DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of AIl Minnesotans

Electronically Delivered
July 16, 2026

Licensee

SMC ASHTON INC

9300 Northwood Parkway
New Hope, MN 55427

RE: Project Number(s) SL34331016

Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on June 17, 2026, for the purpose
of evaluating and assessing compliance with state licensing statutes. At the time of the survey, MDH
noted violations of the laws pursuant to Minnesota Statute, Chapter 144G, Minnesota Food Code,
Minnesota Rules Chapter 4626, Minnesota Statute 626.5572 and/or Minnesota Statute Chapter
260E.

MDH concludes the licensee is in substantial compliance. State law requires the facility must take
action to correct the state correction orders and document the actions taken to comply in the
facility's records. The Department reserves the right to return to the facility at any time should the
Department receive a complaint or deem it necessary to ensure the health, safety, and welfare of
residents in your care.

STATE CORRECTION ORDERS

The enclosed State Form documents the state correction orders. MDH documents state licensing
correction orders using federal software. Tag numbers are assigned to Minnesota state statutes for
Assisted Living Facilities. The assigned tag number appears in the far left column entitled "ID Prefix
Tag." The state statute number and the corresponding text of the state statute out of compliance are
isted in the "Summary Statement of Deficiencies"” column. This column also includes the findings that
are in violation of the state statute after the statement, "This MN Requirement is not met as
evidenced by . .."

IMPOSITION OF FINES

In accordance with Minn. Stat. § 144G.31, Subd. 4, fines and enforcement actions may be imposed
based on the level and scope of the violations and may be imposed immediately with no opportunity
to correct the violation first as follows:

Level 1: no fines or enforcement;

Level 2: a fine of $500 per violation, in addition to any enforcement mechanism authorized in
§ 144G.20;

Level 3: a fine of $1,000 per incident, in addition to any enforcement mechanism
authorized in § 144G.20;
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Level 4: a fine of $3,000 per incident, in addition to any enforcement mechanism authorized in

§ 144G.20;
Level 5: a fine of $5,000 per violation, in addition to any enforcement mechanism authorized in
§ 144G.20.

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, the following fines are assessed
pursuant to this survey:

St - 0- 0775 - 144g.45 Subd. 2. (a) - Fire Protection And Physical Environment - $500.00
St - 0- 0780 - 144g.45 Subd. 2 (a) (1) - Fire Protection And Physical Environment - $500.00
St - 0-0810 - 144g.45 Subd. 2 (b-F) - Fire Protection And Physical Environment - $500.00

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, the total amount you are
assessed is $1,500.00. You will be invoiced approximately 30 days after receipt of this notice, subject
to appeal.

DOCUMENTATION OF ACTION TO COMPLY

In accordance with Minn. Stat. § 144G.30, Subd. 5(c), the licensee must document actions taken to
comply with the correction orders within the time period outlined on the state form; however, plans
of correction are not required to be submitted for approval.

The correction order documentation should include the following:

e I|dentify how the area(s) of noncompliance was corrected related to the
resident(s)/employee(s) identified in the correction order.

e |dentify how the area(s) of noncompliance was corrected for all of the provider’s
resident(s)/employees that may be affected by the noncompliance.

e |dentify what changes to your systems and practices were made to ensure compliance with
the specific statute(s).

CORRECTION ORDER RECONSIDERATION PROCESS

In accordance with Minn. Stat. § 144G.32, Subd. 2, you may challenge the correction order(s) issued,
including the level and scope, and any fine assessed through the correction order reconsideration
process. The request for reconsideration must be in writing and received by MDH within 15 calendar
days of the correction order receipt date.

To submit a reconsideration request, please visit:
https://forms.web.health.state.mn.us/form/HRDAppealsForm

REQUESTING A HEARING

Alternatively, in accordance with Minn. Stat. § 144G.31, Subd. 5(d), an assisted living provider that
has been assessed a fine under this subdivision has a right to a reconsideration or a hearing under
this section and chapter 14. Pursuant to Minn. Stat. § 144G.20, Subd. 14 and Subd. 18, a request for a
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hearing must be in writing and received by the Department of Health within 15 business days of the
correction order receipt date. The request must contain a brief and plain statement describing each
matter or issue contested and any new information you believe constitutes a defense or mitigating
factor.

To submit a hearing request, please visit:
https://forms.web.health.state.mn.us/form/HRDAppealsForm

To appeal fines via reconsideration, please follow the procedure outlined above. Please note that you
may request a reconsideration or a hearing, but not both. If you wish to contest tags without fines in
a reconsideration and tags with the fines at a hearing, please submit two separate appeals forms at
the website listed above.

The MDH Health Regulation Division (HRD) values your feedback about your experience during the
survey and/or investigation process. Please fill out this anonymous provider feedback questionnaire
at your convenience at this link: https://forms.office.com/g/Bm5uQEpHVa. Your input is important
to us and will enable MDH to improve its processes and communication with providers.

You are encouraged to retain this document for your records. It is your responsibility to share the
information contained in the letter and state form with your organization’s Governing Bodly.

If you have any questions, please contact me.

Sincerely,

Jess Schoenecker, Supervisor
State Evaluation Team

Email: Jess.Schoenecker@state.mn.us
Telephone: 651-201-3789 Fax: 1-866-890-9290

HHH
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0 000| Initial Comments 0 000
AT TENTION Minnesota Department of Health is
documenting the State Correction Orders
ASSISTED LIVING PROVIDER LICENSING using federal software. Tag numbers have
CORRECTION ORDER(S) been assigned to Minnesota State
Statutes for Assisted Living Facilities. The
In accordance with Minnesota Statutes, section assigned tag number appears in the
144G .08 to 144G.95, these correction orders are far-left column entitled "ID Prefix Tag.” The
Issued pursuant to a survey. state Statute number and the
corresponding text of the state Statute out
Determination of whether violations are corrected of compliance is listed in the "Summary
requires compliance with all requirements Statement of Deficiencies” column. This
provided at the Statute number indicated below. column also includes the findings which
When Minnesota Statute contains several items, are in violation of the state requirement
fallure to comply with any of the items will be after the statement, "This Minnesota
considered lack of compliance. requirement is not met as evidenced by."
Following the evaluators' findings is the
INITIAL COMMENTS: Time Period for Correction.
SL34331016-0 PLEASE DISREGARD THE HEADING OF
THE FOURTH COLUMN WHICH
On June 15, 2026, through June 17, 2026, the STATES,"PROVIDER'S PLAN OF
Minnesota Department of Health conducted a full CORRECTION." THIS APPLIES TO
survey at the above provider and the following FEDERAL DEFICIENCIES ONLY. THIS
correction orders are issued. At the time of the WILL APPEAR ON EACH PAGE.
survey, there were three (3) residents receiving
services under the Assisted Living license. THERE IS NO REQUIREMENT TO
SUBMIT A PLAN OF CORRECTION FOR
VIOLATIONS OF MINNESOTA STATE
STATUTES.
THE LETTER IN THE LEFT COLUMN IS
USED FOR TRACKING PURPOSES AND
REFLECTS THE SCOPE AND LEVEL
ISSUED PURSUANT TO 144G.31
SUBDIVISION 1-3.
0510 144G.41 Subd. 3 Infection control program 0510
SS=D
(a) All assisted living facilities must establish and

(X6) DATE

STATE FORM 6899

0D9J11
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0 510 | Continued From page 1 0510

maintain an infection control program that
complies with accepted health care, medical, and
nursing standards for infection control.

(b) The facility's infection control program must be
consistent with current guidelines from the
national Centers for Disease Control and
Prevention (CDC) for infection prevention and
control in long-term care facilities and, as
applicable, for infection prevention and control in
assisted living facilities.

(c) The facility must maintain written evidence of
compliance with this subdivision.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to establish and
maintain an infection control program that
complies with accepted health care, medical and
nursing standards for infection control related to
skin preparation before injections for one of one
employee (unlicensed personnel (ULP)-B).

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious injury, impairment, or death), and
was Issued at an isolated scope (when one or a
limited number of residents are affected or one or
a limited number of staff are involved or the
situation has occurred only occasionally).

The findings Include:

On June 16, 2026, at 8:45 a.m., the surveyor
observed ULP-B apply gloves, obtain R1's
medications from the medication cart including
iInsulin. ULP handed the insulin pen to R1 for
self~-administration. R1 primed the pen to "2" and

Minnesota Department of Health
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then administered 20 units as ordered. R1 did not
use an alcohol wipe to clean the injection site
before self-administering insulin. ULP-B did not
offer an alcohol wipe. ULP-B stated R1 refused to
use alcohol, while R1 stated that alcohol wipes
are not provided to him. The surveyor did not
observe any alcohol wipes in the medication cart.

On June 16, 2026, at 12:30 p.m., clinical nurse
supervisor (CNS)-C stated staff were trained to
provide alcohol wipes for cleaning the injection

site as part of proper insulin administration.
CNS-C stated that she would retrain staff.

The licensee's Infection Prevention and Control
Program dated January 1, 2024, indicated the
Infection prevention and control program is
composed of multiple policies and procedures
focused on infection prevention and control.
These policies include:

1. Disposal of contaminated materials

PPE

Hand Hygiene

Standard Precautions

TB Program

Disinfecting Equipment and Surfaces
Quality Program

Staff lliness Policy

NGO HE N

No further information was provided.

TIME PERIOD FOR CORRECTION: Two (2)
days

0 690| 144G .43 Subdivision 1 Resident record 0 690
SS=D
(a) Assisted living facilities must maintain records
for each resident for whom it is providing
services. Entries in the resident records must be

Minnesota Department of Health
STATE FORM 6899 0D9J11 If continuation sheet 3 of 12
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current, legible, permanently recorded, dated,
and authenticated with the name and title of the
person making the entry.

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure entries in the resident's
record were properly authenticated on the
disposition of medication form for one of one
resident (R2).

This practice resulted in a level wo violation (a
violation that did not harm a resident's health or
safety but had the potential to do so, though not
likely to cause serious injury, impairment, or
death) and was issued at an isolated scope
(when one or a limited number of residents are
affected, one or a limited number of staff are
Involved, or the situation has occurred only
occasionally).

The findings Include:

R2 was admitted to the facility on July 9, 2025.

R2's Discharge Summary dated May 1, 2026,
Indicated R2 moved to an independent living
community.

R2's Drug Disposition Record was dated and
signed on April 30, 2026, although R2 did not

discharge from the facility until May 1, 2026.

On June 16, 2026, at 12:30 p.m., clinical nurse
supervisor (CNS)-C acknowledged that the
disposition of medication form was signed on
April 30, 2026, and R2's discharge was on May 1,
2026. CNS-C stated she was unsure why the
discharge date and the disposition of medication

Minnesota Department of Health
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form reflected different dates but believed the
nurse prepared the disposition form the day
before R2 left. CNS-C stated the nurse
responsible for completing the form was no
longer employed at the facility. CNS-C further
stated that moving forward, staff would ensure all
dates documented on forms were accurate.

The licensee's Disposition or Disposal of
Medication Policy dated January 1, 2024,
Indicated staff must document in the resident's
record the name of the person to whom
medications were given, the time and date, the
name of each medication, and the amount of
medication remaining.

No further information was provided.

TIME PERIOD FOR CORRECTION: Twenty-one
(21) days

0 775 144G .45 Subd. 2. (a) Fire protection and physical | 0775
SS=F | environment

Each assisted living facility must comply with the
State Fire Code in Minnesota Rules, chapter
/911, and:

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure the physical
environment of the facility was maintained in
compliance with the requirements of Minnesota

Statute 144G.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a

Minnesota Department of Health
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resident's health or safety, but was not likely to
cause serious Injury, impairment, or death) and
was Issued at a widespread scope (when
problems are pervasive or represent a systemic
fallure that has affected or has the potential to
affect a large portion or all of the residents).

The findings include:

Please refer to the document titled, Physical
Environment Inspection Report (PEIR) dated
June 16, 2026, for the specific violations related
the physical environment under Minnesota
Statute 144G.

TIME PERIOD FOR CORRECTION: Seven (/)
days.

0 780| 144G.45 Subd. 2 (a) (1) Fire protection and 0 780
SS=F | physical environment

(a) Each assisted living facility must comply with
the State Fire Code in Minnesota Rules, chapter
/911, and:

(1) for dwellings or sleeping units, as defined In
the State Fire Code:

(1) provide smoke alarms in each room used for
sleeping purposes;

(1) provide smoke alarms outside each separate
sleeping area in the immediate vicinity of
bedrooms;

(1l1) provide smoke alarms on each story within a
dwelling unit, including basements, but not
Including crawl spaces and unoccupied attics;
(iv) where more than one smoke alarm is
required within an individual dwelling unit or
sleeping unit, interconnect all smoke alarms so
that actuation of one alarm causes all alarms in
the individual dwelling unit or sleeping unit to

Minnesota Department of Health
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0 780 | Continued From page 6 0 780

operate; and

(v) ensure the power supply for existing smoke
alarms complies with the State Fire Code, except
that newly introduced smoke alarms in existing
buildings may be battery operated;

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure the physical
environment of the facility was maintained in

compliance with the requirements of Minnesota
Statute 144G.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident’'s health or safety, but was not likely to
cause serious injury, impairment, or death) and
was Issued at a widespread scope (when
problems are pervasive or represent a systemic
fallure that has affected or has the potential to
affect a large portion or all of the residents).

The findings include:

Please refer to the document titled, Physical
Environment Inspection Report (PEIR) dated
June 16, 2026, for the specific violations related
the physical environment under Minnesota
Statute 144G.

TIME PERIOD FOR CORRECTION: Seven (7)
days.

Minnesota Department of Health
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0 800 144G .45 Subd. 2 (a) (4) Fire protection and 0 800

SS=F | physical environment

(4) keep the physical environment, including
walls, floors, ceiling, all furnishings, grounds,
systems, and equipment in a continuous state of
good repair and operation with regard to the
health, safety, comfort, and well-being of the
residents in accordance with a maintenance and
repair program.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure the physical
environment of the facility was maintained in

compliance with the requirements of Minnesota
Statute 144G.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious Injury, impairment, or death) and
was Issued at a widespread scope (when
problems are pervasive or represent a systemic
fallure that has affected or has the potential to
affect a large portion or all of the residents).

The findings Include:

Please refer to the document titled, Physical
Environment Inspection Report (PEIR) dated
June 16, 2026, for the specific violations related
the physical environment under Minnesota
Statute 144G.

Minnesota Department of Health
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TIME PERIOD FOR CORRECTION: Seven (7)
days.

0 810, 144G .45 Subd. 2 (b-f) Fire protection and 0 810
SS=F | physical environment

(b) Each assisted living facility shall develop and
maintain fire safety and evacuation plans. The
plans shall include but are not limited to:

(1) location and number of resident sleeping
rooms;

(2) staff actions to be taken in the event of a fire
or similar emergency;

(3) fire protection procedures necessary for
residents; and

(4) procedures for resident movement,
evacuation, or relocation during a fire or similar
emergency including the identification of unique
or unusual resident needs for movement or
evacuation.

(c) Staff of assisted living facilities shall receive
training on the fire safety and evacuation plans
upon hiring and at least twice per year thereafter.
(d) Fire safety and evacuation plans shall be
readily available at all times within the facility.

(e) Residents who are capable of assisting in
their own evacuation shall be trained on the
proper actions to take in the event of a fire to
Include movement, evacuation, or relocation. The
training shall be made available to residents at
least once per year.

(f) Evacuation drills are required for staff twice
per year per shift with at least one evacuation drill
every other month. Evacuation of the residents is
not required. Fire alarm system activation is not
required to initiate the evacuation drill.

Minnesota Department of Health
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This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure the physical
environment of the facility was maintained in

compliance with the requirements of Minnesota
Statute 144G.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious Injury, impairment, or death) and
was Issued at a widespread scope (when
problems are pervasive or represent a systemic
fallure that has affected or has the potential to
affect a large portion or all of the residents).

The findings Include:

Please refer to the document titled, Physical
Environment Inspection Report (PEIR) dated
June 16, 2026, for the specific violations related

the physical environment under Minnesota
Statute 144G.

TIME PERIOD FOR CORRECTION: Twenty one
(21) days.

01880 144G.71 Subd. 19 Storage of medications 01880
SS=F
An assisted living facility must store all
prescription medications in securely locked and
substantially constructed compartments
according to the manufacturer's directions and
permit only authorized personnel to have access.
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This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to store all prescription
medications according to manufacturer's
Instructions for refrigerated medications. The
deficient practice had the potential to affect all
residents.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious Injury, impairment, or death), and
was Issued at a widespread scope (when
problems are pervasive or represent a systemic
fallure that has affected or has potential to affect
a large portion or all of the residents).

The findings include:

On June 15, 2026, at 12:00 p.m., the surveyor
and unlicensed personnel (ULP)-B observed the
locked medication refrigerator in the living room
and the thermometer read 33 degrees Fahrenheit
(°F). ULP-B stated she would notify the clinical
nurse supervisor (CNS) regarding the
out-of-range temperature. The following
medications were stored in the refrigerator:

- two unopened boxes of Lantus Solostar
containing four pens (injector device for insulin
administration)

- one unopened box of insulin aspart containing
three pens (injector device for insulin
administration)

On June 16, 2026, at 12:30 p.m. CNS-A
acknowledged the thermometer was present in
the refrigerator and read 33°F. CNS-A stated they
monitored refrigerator temperatures daily and
Minnesota Department of Health
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they would contact the maintenance staff to
adjust the refrigerator temperature.

Manufacturer storage directions for Lantus insulin
glargine injection dated August 2022, indicated,
"Unused pens store In the refrigerator at 36°F to
46°F (2 [degrees Celsius] °C to 8°C). Do not
freeze your insulin. Do not use if it has been
frozen. Unused pens may be used until the
expiration date printed on the label, if the pen has
been kept in the refrigerator.”

Manufacturer storage directions for insulin aspart
Injection dated March 2023, indicated, "Unused
pens store in the refrigerator at 36°F to 46°F (2°C
to 8°C). Do not freeze your insulin. Do not use If it
has been frozen. Unused pens may be used until
the expiration date printed on the label, if the pen
has been kept in the refrigerator.”

The licensee's Storage Of Medications policy
dated January 1, 2024, indicated the registered
nurse (RN) would provide education on proper
storage of medications in the home including the
need to be refrigerated, or stored in a cool, dry
area, and according to manufacturer's
recommendations.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (/)
days
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Metro District Office
m Minnesota Department of Health
625 Robert St N, PO BOX 64975

DEPARTMENT St Paul, MN 55164

OF HEALTH Phone: 651-201-4500
Food & Beverage Inspection Report Page: 1
—Establishment Info —— —License Info —Inspection Info —— M8 —
SMC Ashton Inc License: HFID 34331 Report Number: F8058261143
9300 NORTHWOOD PARKWAY Inspection Type: Full - Single
New Hope, MN 55427 Risk: Date: 6/15/2026 Time: 12:58:41 PM
Hennepin County License: Duration: minutes
Parcel: EXxpires on: Announced Inspection: No
CFPM: SHEIKH DUKULY Total Priority 1 Orders: 0

Phone: CFPM #: 109724, Exp: 2/11/2028 Total Priority 2 Orders: 0

Total Priority 3 Orders: 0

Delivery: Emailed
\ J \. J

No orders were issued for this inspection report.

Food & Beverage General Comment

HRD INSPECTOR SAFIA HASSAN

SHEIKH DUKULY - ALD

RESIDENTIAL HOME WITH NON COMMERCIAL APPLIANCES AND FINISHES

TILE FLOOR, WOOD CABINETS, GRANITE COUNTER, SHEETROCK WALLS AND CEILING

41 HOT DOG COOLER
40 RICE COOLER

160 DISH TEMP

NOTE: All new food equipment must meet the applicable standards of the American National Standards Institute (ANSI). Plans
and specifications must be submitted for review and approval prior to new construction, remodeling or alterations.

I acknowledge receipt of the Metro District Office inspection report number F8058261143 from 6/15/2026

SHEIKH DUKULY
ALD

Aaron Gertz,

Public Health Sanitarian 3
651-201-4516
aaron.gertz@state.mn.us
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Physical Environment Inspection Report
ASSISTED LIVING | ASSISTED LIVING WITH DEMENTIA CARE

Project No: S5L34331016-0 Date: 6/16/2026

Facility Name: SMC ASHTON INC

Facility Address: 9300 Northwood PKWY New Hope, MN 55427

XI TAG IDENTIFICATION: 0775

SCOPE/ SEVERITY: Level 2; Widespread TIME PERIOD OF CORRECTION: Seven (7) days

1. Each assisted living facility must comply with the provisions of the Minnesota State Fire Code (MSFC) in
Minnesota Rules chapter 7511. [Minn. Stat. 144G.45 subd. 2]

2. A means of egress shall be free from obstructions that would prevent its use, including the accumulation
of snow and ice. Means of egress shall remain free of any material or matter where its presence would

obstruct or render the means of egress hazardous. No combustible material storage is allowed in the
corridors or exit stairs. [Minn. Stat. 144G.45 subd. 2; MSFC 1031.3]

Comments: The facility marked the door leading from the living room into the garage with an exit sign,
directing occupants to exit the building through the garage during an emergency. The posted evacuation
map also showed the exit path leading from the living space through the garage. Emergency exit routes
must not direct occupants through an area that presents a higher hazard than the assisted living area.

3. Smoking shall be prohibited where conditions are such as to make smoking a hazard, and in spaces where
flammable or combustible materials are stored or handled. [Minn. Stat. 144G.45 subd. 2; MSFC 310.2]

Comments: Surveyor observed unsafe smoking inside the garage which housed flammable materials.
Cigarette ash and burn marks were found inside the attached garage on the wheelchair ramp and adjacent
shelving.

4. Where smoking is permitted, suitable noncombustible ash trays or match receivers shall be provided on
each table and at other appropriate locations. [Minn. Stat. 144G.45 subd. 2; MSFC 310.6]

Comments: Surveyor observed plastic containers on the rear deck being used as ashtrays for discarded
cigarette butts, creating an improper and unsafe method of disposing smoking materials.

Page | 1
Project Number: SL34331016-0
Facility Name: SMC ASHTON INC Date:6/16/2026




m-~ DEPARTMENT

OF HEALTH
5. Relocatable power taps (power strips) shall be directly connected to a permanently installed receptacle.
‘Minn. Stat. 144G.45 subd. 2; MSFC 604.4.2]

Comments: Inside resident room 4, surveyor observed a power strip plugged into a multi-plug adapter.

XI TAG IDENTIFICATION: 0780

SCOPE/ SEVERITY: Level 2; Widespread TIME PERIOD OF CORRECTION: Seven (7) days

1. Smoke alarms shall be interconnected so that actuation of one alarm causes all alarms in the individual

dwelling or sleeping unit to operate where more than one smoke alarm is required within an individual
dwelling or sleeping unit. [Minn. Stat. 144G.45 subd.2]

Comments: Licensed Assisted Living Director (LALD)-D tested the smoke alarms for interconnection. When
LALD-D activated the alarm in the upstairs living room, the alarm sounded locally but failed to activate the
other smoke alarms in the facility.

X TAG IDENTIFICATION: 0800

SCOPE/ SEVERITY: Level 2; Widespread TIME PERIOD OF CORRECTION: Seven (7) days

1. The physical environment, including walls, floors, ceiling, all furnishings, grounds, systems, and equipment
are in a continuous state of good repair and operation with regard to the health, safety, comfort, and well-
being of the residents in accordance with a maintenance and repair program. [Minn. Stat. 144G.45 subd.2]

Comments:
e Gutter on the rear deck was partially detached from the building.
e The screen was missing from the deck enclosure.
e The concrete stairs to the main entrance had significant cracking and displacement.
e There was a strong, musty, mold-like odor present in the storage room.

e The basement resident room had a strong smell of ammonia, urine, and dampness.
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XI TAG IDENTIFICATION: 0810

SCOPE/ SEVERITY: Level 2; Widespread TIME PERIOD OF CORRECTION: Twenty One (21) days

1. Each assisted living facility shall develop and maintain fire safety and evacuation plans (FSEP) that are
readily available at all times within the facility. [Minn. Stat. 144G.45 subd.2]

Comments: Surveyor requested the FSEP, the licensed assisted living director (LALD)-D had to remove it
from a locked med cart. The FSEP needs to be available at all times within the facility.

2. Each assisted living facility shall develop and maintain fire safety and evacuation plans (FSEP) that include
the location and number of resident rooms. [Minn. Stat. 144G.45 subd.2]

Comments: The fire evacuation diagrams lacked the location and number of resident sleeping rooms.

3. Each assisted living facility shall develop and maintain fire safety and evacuation plans (FSEP) that include
employee actions to be taken in the event of a fire or similar emergency. [Minn. Stat. 144G.45 subd.?2]

Comments: The FSEP failed to provide employee actions to be taken in the event of a fire or similar
emergency, relative to the facility's building layout and environmental risks. The policy instructed staff to

assist residents, but procedures for providing assistance were not explained, and guidance on the use of a
fire extinguisher was not included.
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