
December 9, 2020

Administrator
Anoka‐Metro Reg Treatment Ctr
3301 Seventh Ave North
Anoka, MN  55303

RE: Event ID 8IST11

Dear Administrator:

On November 10, 2020, a substantial allegation investigation was completed at your facility by the
Minnesota Department of Health to determine if your facility was in compliance with the Medicare
Conditions of Participation.     

The investigators determined that the complaint associated with this allegation investigation was
substantiated.  However, your facility was found to be in compliance because corrective action was
taken prior to the substantial allegation investigation.

Please note it is your responsibility to share the information contained in this letter and the results of
the visit with the President of your Governing Body.

Thank you for your cooperation.

Sincerely,

     
Douglas Larson, Enforcement Specialist
Minnesota Department of Health    
Licensing and Certification Program    
Program Assurance Unit
Health Regulation Division
Telephone: 651‐201‐4118     Fax: 651‐215‐9697
Email: doug.larson@state.mn.us    

cc:  Licensing and Certification File

     

Protecting,  Maintaining  and  Improving  the  Health  of  All  Minnesotans

An equal opportunity employer
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 On 11/9/20, through 11/10/20, a substantial 
allegation investigation was conducted to 
investigate an alleged violation of the Conditions 
of Participation for Hospitals participating in 
Medicare, specifically the Condition of 
Participation Patient Rights 42 CFR §482.13. 
Your facility was found not in compliance. 

The following complaints were substantiated: 
H4002132C, H4002133C, and H4002135C. 
However, no deficiencies were cited. The 
following complaint was unsubstantiated: 
H4002134C.
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In accordance with MN State Statute 144.55 
Subd 3., for the purpose of hospital licensure, the 
commissioner of health shall use as minimum 
standards the hospital certification regulations. 
Refer to the CMS 2567.

An unannounced complaint investigation was 
conducted at Anoka-Metro Regional Treatment 
Center from 11/9/20, through 11/10/20. 

The investigation for complaints H4002132C, 
H4002133C and H4002135C regarding an 
alleged violation of the Conditions of Participation 
for Patient Rights was conducted and found to be 
substantiated, without deficiency. The 
investigation for complaint H4002134C regarding 
an alleged violation of the Conditions of 
Participation for Patient Rights was conducted 
and found to be unsubstantiated.
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