boulevard, Baltimore, MD 
or at the National Archives and Records 
Administration (NARA). For information on the 
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availability of this material at NARA, call 
202-741-6030, or go to: 
http://www.archives.gov/federal_register/code_of
_federal_regulations/ibr_locations.html. 
If any changes in this edition of the Code are 
incorporated by reference, CMS will publish a 
document in the Federal Register to announce 
the changes.
(1) National Fire Protection Association, 1 
Batterymarch Park,
Quincy, MA 02169, www.nfpa.org, 
1.617.770.3000.
(i) NFPA 99, Health Care Facilities Code, 2012 
edition, issued August 11, 2011.
(ii) Technical interim amendment (TIA) 12-2 to 
NFPA 99, issued August 11, 2011.
(iii) TIA 12-3 to NFPA 99, issued August 9, 2012.
(iv) TIA 12-4 to NFPA 99, issued March 7, 2013.
(v) TIA 12-5 to NFPA 99, issued August 1, 2013.
(vi) TIA 12-6 to NFPA 99, issued March 3, 2014.
(vii) NFPA 101, Life Safety Code, 2012 edition, 
issued August 11, 2011.
(viii) TIA 12-1 to NFPA 101, issued August 11, 
2011.
(ix) TIA 12-2 to NFPA 101, issued October 30, 
2012.
(x) TIA 12-3 to NFPA 101, issued October 22, 
2013.
(xi) TIA 12-4 to NFPA 101, issued October 22, 
2013.
(xiii) NFPA 110, Standard for Emergency and 
Standby Power Systems, 2010 edition, including 
TIAs to chapter 7, issued August 6, 2009..
This REQUIREMENT  is not met as evidenced 
by:
 Based on a review of available documentation 
and staff interview, the facility failed to test and 
inspect the generator per 2012 edition of the Life 
Safety Code NFPA 101 section 9.1.3.1 and  NFPA 

 Generator will continue to be exercised 
under load 30 minutes 12 times a year in 
accordance with the Life Safety Code. 
This will be completed and recorded by 
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99 (2012 edition), Health Care Facilities Code, 
sections 6.4.4.1.1.4, and NFPA 110 the Standard 
for Emergency and Standby Power Systems, 
section 8.4..1 and 8.4.2.1. This deficient condition 
could have a isolated impact on the residents 
within the facility.

Findings include:

On 08/31/2021 between 11:30AM to 03:30 PM, it 
was revealed that the last required load bank test 
was completed on 08/12/2019.  Facility does not 
meet the minimum monthly requirements.

These deficient condition was verified by the 
Maintenance Director and Administrator.

Maintenance and monitored for 
compliance by administrator. The last 
required 4 continuous hour load test was 
completed on 7/30/2019 by Interstate 
Power Systems Inc. and will be completed 
again in compliance with the 3 year 
requirement when due.

F 000 INITIAL COMMENTS F 000

 On 8/30/21 through 9/2/21, a standard 
abbreviated survey was completed at your facility 
to conduct a recertification survey and complaint 
investigations. Your facility was found to be IN 
compliance with 42 CFR Part 483, Requirements 
for Long Term Care Facilities.

The following complaints were found to be 
UNSUBSTANTIATED: 
H5358012C MN69989
H5358013C MN57762

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, the facility must 
acknowledge receipt of the electronic documents.
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Electronically delivered
September 27, 2021

Administrator
Hilltop Care Center
410 Luella Street
Watkins, MN  55389

Re:     Event ID:  IX4Y11

Dear Administrator:

The above facility survey was completed on September 2, 2021 for the purpose of assessing compliance with
Minnesota Department of Health Nursing 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.     

Electronically posted 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 call me with any 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

     

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
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 2 000 Initial Comments

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

    NH 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:

 2 000

On 8/30/21 through 9/2/21, a licensing survey 
was conducted at your facility by surveyors from 
the Minnesota Department of Health (MDH). Your 
facility was found to be IN compliance with the 
MN State Licensure. 

Complaint investigations were also conducted.
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The following complaints were found to be 
UNSUBSTANTIATED: 
H5358012C MN69989
H5358013C MN57762
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K 000 INITIAL COMMENTS K 000

 FIRE SAFETY

A Life Safety Code Survey was conducted by the 
Minnesota Department of Public Safety, Fire 
Marshal Division.  At the time of this survey, 
Inter-Faith Care Center 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) Standard 101, Life Safety Code (LSC),  
Chapter 19 Existing Health Care and the 2012 
edition of the Health Care Facilities Code (NFPA 
99).

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 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.

IF OPTING TO USE AN EPOC, A PAPER COPY 
OF THE PLAN OF CORRECTION IS NOT 
REQUIRED.

PLEASE RETURN THE PLAN OF 
CORRECTION FOR THE FIRE SAFETY 

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

08/20/2021Electronically 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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DEFICIENCIES (K TAGS) TO:

HEALTH CARE FIRE INSPECTIONS
STATE FIRE MARSHAL DIVISION
445 MINNESOTA STREET, SUITE 145
ST. PAUL, MN 55101-5145,  or

By e-mail 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.

Inspected as one building:
Inter-Faith Care Center is a 2-story building with 
no basement. The building was constructed in 
2000, and determined to be of Type II (222) 
constriction.  The skilled nursing home has two 
assisted living facilities attached that are both of 
Type II (000) construction.  They are both 
properly separated by a 2 hour fire rated barrier, 
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K 000 Continued From page 2 K 000
with 1&1/2 hour fire rated self closing doors.

The building is fully fire sprinkler protected and 
has a complete fire alarm system with smoke 
detection in the corridors, spaces open to the 
corridor and all resident rooms, that is monitored 
for automatic fire department notification. 

The facility has a licensed capacity of 96 beds 
and had a census of 74 at the time of the survey.

The requirements at 42 CFR Subpart 483.70(a)  
are NOT MET.

K 321 Hazardous Areas - Enclosure
CFR(s): NFPA 101

Hazardous Areas - Enclosure 
Hazardous areas are protected by a fire barrier 
having 1-hour fire resistance rating (with 3/4 hour 
fire rated doors) or an automatic fire extinguishing 
system in accordance with 8.7.1 or 19.3.5.9. 
When the approved automatic fire extinguishing 
system option is used, the areas shall be 
separated from other spaces by smoke resisting 
partitions and doors in accordance with 8.4. 
Doors shall be self-closing or automatic-closing 
and permitted to have nonrated or field-applied 
protective plates that do not exceed 48 inches 
from the bottom of the door. 
Describe the floor and zone locations of 
hazardous areas that are deficient in REMARKS. 
19.3.2.1, 19.3.5.9

Area Automatic Sprinkler
Separation N/A

a. Boiler and Fuel-Fired Heater Rooms
b. Laundries (larger than 100 square feet)
c. Repair, Maintenance, and Paint Shops

K 321 8/27/21
SS=D
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d. Soiled Linen Rooms (exceeding 64 gallons)
e. Trash Collection Rooms
(exceeding 64 gallons)
f. Combustible Storage Rooms/Spaces
(over 50 square feet)
g. Laboratories (if classified as Severe 
Hazard - see K322)
This REQUIREMENT  is not met as evidenced 
by:
 Based on observations and staff interview, it was 
revealed that the facility has failed to provide 
proper protection for 1 of several hazardous 
areas located throughout the facility in 
accordance with NFPA 101 "The Life Safety 
Code" 2012 edition (LSC) section 19.3.2.1.  This 
deficient condition could have an isolated impact 
on the residents within the facility.

Findings include:

On 07/27/2021, at 12:40 PM during the facility 
tour observations revealed that the activities 
storage room door did not completely close and 
positively latch into the door frame.

This deficient condition was verified by the 
Maintenance Supervisor.

 Activities Storage Door, Latch Failure: 
Facility made adjustments and checked 
operation of activity storage door and its 
failure to effectively latch.  Door latched 
properly, observed and confirmed on 
August 27th, 2021.

Monitoring of the submitted plan of 
correction will be done monthly for the 
next 6-months through the addition of the 
correction onto the meeting agenda of 
InterFaith Care Center’s (IFCC) Safety 
Committee.

IFCC’s Director of Environmental 
Services, Chair of IFCC’s Safety 
Committee is the individual responsible to 
ensure monthly monitoring is completed.  

IFCC’s Safety Committee Minutes are 
included as part of IFCC’s standard 
Quality Assurance (QA) Meeting monthly 
agenda.

IFCC’s monthly QA minutes are a 
standard informational item reviewed by 
IFCC’s Board of Director’s at their every 
other month meeting.

Review of the safety committee minutes 
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K 321 Continued From page 4 K 321
by the QA committee and then the IFCC 
Board will ensure IFCC’s submitted 
corrections have in fact been completed.

Approved Safety Committee Meeting 
Minutes will be posted for all employees to 
review.

K 345 Fire Alarm System - Testing and Maintenance
CFR(s): NFPA 101

Fire Alarm System - Testing and Maintenance 
A fire alarm system is tested and maintained in 
accordance with an approved program complying 
with the requirements of NFPA 70, National 
Electric Code, and NFPA 72, National Fire Alarm 
and Signaling Code. Records of system 
acceptance, maintenance and testing are readily 
available.
9.6.1.3, 9.6.1.5, NFPA 70, NFPA 72
This REQUIREMENT  is not met as evidenced 
by:

K 345 8/19/21
SS=F

 Based on a review of available documentation 
and staff interview, the facility failed to test and 
maintain the fire alarm per NFPA 101 (2012 
edition), Life Safety Code, section 9.6.1.3, and 
NFPA 72 (2010 edition) National Fire Alarm Code, 
sections 14.5.3. and 14.6.2.4.  This deficient 
condition could have a widespread impact on the 
residents within the facility.

Findings include:

On 07/27/2021 at 10:30 AM, during a review of all 
available fire alarm test and inspection 
documentation and an interview with the Regional 
Maintenance Supervisor, it was revealed that the 
facility could not provide any current 
documentation verifying that a semiannual 

 Semi Annual Visual Inspection:
New form was created to record/log 
semi-annual inspections.  New 
documentation form will used to record 
inspections beginning December 2021.

Monitoring of the submitted plan of 
correction will be done monthly for the 
next 6-months through the addition of the 
correction onto the meeting agenda of 
InterFaith Care Center’s (IFCC) Safety 
Committee.

IFCC’s Director of Environmental 
Services, Chair of IFCC’s Safety 
Committee is the individual responsible to 
ensure monthly monitoring is completed.  
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K 345 Continued From page 5 K 345
inspection of all initiating devices had been 
completed. 

This deficient condition was verified by the 
Maintenance Supervisor.

IFCC’s Safety Committee Minutes are 
included as part of IFCC’s standard 
Quality Assurance (QA) Meeting monthly 
agenda.

IFCC’s monthly QA minutes are a 
standard informational item reviewed by 
IFCC’s Board of Director’s at their every 
other month meeting.

Review of the safety committee minutes 
by the QA committee and then the IFCC 
Board will ensure IFCC’s submitted 
corrections have in fact been completed.

Approved Safety Committee Meeting 
Minutes will be posted for all employees to 
review.

K 351 Sprinkler System - Installation
CFR(s): NFPA 101

Spinkler System - Installation
2012 EXISTING
Nursing homes, and hospitals where required by 
construction type, are protected throughout by an 
approved automatic sprinkler system in 
accordance with NFPA 13, Standard for the 
Installation of Sprinkler Systems. 
In Type I and II construction, alternative protection 
measures are permitted to be substituted for 
sprinkler protection in specific areas where state 
or local regulations prohibit sprinklers. 
In hospitals, sprinklers are not required in clothes 
closets of patient sleeping rooms where the area 
of the closet does not exceed 6 square feet and 
sprinkler coverage covers the closet footprint as 
required by NFPA 13, Standard for Installation of 

K 351 8/19/21
SS=D
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K 351 Continued From page 6 K 351
Sprinkler Systems.
19.3.5.1, 19.3.5.2, 19.3.5.3, 19.3.5.4, 19.3.5.5, 
19.4.2, 19.3.5.10, 9.7, 9.7.1.1(1)
This REQUIREMENT  is not met as evidenced 
by:
 Based on observations and staff interviews, the 
facility failed to install and maintain the fire 
sprinkler system in accordance with NFPA 101 
"The Life Safety Code" 2012 edition (LSC) 
section 9.7.1.1, and NFPA 13 - 2010 edition, 
Section 6.2.9.1.   This deficient condition could 
have an isolated impact on the residents within 
the facility.

Findings include:

On 07/27/2021 at 12:47 PM, observation revealed 
that there are several spare sprinkler heads that 
are not secured and protected from damage 
within the fire sprinkler spare head box located at 
the main sprinkler riser.

This deficient condition was verified by the 
Maintenance Supervisor.

 Spare Sprinkler Head Storage Box:

A New 24 Head Cabinet for storage of 
spare sprinkler heads was ordered on 
August 28th, 2021.

Sprinkler head storage cabinet has been 
received and spare sprinkler heads have 
been stored appropriately in cabinet to 
protect them from damage.

Monitoring of the submitted plan of 
correction will be done monthly for the 
next 6-months through the addition of the 
correction onto the meeting agenda of 
InterFaith Care Center’s (IFCC) Safety 
Committee.

IFCC’s Director of Environmental 
Services, Chair of IFCC’s Safety 
Committee is the individual responsible to 
ensure monthly monitoring is completed.  

IFCC’s Safety Committee Minutes are 
included as part of IFCC’s standard 
Quality Assurance (QA) Meeting monthly 
agenda.

IFCC’s monthly QA minutes are a 
standard informational item reviewed by 
IFCC’s Board of Director’s at their every 
other month meeting.

Review of the safety committee minutes 
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K 351 Continued From page 7 K 351
by the QA committee and then the IFCC 
Board will ensure IFCC’s submitted 
corrections have in fact been completed.

Approved Safety Committee Meeting 
Minutes will be posted for all employees to 
review.

K 712 Fire Drills
CFR(s): NFPA 101

Fire Drills 
Fire drills include the transmission of a fire alarm 
signal and simulation of emergency fire 
conditions. Fire drills are held at expected and 
unexpected times under varying conditions, at 
least quarterly on each shift. The staff is familiar 
with procedures and is aware that drills are part of 
established routine.  Where drills are conducted 
between 9:00 PM and 6:00 AM, a coded 
announcement may be used instead of audible 
alarms. 
19.7.1.4 through 19.7.1.7
This REQUIREMENT  is not met as evidenced 
by:

K 712 8/20/21
SS=F

 Based on a review of available documentation 
and staff interview, the facility failed to conduct 
fire drills per NFPA 101 (2012 edition), Life Safety 
Code, sections 19.7.1.2 and 19.7.1.4.  This 
deficient condition could have a widespread 
impact on the residents within the facility.

Findings include:

On 07/27/2021, at 11:00 AM., during the review of 
all available fire drill documentation and interview 
with the Maintenance Supervisor it was revealed 
that 4 out of the 12 fire drill report documentation 

 Fire Drill Signatures on Back of Drill 
Form:

Fire drill report updated 7/30/21 to include 
name and signature of individual 
participant.

Documentation of fire drill report is located 
in Maintenance Supervisor Office in 
binder named "Fire Codes and Life 
Safety" 

 Monitoring of the submitted plan of 
correction will be done monthly for the 
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K 712 Continued From page 8 K 712
did not contain the names or signatures of the 
staff member who participated in the drill. 

This deficient condition was verified by the 
Maintenance Supervisor.

next 6-months through the addition of the 
correction onto the meeting agenda of 
InterFaith Care Center’s (IFCC) Safety 
Committee.

IFCC’s Director of Environmental 
Services, Chair of IFCC’s Safety 
Committee is the individual responsible to 
ensure monthly monitoring is completed.  

IFCC’s Safety Committee Minutes are 
included as part of IFCC’s standard 
Quality Assurance (QA) Meeting monthly 
agenda.

IFCC’s monthly QA minutes are a 
standard informational item reviewed by 
IFCC’s Board of Director’s at their every 
other month meeting.

Review of the safety committee minutes 
by the QA committee and then the IFCC 
Board will ensure IFCC’s submitted 
corrections have in fact been completed.

Approved Safety Committee Meeting 
Minutes will be posted for all employees to 
review.

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 

K 923 8/20/21
SS=D
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K 923 Continued From page 9 K 923
within an enclosed interior space of non- or 
limited- combustible construction, with door (or 
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 observations and staff interview, that 
oxygen cylinders were not being stored in 
accordance with NFPA 99 Standards for Health 
Care Facilities 2012 section 11.6.2.3 (11).  This 
deficient condition could have an isolated impact 
on the residents within the facility.

Findings include:

 Oxygen Storage Labels for Empty/Full 
Containers:

New Label/Signage was installed on 
August 27th, 2021 to identify proper 
location for storage of tanks in room. 

Straps/chains were installed on 8/13/21 to 
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On 07/27/2021 at 11:39 AM, during the facility 
tour, observations revealed that there was one 
loose oxygen cylinder located in the oxygen 
storage room by the Maple unit nurses station 
that was not properly secured in tip resistant 
restraint.

This deficient condition was verified by the 
Maintenance Supervisor.

secure freestanding oxygen tanks to 
prevent tanks from falling over.

Storage room is located next to the 
nursing station on Maple Unit.

Monitoring of the submitted plan of 
correction will be done monthly for the 
next 6-months through the addition of the 
correction onto the meeting agenda of 
InterFaith Care Center’s (IFCC) Safety 
Committee.

IFCC’s Director of Environmental 
Services, Chair of IFCC’s Safety 
Committee is the individual responsible to 
ensure monthly monitoring is completed.  

IFCC’s Safety Committee Minutes are 
included as part of IFCC’s standard 
Quality Assurance (QA) Meeting monthly 
agenda.

IFCC’s monthly QA minutes are a 
standard informational item reviewed by 
IFCC’s Board of Director’s at their every 
other month meeting.

Review of the safety committee minutes 
by the QA committee and then the IFCC 
Board will ensure IFCC’s submitted 
corrections have in fact been completed.

Approved Safety Committee Meeting 
Minutes will be posted for all employees to 
review.
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