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m DEPARTMENT
OF HEALTH
Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically delivered

August 13, 2026

Administrator

NORTH STAR MANOR

410 SOUTH MCKINLEY STREET
WARREN, MN 56762

RE: CCN: 245550
Cycle Start Date: June 26, 2026

Dear Administrator:
On July 14, 2026, we informed you of imposed enforcement remedies.

On June 26, 2026, the Minnesota Department of Health completed a survey and it has

been determined that your facility continues to not to be in substantial compliance. The
most serious deficiencies in your facility were found to be isolated deficiencies that

constituted actual harm that was not immediate jeopardy (Level G). The Statement of
Deficiencies (CMS-2567) is being electronically delivered. Because corrective action was

taken prior to the survey, past non-compliance does not require a plan of correction
(POC).

As a result of the survey findings:

e Mandatory Denial of Payment for new Medicare and/or Medicaid
Admissions, Federal regulations at 42 CFR § 488.417(a), effective

Medicaid Admissions, Federal regulations at 42 CFR § 488.417(a),
effective September 26, 2026.

The CMS location will notify your Medicare Administrative Contractor (MAC) that the
denial of payment for new admissions is effective September 26, 2026. They will also
notify the State Medicaid Agency that they must also deny payment for new Medicaid
admissions effective September 26, 2026.

You should notify all Medicare/Medicaid residents admitted on, or after, this date of the
restriction. The remedy must remain in effect until your facility has been determined to
be in substantial compliance or your provider agreement is terminated. Please note

that the denial of payment for new admissions includes Medicare/Medicaid beneficiaries
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enrolled in managed care plans. It is your obligation to inform managed care plans
contracting with your facility of this denial of payment for new admissions.

As we notified you in our letter of July 14, 2026, in accordance with Federal law, as
specified in the Act at Section 1819(f)(2)(B)(iii)(I)(b) and 1919(f)(2)(B)(iii)(I)(b), your
facility is prohibited from conducting Nursing Aide Training and/or Competency
Evaluation Programs (NATCEP) for two years from September 26, 2026.

ELECTRONIC PLAN OF CORRECTION (ePOC)

Within ten (10) calendar days after your receipt of this notice, you must submit an
acceptable plan of correction (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. The failure to submit an acceptable ePOC can lead to termination of your

Medicare and Medicaid participation (42 CFR 488.456(b)).
To be acceptable, a provider's ePOC must include the following:

e How corrective action will be accomplished for those residents found to have

been affected by the deficient practice.
e How the facility will identify other residents having the potential to be affected

by the same deficient practice.

e What measures will be put into place, or systemic changes made, to ensure that
the deficient practice will not recur.

e How the facility will monitor its corrective actions to ensure that the deficient
practice is being corrected and will not recur.

e The date that each deficiency will be corrected.

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

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:

e Optional denial of payment for new Medicare and Medicaid admissions
(42 CFR 488.417 (a));

e Per day civil money penalty (42 CFR 488.430 through 488.444).
DEPARTMENT CONTACT

Questions regarding this letter and all documents submitted as a response to the
resident care deficiencies (those preceded by a "F" and/or an "E" tag), i.e., the plan of
correction should be directed to:

Deborah Willis, Regional Operations Supervisor

Health Regulation Division
Minnesota Department of Health
St. Cloud District Office

4140 Thielman Lane
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Saint Cloud, Minnesota 56301-4557

Email: Deborah.Willis@state.mn.us
Office: (651) 201-3793

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 - Health Regulation

Division staff and/or the Department of Public Safety, State Fire Marshal Division staff, if
yvour ePoC for their 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 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 SIXTH MONTH
AFTER THE LAST DAY OF THE SURVEY

We will also recommend to the CMS Region V Office and/or the Minnesota Department
of Human Services that your provider agreement be terminated by December 26, 2026

(six months after the identification of nhoncompliance) if your facility does not achieve
substantial compliance. 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.

APPEAL RIGHTS

If you disagree with this action imposed on your facility, you or your legal representative
may request a hearing before an administrative law judge of the Department of Health
and Human Services, Departmental Appeals Board (DAB). Procedures governing this

process are set out in 42 C.F.R. 498.40, et seq. You must file your hearing request
electronically by using the Departmental Appeals Board’s Electronic Filing System (DAB

E-File) at https://dab.efile.hhs.gov no later than sixty (60) days after receiving this
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letter. Specific instructions on how to file electronically are attached to this notice. A
copy of the hearing request shall be submitted electronically to:

tamika.brown@cms.hhs.gov

Requests for a hearing submitted by U.S. mail or commercial carrier are no longer
accepted as of October 1, 2014, unless you do not have access to a computer or
internet service. In those circumstances you may call the Civil Remedies Division to
request a waiver from e-filing and provide an explanation as to why you cannot file
electronically or you may mail a written request for a waiver along with your written
request for a hearing. A written request for a hearing must be filed no later than sixty
(60) days after receiving this letter, by mailing to the following address:

Department of Health & Human Services
Departmental Appeals Board, MS 6132
Director, Civil Remedies Division
330 Independence Avenue, S.W.
Cohen Building — Room G-644
Washington, D.C. 20201
202-795-7490

A request for a hearing should identify the specific issues, findings of fact and
conclusions of law with which you disagree. It should also specify the basis for

contending that the findings and conclusions are incorrect. At an appeal hearing, you
may be represented by counsel at your own expense. If you have any questions
regarding this matter, please contact Tamika Brown at (312) 353-1502. Information may
also be emailed to tamika.brown@cms.hhs.gov.

INFORMAL DISPUTE RESOLUTION (IDR)

In accordance with 42 CFR 488.331 and Minnesota Statute 144A.10 subd 15, 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: https://forms.web.health.state.mn.us/form/NHDisputeResolution

This request must be sent within the same ten calendar days you have for submitting
an ePoC for the cited deficiencies. 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.
A copy of the Department’s informal dispute resolution policies is posted on the MDH

Information Bulletin website at:
https://www.health.state.mn.us/facilities/regulation/infobulletins/ib04 8.html

INDEPENDENT INFORMAL DISPUTE RESOLUTION (INDEPENDENT IDR)

In accordance with 42 CFR § 488.431 and Minnesota Statute 144A.10 subd 16, when a
CMP subject to being collected and placed in an escrow account is imposed, you have
one opportunity to question cited deficiencies through an Independent IDR process. You
may also contest scope and severity assessments for deficiencies which resulted in a
finding of SQC or immediate jeopardy. You are required to send your written request,

https://iqies.cms.gov/providers/277202/enforcements/367978/letters/7751084/attachment/5625187/edit 4/5



8/13/26, 2:42 PM IQIES Portal - Enforcement - Edit Letter Attachment

along with the specific deficiencies being disputed, and an explanation of why you are
disputing those deficiencies, to:
https://forms.web.health.state.mn.us/form/NHDisputeResolutioN

A facility may not use both IDR and independent IDR for the same deficiency citation(s)
arising from the same survey unless the IDR process was completed prior to the
imposition of the CMP. This request must be sent within ten calendar days of receipt of
this offer. An incomplete Independent IDR process will not delay the effective date of
any enforcement action.

Feel free to contact me if you have questions.

Sincerely,

h/um gl %&L}Wﬁ

Kamala Fiske-Downing

Compliance Analyst | Federal Enforcement
Health Regulation Division

Minnesota Department of Health
Kamala.Fiske-Downing@state.mn.us

Office: 651-201-4112
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INITIAL COMMENTS FOO0O0O0

On 4/29/26 through 7/30/26. a standard abbreviated
survey was completed at your facility by the
Minnesota Department of Health to determine if your
facility was in compliance with requirements of 42
CFR Part 483, Subpart B, and Requirements for Long
Term Care Facilities.

The following complaints were reviewed during the
survey. H55503199C (3073709).

The facllity is enrolled in ePOC, 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.

Develop/Implement Comprehensive Care Plan FO656 "Past Noncompliance - no plan of correction
required"”
CFR(s): 483.21(b)(1)(3)

8483.21(b) Comprehensive Care Plans

8483.21(b)(1) The facility must develop and implement
a comprehensive person-centered care plan for each
resident, consistent with the resident rights set forth

at 8483.10(c)(2) and 8483.10(c)(3), that includes
measurable objectives and timeframes to meet a
resident's medical, nursing, and mental and
psychosocial needs that are identified in the
comprehensive assessment. The comprehensive care
plan must describe the following -

(1) The services that are to be furnished to attain or
maintain the resident's highest practicable physical,
mental, and psychosocial well-being as required
under 8483.24, §483.25 or 8§483.40; and

(I1) Any services that would otherwise be required
under 8483.24, 8483.25 or 8§483.40 but are not
provided due to the resident's exercise of rights
under 8483.10, including the right to refuse treatment
under 8483.10(c)(6).

(1) Any specialized services or specialized
rehabilitative services the nursing facility will provide
as a result of PASARR recommendations. If a facility

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 reverse for further 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 avallable to the facility. If deficiencies are cited, an approved plan of correction Is requisite to continued
program participation.

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

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 2AAD90-H1 Facility ID: 00356 If continuation sheet Page 1 of 6
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disagrees with the findings of the PASARR, it must
Indicate Its rationale In the resident's medical
record.

(Iv)In consultation with the resident and the
resident's representative(s)-

(A) The resident's goals for admission and desired
outcomes.

(B) The resident's preference and potential for future
discharge. Facilities must document whether the
resident's desire to return to the community was
assessed and any referrals to local contact agencies
and/or other appropriate entities, for this purpose.

(C) Discharge plans in the comprehensive care plan,
as appropriate, in accordance with the requirements
set forth in paragraph (c) of this section.

8483.21(b)(3) The services provided or arranged by
the facility, as outlined by the comprehensive care
plan, must-

(1) Be culturally-competent and trauma-informed.
This REQUIREMENT is NOT MET as evidenced by:

Based on observation, interview and document
review the facility failed to ensure care planned
Interventions were implemented for tolileting,
resulting in a fall for 1 of 3 residents (R1). This
resulted In actual harm to R1 when he fell and
sustained a pelvic fracture. The facility had
Implemented actions to prevent recurrence prior to
the survey; therefore, the citation was issued at past
non-compliance.

Findings include:

R1's Admission Record indicated R1 admitted to the
facility 6/26/26. R1's diaghosis included stroke,
spinal stenosis, weakness, blindness in one eye and
fracture of left pubis (a break in the pubic bone at
the front of the pelvis).

R1's admission Minimum data Set (MDS) dated
712126, identified moderate cognitive impairment and
Indicated R1 did not display behaviors. R1 was
dependent on staff for toileting, required partial
assistance for transfers and was frequently
Incontinent of bowel and bladder. R1had falls prior
to admission to the facility.

R1's Fall Risk Evaluation dated 6/26/26, indicated
he was alert and oriented, ambulatory and
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problems while standing and walking. Clinical
suggestions indicated nonskid footwear and
utilization of a toileting program.

R1's care plan dated 6/26/26, indicated he required
substantial assistance with activities of daily living
and was incontinent of urine. The care plan directed
staff to assist with toileting every two hours while
awake and at 2:00 a.m. and 5:00 a.m. The care plan
Identified a risk for falls due to right side weakness
from prior stroke and indicated the use of grip soled
footwear, call light on left side of bed.

Facility incident report dated 7/5/26, indicated on
7/5/26 at 6:55 a.m., R1 was observed on the floor In
the prone position (lying flat on stomach) with his
head partway out of his doorway, left arm by his
head and left arm by his waist. R1 had one leg in his
pajama pants, and the other leg was out. No nonskid
footwear at time of fall. R1's pants, incontinent brief,
shirt and bedding were soliled with urine.
Interdisciplinary team (IDT) review indicated video
footage from the evening and overnight leading up
to R1's fall was reviewed and identified the
following: Nursing assistant (NA)-A assisted R1 on
7/4/26 around 8:00 p.m. On 7/4/26 at 11:00 p.m.,
NA-A entered R1's room and turned off his call

light. On 7/5/25, two nurses entered the room

briefly twice at approximately 3:40 a.m. and 6:00
a.m. Around 7:00 a.m., R1's room door opened and
he was observed to fall

R1's Progress Notes indicated the following:

7/5/26 at 6:55 a.m., R1 was observed on the floor In
the prone position with his head partway out of his
doorway, left arm by his head and left arm by his
walist. R1 had one leg In his pajama pants, and the
other leg was out. No nonskid footwear at time of
fall. R1's pants, incontinent brief, shirt and bedding
were solled with urine.

7/5/26 at 8:15 a.m., R1 fell earlier in the day. R1 had
been Incontinent and was headed to the bathroom.

7/6/26 at 7:09 a.m., Staff approached R1 as he had
been weak, leaning to one side and needed a
mechanical stand to transfer. R1 stated he was fine.

7/6/26 at 7:31 a.m., R1 was assessed, displayed
right side weakness at baseline. R1 reported no pain
and stated he felt fine, was just weak.

7/6/26 at 11:21 a.m., R1 complained of Increased
pain to coccyx (tall bone) and increased weakness.
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evaluation.

716/26 at 4:38 p.m., Root cause of fall indicated R1
had difficulty remembering to call for assistance,
safety and judgement to transfer safely. Working

with therapy. Transfer status was updated to a
mechanical stand and two staff due to weakness and
need for more assistance with transfers.

717126, R1 returned from the hospital. Weakness had
Improved but continued to need mechanical stand to
transfer. R1 had bruising to right upper arm from
previous fall. R1 reported pain all over.

717126 at 3:52 p.m., R1 displayed new symptoms
during therapy. Reported a headache and rated the
pain as 20 out of 10. R1 displayed elevated
temperature, increased right side impairment and
unable to open right eye or squeeze hand.

717126 at 9:01 p.m., R1 returned from the ED with a
new diagnosis of pelvic fracture and constipation.

During Interview on 7/29/26 at 2:44 p.m., physician
assistant (PA)-A stated he knew R1 a little bit and
sald he had been following him prior to being
admitted to the facility. PA-A stated the radiology
report seemed unclear about the timing of the
fracture but said the report indicated the edges of
the fracture appeared “sharp.” PA-Asaid R1's
recent fall likely caused the pelvic fracture.

During interview on 7/29/26 at 3:23 pm., the
medical director stated he had seen R1 after the
Initial fall encounter and said, “l think we can
assume the fall caused the fracture.”

During interview on 7/29/26 at 3:40 p.m., certified
occupational therapy assistant (COTA)-A said
following R1’s fall he initially had not complained of
pain and said when he worked with therapy the next
day, he could not stand up at the bars. COTA-A said
R1 stated his butt hurt but when asked about the
pain level said, “what pain?” COTA-A said prior to
the fall R1 required contact guard assistance and
sald he had only self-transferred occasionally from
his bed to his chair. COTA-A said she was not
aware of R1 attempting to self-transfer from his bed.

During Interview on 7/29/26 at 4:27 p.m., R1 stated
he had pain in his arms and legs. R1 said he did not
remember what happened the morning he fell but
sald he thought, "the bone should have been healed
by now." R1 said staff usually came pretty quick
when he pushed his button but said, “I think that
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During Interview on 7/30/26 at 11:24 a.m., NA-C
stated prior to his fall, R1 only self-transferred once
or twice and said he was not, “super-impulsive.”
NA-C said If she had been left wet and not changed
It would have made her furious and said she would,
“definitely try to get out of bed and go change.”

On 7/30/26 at 11:29 a.m., video footage was viewed
with the administrator. The following events were
noted on 7/4/26:

5:58 p.m., NA-Awas observed In the hallway
outside R1's room.

6:31 p.m., R1 exited his room with his walker.
Another NA placed a transfer belt on R1 and brought
him back to his room. NA-A entered R1's room and
exited after one minute.

7:54 NA-B entered R1’s room, NA-A entered the
room at 7:56 p.m. NA-B left the room at 7:57 p.m.
and NA-A exited at 8:00 p.m.

8:58 p.m., NA-A entered and exited R1’s room
within one minute.

The following events were noted on 7/5/26:

3:47 a.m., NA-A entered R1’s room and left after 30
seconds.

6:57 a.m., R1 was observed in his doorway with his
walker. R1 fell over the walker and landed on the
floor. Staff found R1 on the floor at 6:58 a.m.

On 7/30/26 at 11:58 a.m., RN-A stated when R1 first
admitted to the facility his cognition had been better
but had been fluctuating since. RN-A said R1 was
Incontinent and had been upset with staff waking
him, so he set his own toileting schedule for 2:00
a.m. and 5:00 a.m. If R1 was wet at those times,
staff should have changed him. R1 was not
argumentative or resistive to care. RN-A said R1 did
not get up at night to toilet himself. RN-B was
present and agreed with RN-A that R1 had not
attempted to self-transfer to the toilet at night.

During Interview on 7/30/26 at 12:45 p.m., NA-A
stated she found out about R1's fall four days after
It happened. NA-A said each time she went into
R1's room he was fine. NA-A said R1 put on his call
light once during the night prior to his fall and said
he had put his own pajama pants on. NA-A said she
went into R1’s room more than once that night and
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SS=G sald she thought R1 transferred independently and

was not aware of his care plan. NA-A said she had
recelved training on where to find the plan of care
prior to working with R1.

During interview on 7/30/26 at 11:43 a.m., the
administrator stated R1’s fall was related to NA-A
not following care planned interventions for toileting.
The administrator stated R1 had been wet from urine
and said If that happened to her, she would be
disappointed and would want to get up and try to
change herself. The administrator said she had
recelved reports from other staff about other
residents being found saturated with urine that
morning.

Facility policy Care Planning dated 9/9/26, indicated
all staff are required to review, understand, and
follow each resident's current care plan at all times.
The care plan serves as the resident's individualized
plan of care and provides direction for safe and
appropriate care delivery.

The past noncompliance began on 7/5/26. The
deficient practice was corrected by 7/6/26, after the
facility completed a review and added interventions
to R1's care plan that included the following: more
frequent checks and specific times. The facility
continued re-education of staff which was previously
started, related to following the care plan and
signing off tasks. Interviews with staff from 7/28/26
through 7/30/26, confirmed understanding of
reviewing resident care plan before the start of shift
for changes. Review of R1's care plan confirmed
changes were made.
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m DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically delivered

August 13, 2026

Administrator

NORTH STAR MANOR
410 SOUTH MCKINLEY STREET

WARREN, MN 56762

Re: EventID: 2AAD90H1

Dear Administrator:

The above facility survey was completed on July 30, 2026 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,

_h/w sl -f%&i}ﬂu?ﬂmﬁ

Kamala Fiske-Downing

Compliance Analyst | Federal Enforcement
Health Regulation Division

Minnesota Department of Health

Kamala.Fiske-Downing@state.mn.us
Office: 651-201-4112

https://igies.cms.gov/providers/277202/enforcements/367978/letters/7751059/generate/4493 1/2
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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 iIs made to the
Department within 15 days of receipt of a notice of
assessment for non-compliance.

INITIAL COMMENTS:

On 7/29/26 through 7/30/26, a complaint survey
was conducted at your facility by surveyors from the
Minnesota Department of Health (MDH). Your facility
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survey. H55503199C (3073709)

Minnesota Department of Health is documenting the
State Licensing Correction Orders using Federal
software.
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m DEPARTMENT
OF HEALTH
Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically delivered

August 13, 2026

Administrator

NORTH STAR MANOR

410 SOUTH MCKINLEY STREET
WARREN, MN 56762

RE: CCN: 245550
Cycle Start Date: June 26, 2026

Dear Administrator:
On July 14, 2026, we informed you of imposed enforcement remedies.

On June 26, 2026, the Minnesota Department of Health completed a survey and it has

been determined that your facility continues to not to be in substantial compliance. The
most serious deficiencies in your facility were found to be isolated deficiencies that

constituted actual harm that was not immediate jeopardy (Level G). The Statement of
Deficiencies (CMS-2567) is being electronically delivered. Because corrective action was

taken prior to the survey, past non-compliance does not require a plan of correction
(POC).

As a result of the survey findings:

e Mandatory Denial of Payment for new Medicare and/or Medicaid
Admissions, Federal regulations at 42 CFR § 488.417(a), effective

Medicaid Admissions, Federal regulations at 42 CFR § 488.417(a),
effective September 26, 2026.

The CMS location will notify your Medicare Administrative Contractor (MAC) that the
denial of payment for new admissions is effective September 26, 2026. They will also
notify the State Medicaid Agency that they must also deny payment for new Medicaid
admissions effective September 26, 2026.

You should notify all Medicare/Medicaid residents admitted on, or after, this date of the
restriction. The remedy must remain in effect until your facility has been determined to
be in substantial compliance or your provider agreement is terminated. Please note

that the denial of payment for new admissions includes Medicare/Medicaid beneficiaries

https://iqies.cms.gov/providers/277202/enforcements/367978/letters/7751084/attachment/5625187/edit 1/
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enrolled in managed care plans. It is your obligation to inform managed care plans
contracting with your facility of this denial of payment for new admissions.

As we notified you in our letter of July 14, 2026, in accordance with Federal law, as
specified in the Act at Section 1819(f)(2)(B)(iii)(I)(b) and 1919(f)(2)(B)(iii)(I)(b), your
facility is prohibited from conducting Nursing Aide Training and/or Competency
Evaluation Programs (NATCEP) for two years from September 26, 2026.

ELECTRONIC PLAN OF CORRECTION (ePOC)

Within ten (10) calendar days after your receipt of this notice, you must submit an
acceptable plan of correction (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. The failure to submit an acceptable ePOC can lead to termination of your

Medicare and Medicaid participation (42 CFR 488.456(b)).
To be acceptable, a provider's ePOC must include the following:

e How corrective action will be accomplished for those residents found to have

been affected by the deficient practice.
e How the facility will identify other residents having the potential to be affected

by the same deficient practice.

e What measures will be put into place, or systemic changes made, to ensure that
the deficient practice will not recur.

e How the facility will monitor its corrective actions to ensure that the deficient
practice is being corrected and will not recur.

e The date that each deficiency will be corrected.

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

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:

e Optional denial of payment for new Medicare and Medicaid admissions
(42 CFR 488.417 (a));

e Per day civil money penalty (42 CFR 488.430 through 488.444).
DEPARTMENT CONTACT

Questions regarding this letter and all documents submitted as a response to the
resident care deficiencies (those preceded by a "F" and/or an "E" tag), i.e., the plan of
correction should be directed to:

Deborah Willis, Regional Operations Supervisor

Health Regulation Division
Minnesota Department of Health
St. Cloud District Office

4140 Thielman Lane

https://iqies.cms.gov/providers/277202/enforcements/367978/letters/7751084/attachment/5625187/edit 2/5
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Saint Cloud, Minnesota 56301-4557

Email: Deborah.Willis@state.mn.us
Office: (651) 201-3793

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 - Health Regulation

Division staff and/or the Department of Public Safety, State Fire Marshal Division staff, if
yvour ePoC for their 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 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 SIXTH MONTH
AFTER THE LAST DAY OF THE SURVEY

We will also recommend to the CMS Region V Office and/or the Minnesota Department
of Human Services that your provider agreement be terminated by December 26, 2026

(six months after the identification of nhoncompliance) if your facility does not achieve
substantial compliance. 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.

APPEAL RIGHTS

If you disagree with this action imposed on your facility, you or your legal representative
may request a hearing before an administrative law judge of the Department of Health
and Human Services, Departmental Appeals Board (DAB). Procedures governing this

process are set out in 42 C.F.R. 498.40, et seq. You must file your hearing request
electronically by using the Departmental Appeals Board’s Electronic Filing System (DAB

E-File) at https://dab.efile.hhs.gov no later than sixty (60) days after receiving this
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letter. Specific instructions on how to file electronically are attached to this notice. A
copy of the hearing request shall be submitted electronically to:

tamika.brown@cms.hhs.gov

Requests for a hearing submitted by U.S. mail or commercial carrier are no longer
accepted as of October 1, 2014, unless you do not have access to a computer or
internet service. In those circumstances you may call the Civil Remedies Division to
request a waiver from e-filing and provide an explanation as to why you cannot file
electronically or you may mail a written request for a waiver along with your written
request for a hearing. A written request for a hearing must be filed no later than sixty
(60) days after receiving this letter, by mailing to the following address:

Department of Health & Human Services
Departmental Appeals Board, MS 6132
Director, Civil Remedies Division
330 Independence Avenue, S.W.
Cohen Building — Room G-644
Washington, D.C. 20201
202-795-7490

A request for a hearing should identify the specific issues, findings of fact and
conclusions of law with which you disagree. It should also specify the basis for

contending that the findings and conclusions are incorrect. At an appeal hearing, you
may be represented by counsel at your own expense. If you have any questions
regarding this matter, please contact Tamika Brown at (312) 353-1502. Information may
also be emailed to tamika.brown@cms.hhs.gov.

INFORMAL DISPUTE RESOLUTION (IDR)

In accordance with 42 CFR 488.331 and Minnesota Statute 144A.10 subd 15, 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: https://forms.web.health.state.mn.us/form/NHDisputeResolution

This request must be sent within the same ten calendar days you have for submitting
an ePoC for the cited deficiencies. 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.
A copy of the Department’s informal dispute resolution policies is posted on the MDH

Information Bulletin website at:
https://www.health.state.mn.us/facilities/regulation/infobulletins/ib04 8.html

INDEPENDENT INFORMAL DISPUTE RESOLUTION (INDEPENDENT IDR)

In accordance with 42 CFR § 488.431 and Minnesota Statute 144A.10 subd 16, when a
CMP subject to being collected and placed in an escrow account is imposed, you have
one opportunity to question cited deficiencies through an Independent IDR process. You
may also contest scope and severity assessments for deficiencies which resulted in a
finding of SQC or immediate jeopardy. You are required to send your written request,
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along with the specific deficiencies being disputed, and an explanation of why you are
disputing those deficiencies, to:
https://forms.web.health.state.mn.us/form/NHDisputeResolutioN

A facility may not use both IDR and independent IDR for the same deficiency citation(s)
arising from the same survey unless the IDR process was completed prior to the
imposition of the CMP. This request must be sent within ten calendar days of receipt of
this offer. An incomplete Independent IDR process will not delay the effective date of
any enforcement action.

Feel free to contact me if you have questions.

Sincerely,

h/um gl %&L}Wﬁ

Kamala Fiske-Downing

Compliance Analyst | Federal Enforcement
Health Regulation Division

Minnesota Department of Health
Kamala.Fiske-Downing@state.mn.us

Office: 651-201-4112
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m DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically delivered

August 13, 2026

Administrator

NORTH STAR MANOR
410 SOUTH MCKINLEY STREET

WARREN, MN 56762

Re: EventID: 2AAD90H1

Dear Administrator:

The above facility survey was completed on July 30, 2026 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,

_h/w sl -f%&i}ﬂu?ﬂmﬁ

Kamala Fiske-Downing

Compliance Analyst | Federal Enforcement
Health Regulation Division

Minnesota Department of Health

Kamala.Fiske-Downing@state.mn.us
Office: 651-201-4112
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