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[DEPARTMENT of HEALTH]

Protecting, Maintaining and Improving the Health of Minnesotans
Qctober 6, 2011

Mr. Michael Bond, Administrator
MN Veterans Home - Luverne
1300 North Kniss, Po Box 539
Luverne, Minnesota 56156

Re: Project Number SL00411018
Dear Mr. Bond:

The above facility survey was completed on September 28, 2011 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, Compliance
Monitoring Division, noted no violations of these rules promulgated under Minnesota Stat. section 144.653
and/or Minnesota Stat. Section 144A.10.

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

Please feel free to call me with any questions.
Sincerely,

W@“fz‘?ﬁ

Maria King, Unit Supervisor

Licensing and Certification Program

Division of Compliance Monitoring

Telephone: (507) 344-2716  Fax: (507) 344-2723

Enclosure(s)

cc: Original - Facility
Licensing and Certification File L004s] Hic.rtf

General Information: (651) 201-5000 * TDD/TTY: (651) 201-5797 * Minnesota Relay Service: (800) 627-3529 *
www.health.state.mn.us
For directions to any of the MDH locations, call (651) 201-5000 * An Equal Opportunity Employer
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2 000 Initial Comments
S ATTENTION 4+
NH LICENSING CORRECTION ORDER

' In accordance with Minnesota Statute, section

. 144A.10, this cerrection order has been issued

t pursuant to a survey. If, upon reinspection, it is
found that the deficiency or deficiencies cited
herein are not corrected, a fine for each viclation
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:

On Septemeber 26th, 27th and 28th, 2011
surveyors of this Department's staff, visited the
above provider and the following correction

| orders are issued. When cormrections are
completed, please sign and date, make a copy of
these orders and return the original to the
Minnesota Department of Health, Division of
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Compliance Monitoring, Licensing and
Certification Program; 12 Civic Center Plaza,
Suite 2105, Mankato, Minnesota 56001.
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