DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of AIl Minnesotans

Electronically Delivered
March 19, 2026

Licensee

Fantum Home Health Care LLC
8032 France Avenue North
Brooklyn Park, MN 55443

RE: Project Number(s) SL39851016
Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on February 27, 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

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, the total amount you are
assessed is $1,000.00. 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 |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
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
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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. If you have
any questions regarding the questionnaire, please contact Susan Winkelmann at
susan.winkelmann@state.mn.us or call 651-201-5952.

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 Body.

If you have any questions, please contact me.

Sincerely,

...} - : | .__—_.';'.'-.- Y —

o
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] .-.-'.-f

Jess Schoenecker, Supervisor
State Evaluation Team

Email: Jess.Schoenecker@state.mn.us
elephone: 651-201-3789 Fax: 1-866-890-9290
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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.
SL39851016-0 PLEASE DISREGARD THE HEADING OF
THE FOURTH COLUMN WHICH
On February 23, 2026, through February 27, STATES,"PROVIDER'S PLAN OF
2026, the Minnesota Department of Health CORRECTION." THIS APPLIES TO
conducted a full survey at the above provider and FEDERAL DEFICIENCIES ONLY. THIS
the following correction orders are issued. At the WILL APPEAR ON EACH PAGE.
time of the survey, there were two (2) residents
receiving services under the Assisted Living THERE IS NO REQUIREMENT TO
license. 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.
0 480, 144G.41 Subdivision 1 Subd. 1a (a-b) Minimum 0 480
SS=F | requirements; required food services

(X6) DATE
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(a) Except as provided in paragraph (b), food
must be prepared and served according to the
Minnesota Food Code, Minnesota Rules, chapter
4626.

(b) For an assisted living facility with a licensed
capacity of ten or fewer residents:

(1) notwithstanding Minnesota Rules, part
4626.0033, item A, the facility may share a
certified food protection manager (CFPM) with
one other facility located within a 60-mile radius
and under common management provided the
CFPM is present at each facility frequently
enough to effectively administer, manage, and
supervise each facility's food service operation;
(2) notwithstanding Minnesota Rules, part
4626.0545, item A, kick plates that are not
removable or cannot be rotated open are allowed
unless the facility has been issued repeated
correction orders for violations of Minnesota
Rules, part 4626.1565 or 4626.1570;

(3) notwithstanding Minnesota Rules, part
4626.0685, item A, the facility is not required to
provide integral drainboards, utensil racks, or
tables large enough to accommodate soiled and
clean items that may accumulate during hours of
operation provided soiled items do not
contaminate clean items, surfaces, or food, and
clean equipment and dishes are air dried in a
manner that prevents contamination before
storage;

(4) notwithstanding Minnesota Rules, part
4626.1070, item A, the facility i1s not required to
Install a dedicated handwashing sink in its
existing kitchen provided it designates one well of
a two-compartment sink for use only as a
handwashing sink;

(5) notwithstanding Minnesota Rules, parts
4626.1325, 4626.1335, and 4626.1360, item A,
existing floor, wall, and ceiling finishes are

Minnesota Department of Health
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allowed provided the facility keeps them clean
and in good condition;

(6) notwithstanding Minnesota Rules, part
4626.13795, shielded or shatter-resistant
lightbulbs are not required, but if a light bulb
breaks, the facility must discard all exposed food
and fully clean all equipment, dishes, and
surfaces to remove any glass particles; and
(7) notwithstanding Minnesota Rules, part
4626.1390, toilet rooms are not required to be
provided with a self-closing door.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure food was
prepared and served according to the Minnesota
Food Code.

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
Is Issued at a widespread scope (when problems
are pervasive or represent a systemic failure 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, Food and
Beverage Establishment Inspection Report
(FBEIR) dated February 24, 2026, for the specific
Minnesota Food Code violations. The Inspection
Report was provided to the licensee within 24
hours of the inspection.

Minnesota Department of Health
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TIME PERIOD FOR CORRECTION: Please refer
to the FBEIR for any compliance dates.

0 660 144G.42 Subd. 9 Tuberculosis prevention and 0 660
SS=D | control

(a) The facility must establish and maintain a
comprehensive tuberculosis infection control
program according to the most current
tuberculosis infection control guidelines issued by
the United States Centers for Disease Control
and Prevention (CDC), Division of Tuberculosis
Elimination, as published in the CDC's Morbidity
and Mortality Weekly Report. The program must
Include a tuberculosis infection control plan that
covers all paid and unpaid employees,
contractors, students, and regularly scheduled
volunteers. The commissioner shall provide
technical assistance regarding implementation of
the guidelines.

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

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure employee tuberculosis
(TB) testing with a two-step tuberculin skin test
(TST) or blood test was completed and
documented for one of two employees
(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

Minnesota Department of Health
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a limited number of staff are involved or the
situation has occurred only occasionally).

The findings Include:

The licensee's Facllity TB Risk Assessment dated
January 20, 2026, indicated the facility was low
risk.

ULP-B was hired on June 19, 2024, and began
providing assisted living services to the licensee's
residents.

ULP-B's employee record included a Baseline TB
screening tool for Health Care Workers (HCWSs),
dated June 19, 2024, and chest x-ray reading
dated May 22, 2024.

ULP-B's record lacked evidence of testing for TB
with either a two-step TST or serum blood test
preceding the chest x-ray.

On February 27, 2026, at 12:30 p.m., licensed
assisted living director (LALD)-C acknowledged
ULP-B's record was missing a two-step TST or
blood test as required. LALD-C stated that ULP-B
had previously received the Bacillus Calmette
Guerin (BCG) vaccine, which can cause positive
1B test result, and they asked all staff who had
received the BCG vaccine to undergo a chest
X-ray. LALD-C stated they were not aware of the
required TB testing with either a two-step TST or
serum blood test for staff with history of BCG
vaccine.

The Minnesota Department of Health (MDH)
guidelines Regulations for Tuberculosis Control in
Minnesota Health Care Settings dated July 2013,
and based on CDC guidelines, indicated a TB
Infection control program should include an

Minnesota Department of Health
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annual facility TB risk assessment. The
guidelines also indicated an employee may begin
working with patients (residents) after a negative
1B history and symptom screen (no symptoms of
active 1B disease) and a negative IGRA (serum
blood test) or TST (first step) dated within 90
days before hire. The second TST may be
performed after the HCW (health care worker)
starts working with patients. Baseline TB
screening should be documented in the
employees' record.

The licensee's Tuberculosis Screening policy,
undated, indicated for all employees, volunteers
or contract personnel providing direct resident
care, there shall be evidence of baseline TB
screening consisting of two components:

a. Assessing current symptoms of active TB
disease, (see Baseline TB Screening Tool In
Sample Forms) and

b. Testing for the presence of infection with
Mycobacterium tuberculosis by administering
elther a two-step tuberculin skin test (TST) or a
single TB blood test. If the employee has proof of
a 1B blood test or negative chest x-ray within 90
days of employment, it does not have to be
repeated at the time of hire.

No further information was provided.

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

07795 144G .45 Subd. 2. (a) Fire protection and physical | 0 775
SS=F | environment

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

Minnesota Department of Health
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0 775 | Continued From page 6 0775

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
2-26-26, for the specific violations related the
physical environment under Minnesota Statute
144G.

TIME PERIOD FOR CORRECTION: Seven (7)
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

Minnesota Department of Health
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sleeping purposes;

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

(lif) 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
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).
Minnesota Department of Health
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The findings include:

Please refer to the document titled, Physical
Environment Inspection Report (PEIR) dated
2-26-26, for the specific violations related the
physical environment under Minnesota Statute
144G.

TIME PERIOD FOR CORRECTION: Seven (7)
Days

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

Minnesota Department of Health
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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
2-26-26, for the specific violations related the

physical environment under Minnesota Statute
144G.

TIME PERIOD FOR CORRECTION: Twenty One
(21) Days

0 810 144G.45 Subd. 2 (b-f) Fire protection and 0810
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

Minnesota Department of Health
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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.

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
2-26-26, for the specific violations related the
physical environment under Minnesota Statute
144G.

Minnesota Department of Health
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01600 144G.70 Subdivision 1 Acceptance of residents 01600
SS=D
An assisted living facility may not accept a person
as a resident unless the facility has staff,
sufficient in qualifications, competency, and
numbers, to adequately provide the services
agreed to in the assisted living contract.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the license failed to ensure staff had
sufficient qualifications, competency, and
numbers to adequately provide the services
agreed to In the assisted living contract prior to
admission for one of one resident (R2) with a
diagnosis of dementia and a history of elopement.

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:

The licensee’s Uniform Disclosure of Assisted
Living Services and Amenities (UDALSA), dated
January 1, 2026, indicated they do not provide
services for wandering or exit seeking behaviors.

R2 admitted on December 26, 2025, due to

Minnesota Department of Health
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diagnoses that included dementia and frostbite
with tissue necrosis of both hands.

R2's Service Plan dated December 27, 2025,
Indicated R2 recelved services including
assistance activity, dressing, bathing, and
manage behavior - elopement threat three (3)
times per day.

On February 24, 2026, at 7:45 a.m., the surveyor
was entering the licensee's building and observed
R2 in the driveway and administrator(A)-D came
out and redirected R2 to return to house. R2 was
wearing house shoes or slippers and a sweater
while leaving the facility.

The National Weather Service Climatological
Data for Minneapolis-St. Paul Area dated
February 2026, indicated the high temperature on
February 24, 2026, was 37 degrees and the low
temperature was 16 degrees.

On February 24, 2026, at 8:04 a.m., the surveyor
again observed R2 leaving the facility and A-D
Immediately intervened and redirected R2 back to
the house. Unlicensed personnel (ULP)-B was
observed providing assistance to another resident
on the lower level. A-D was observed doing
activities with R2 until staff scheduled from 9:00
a.m. to 5:00 p.m. arrived onsite.

R2's Service Recap Summary dated from
December 2025 to February 2026, indicated the
following:

-December 27, 2025, morning (AM) - wandering
around the facility;

-December 27, 2025, evening (PM) - repeating
trying to elope;

-December 27, 2025, overnight (NOC) - repeating
wondering, refusing to sleep, restlessness,

Minnesota Department of Health
STATE FORM 6899 OFZU11 If continuation sheet 13 of 22




PRINTED: 03/19/2026

FORMAPPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: _ COMPLETED
A. BUILDING:
39851 B. WING 02/27/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
8032 FRANCE AVENUE NORTH
FANTUM HOME HEALTH CARE LLC
BROOKLYN PARK, MN 55443
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

01600 | Continued From page 13 01600

wondering, and trying to go out of the facility;
-December 28, 2025, PM - restlessness;
-December 29, 2025, PM - client was restless;
-January 2, 2026, AM - resident repeats
elopement attempts;

-January 6, 2026, NOC - client was disoriented;
-January 2 to 24, 2026; disruptive behavior,
withdrawn, and restlessness: and

-February 4 to 24, 2026; disruptive behavior,
withdrawn, constant wondering, client was
disoriented, banging doors, mood swings, and
wondering around the facility.

R2's Incident Reports - One Resident dated
February 2, 2026, indicated "extreme agitation,
resident woke up in the middle of the night and
started cursing out and banging doors and tables.
Expressing extreme agitation and frustration ...
Resident continues to wander and staff report
that he Is having difficulty sleeping.”

During an interview on February 24, 2026, at
10:00 a.m., ULP-B stated R2 was constantly
attempting to leave the facility. ULP-B stated they
Kept him engaged in activities to help prevent exit
seeking behavior. Also, ULP-B mentioned they
had put in an alarm at the exit doors to prevent
elopement.

On February 24, 2026, at 2:00 p.m., A-D stated
they decided to admit R2, however they were not
aware that he had a diagnosis of dementia and
did not have sufficient information at the time of

admission. Also, A-D stated they implemented
door alarms to alert staff if R2 left the facility.

On February 25, 2026, at 12:08 p.m., the
surveyor received an email from registered nurse
(RN)-A stated "After | completed the
preadmission [admission], | had a discussion with
Minnesota Department of Health

STATE FORM 6899 OFZU11 If continuation sheet 14 of 22




PRINTED: 03/19/2026

FORMAPPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: _ COMPLETED
A. BUILDING:
39851 B. WING 02/27/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
8032 FRANCE AVENUE NORTH
FANTUM HOME HEALTH CARE LLC
BROOKLYN PARK, MN 55443
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

01600 | Continued From page 14 01600

the team (director, administrator) concerning the
new prospects [sic] condition and my assessment
findings. | explained that my concern was that we
did not have enough clinical information to make
a decision for admission and that the prospect
appeared to be disoriented. The director did send
the emalil. When the records were received, we
all noted that he did have a dementia diagnosis.
We then decided not to admit him. When |
returned from vacation, | found that the new
prospect was admitted. During the next team
meeting the director mentioned that they had put
In an alarm at the exits due to risk of elopement.
They also mentioned that staff will engage and
redirect and keep a close eye on him. | did not
receive a report from the nurse who completed
the admission. | checked in with new resident and
found that he was isolating in his room and
minimally verbal. | spoke with staff about what
they observed, and they gave a similar report. |
asked If they were educated on a plan
considering he had Dementia and that he needed
a higher level of care. Staff unaware that he had
Dementia. Staff concluded that they continue to
redirect and assist with care as needed. |
expressed concern about the care he will need as
he progressed and how this was not the right
place for him. An appointment was set up for
01.06.26 [January 6, 2026] with the provider and
he was prescribed new medications. The resident
appeared to have developed new symptoms as
the month ended, he was restless, | noticed he
was getting up and going to the bathroom
frequently. Staff said he was having difficulty
sleeping. Another appointment was set up for
revaluation.” Also, RN-A stated "| have not been
notified about the resident exit seeking. | noted
that he was wandering more and exit seeking
from progress notes this week. | was not notified
about exit seeking yesterday. Spoke with staff
Minnesota Department of Health
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and they continued to keep him engaged and |
encouraged staff to keep an eye on him at all
times as his room in near the living area.”

The licensee's Nursing Assessment and
Reassessment of Residents policy, undated,
Indicated the licensee may not accept a person
as a resident unless the facility has staff,
sufficient in qualifications, competency, and
numbers to adequately provide services agreed
to in the contract.

No further information was provided.

TIME PERIOD FOR CORRECTION: Two (2)
days

01620] 144G.70 Subd. 2 (c-e) Initial reviews, 01620
SS=D | assessments, and monitoring

(a) Residents who are not receiving any assisted
living services shall not be required to undergo an
Initial nursing assessment.

(b) An assisted living facility shall conduct a
nursing assessment by a registered nurse of the
physical and cognitive needs of the prospective
resident and propose a temporary service plan
prior to the date on which a prospective resident
executes a contract with a facility or the date on
which a prospective resident moves in, whichever
Is earlier. If necessitated by either the geographic
distance between the prospective resident and
the facility, or urgent or unexpected
circumstances, the assessment may be
conducted using telecommunication methods
based on practice standards that meet the
resident’'s needs and reflect person-centered
planning and care delivery.

(c) Resident reassessment and monitoring must

Minnesota Department of Health
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be conducted by a registered nurse:

(1) no more than 14 calendar days after initiation
of services;

(2) as needed based on changes in the resident's
needs; and

(3) at least every 90 calendar days.

(d) Sections of the reassessment and monitoring
In paragraph (c) may be completed by a licensed
practical nurse as allowed under the Nurse
Practice Act in sections 148.171 to 148.285. A
registered nurse must review the findings as part
of the resident's reassessment.

(e) For residents only receiving assisted living
services specified in section 144G.08, subdivision
9, clauses (1) to (9), the facility shall complete an
Individualized initial review of the resident’'s needs
and preferences. The Initial review must be
completed within 30 calendar days of the start of
services. Resident monitoring and review must
be conducted as needed based on changes in
the needs of the resident and cannot exceed 90
calendar days from the date of the last review.

(F) A facility must inform the prospective resident
of the availability of and contact information for
long-term care consultation services under
section 256B.0911, prior to the date on which a
prospective resident executes a contract with a
facility or the date on which a prospective
resident moves in, whichever Is earlier.

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure a registered nurse (RN)
conducted ongoing resident monitoring and
reassessment 14 calendar days from the initial
assessment for one of two residents (R2).

This practice resulted in a level two violation (a
violation that did not harm a resident's health or

Minnesota Department of Health
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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 Iisolated scope (when one or a
limited number of residents are affected or one or
a imited number of staff are involved or the
situation has occurred only occasionally).

The findings include:

R2 admitted on December 26, 2025, due to
diagnoses that included dementia and frostbite
with tissue necrosis of both hands.

R2's record included an Admission Assessment
(Nursing) dated December 26, 2025, and a
14-day assessment (Nursing) dated January 17,
2026.

R2's record lacked documentation a RN
completed reassessment and monitoring no more
than 14 calendar days after initiation of services
on December 26, 2025, as the 14-day
assessment was late by nine (9) days.

On February 24, 2026, at 2:30 p.m., RN-A
acknowledged R2's record was missing
reassessment within 14 days from the initial
assessment and it was late by 9 days. RN-A
stated she was aware of the requirement, but it
was missed.

The licensee’'s Nursing Assessment and
Reassessment of Residents policy, undated,
Indicated Resident reassessment and monitoring
must be conducted no more than 14 calendar
days after initiating services.

No further information was provided.
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TIME PERIOD FOR CORRECTION: Twenty-one
(21) days
01730 144G./71 Subd. 5 Individualized medication 01730

SS=D | management plan

(a) For each resident receiving medication
management services, a registered nurse,
advanced practice registered nurse, or qualified
staff delegated the task by a registered nurse
must prepare and include in the service plan a
written statement of the medication management
services that will be provided to the resident. The
facility must develop and maintain a current
Individualized medication management record for
each resident based on the resident's
assessment that must contain the following:

(1) a statement describing the medication
management services that will be provided;

(2) a description of storage of medications based
on the resident's needs and preferences, risk of
diversion, and consistent with the manufacturer's
directions;

(3) documentation of specific resident instructions
relating to the administration of medications;

(4) identification of persons responsible for
monitoring medication supplies and ensuring that
medication refills are ordered on a timely basis;
(5) identification of medication management
tasks that may be delegated to unlicensed
personnel;

(6) procedures for staff notifying a registered
nurse or appropriate licensed health professional
when a problem arises with medication
management services; and

(7) any resident-specific requirements relating to
documenting medication administration,
verifications that all medications are administered
as prescribed, and monitoring of medication use

Minnesota Department of Health
STATE FORM 6899 OFZU11 If continuation sheet 19 of 22



PRINTED: 03/19/2026

FORMAPPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: _ COMPLETED
A. BUILDING:
39851 B. WING 02/27/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
8032 FRANCE AVENUE NORTH
FANTUM HOME HEALTH CARE LLC
BROOKLYN PARK, MN 55443
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

01730 | Continued From page 19 01730

to prevent possible complications or adverse
reactions.

(b) The medication management record must be
current and updated when there are any
changes.

(c) Medication reconciliation must be completed
when a licensed nurse, licensed health
professional, or authorized prescriber is providing
medication management.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to develop an
Individualized medication management record

with the required content for one of two residents
(R2).

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 February 24, 2026, at 8:30 a.m., unlicensed
personnel (ULP)-B administered R2's scheduled
morning medications.

R2's Service Plan dated December 27, 2025,
Indicated R2 received services to include
medication administration.

R2's Individualized Medication Management Plan
Minnesota Department of Health
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(IMMP) dated January 17, 2026, did not include
the following:

- a statement describing the medication
management services that will be provided;

- a description of storage of medications based
on the resident's needs and preferences, risk of
diversion, and consistent with the manufacturer's
directions;

- documentation of specific resident instructions
relating to the administration of medications;

- Identification of persons responsible for
monitoring medication supplies and ensuring that
medication refills are ordered on a timely basis;

- Identification of medication management tasks
that may be delegated to unlicensed personnel;

- procedures for staff notifying a registered nurse
or appropriate licensed health professional when
a problem arises with medication management
Services;

- any resident-specific requirements relating to
documenting medication administration,
verifications that all medications are administered
as prescribed, and monitoring of medication use
to prevent possible complications or adverse
reactions;

- the medication management record must be
current and updated when there are any changes;
and

- medication reconciliation must be completed
when a licensed nurse, licensed health
professional, or authorized prescriber is providing
medication management.

On February 24, 2026, at 2:40 p.m., registered
nurse (RN)-A acknowledged R2's IMMP was
missing the required content and RN-A stated it
will be added to the resident's medication
management plan.

The licensee Individualized Medication
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Management Plan and Record policy, undated,
Indicated the licensee would develop an
Individualized medication management plan and
record based on the nursing assessment and the
needs or preferences of the residents. This plan
would be developed with the resident and/or
resident's representative, and this plan would be
part of the resident's service plan. Once the
medication management plan has been
developed, the RN would develop the resident's
medication record with detailed information about
the medications staff would be managing.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (/)
days
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—Establishment Info ——  —License Info —Inspection Info —— M8
Fantum Home Health Care LLC License: 0040070 Report Number: F1047261061
8032 France Ave N Inspection Type: Full - Single
Brooklyn Park, MN 55443 Risk: Date: 2/24/2026 Time: 11:00 am
Hennepin County License: -1 Duration: minutes
Parcel: Expires on: 12/31/2022 Announced Inspection:
CFPM: Total Priority 1 Orders: 1

Phone: CFPM #: ; EXxp: Total Priority 2 Orders: 0

Total Priority 3 Orders: 0

Delivery:
\ J \. J

| New Order: 2-200 Employee Health

2-201.11C Priority Level: Priority 1 CFP#: 3
MN Rule 4626.0040C The person in charge must record all reports of diarrhea or vomiting made by food employees and

report those ilinesses to the regulatory authority at the specific request of the regulatory authority.
COMMENT: UNABLE TO LOCATE EMPLOYEE ILLNESS LOG AT TIME OF INSPECTION. SAMPLE LOG PROVIDED

WITH THE REPORT.
Comply By: 2/24/2026  Originally Issued On: 2/24/2026

Food & Beverage General Comment

The inspection was completed with the operator and reviewed with MDH Nurse Evaluator S. Hassan.

The establishment has a residential kitchen and serves food that is prepared that day. The kitchen has wood cabinets,
laminate floor, painted walls, solid counter top, and a painted ceiling.

A two basin sink is located in the kitchen. One sink basin is designated for hand washing. A residential dish machine is
located in the kitchen.

Discussed hand washing, ware washing, staff iliness policy, temperature control, final cook temperatures, cleaning, serving
highly susceptible populations, and food handling procedures.

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 F1047261061 from 2/24/2026

ot S

Olufemi Isawumi Holly Sievers,
Operator Public Health Sanitarian 3

651-201-5946
holly.sievers@state.mn.us



Metro District Office
m Minnesota Department of Health
625 Robert St N, PO BOX 64975

DEPARTMENT St Paul, MN 55164

OF HEALTH
Temperature Observations/Recordings Page: 1
Establishment Info Inspection Info \
Fantum Home Health Care LLC Report Number: F1047261061
Brooklyn Park Inspection Type: Full
County/Group: Hennepin County Date: 2/24/2026
Time: 11:00 am

Food Temperature: Product/Iltem/Unit: Yogurt; Temperature Process: Cold-Holding
Location: Refrigerator at 38 Degrees F.

Comment:
Violation Issued?: No




Metro District Office
m Minnesota Department of Health
625 Robert St N, PO BOX 64975

DEPARTMENT St Paul, MN 55164

OF HEALTH
Sanitizer Observations/Recordings Page: 1
Establishment INfo — Inspection Info —
Fantum Home Health Care LLC Report Number: F1047261061
Brooklyn Park Inspection Type: Full
County/Group: Hennepin County Date: 2/24/2026
Time: 11:00 am

Sanitizing Equipment: Product: Hot Water; Sanitizing Process: Dish Machine
Location: Kitchen Equal To 177 Degrees F.

Comment:
Violation Issued?: No




- OF HEALTH

Physical Environment Inspection Report
ASSISTED LIVING | ASSISTED LIVING WITH DEMENTIA CARE

Project No: SL39851016-0 Date: 2/26/2026

Facility Name: FANUTM HOME HEALTH CARE LLC

Facility Address: 8032 FRANCE AVENUE NORTH BROOKLYN PARK MN, 55443

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. Occupancy separation shall be provided in Group | and Group R occupancies. Existing wood lath and
plaster in good condition or 72 inch gypsum wallboard is acceptable where one hour occupancy separations
are required. [Minn. Stat. 144G.45 subd. 2; MSFC 1105.2]

Comments: A large hole was observed in the fire separation between the facility and the attached garage.

3. 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 rear designated exit was obstructed with snow and ice. The front exit ramp was obstructed
by ice.

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]

Page | 1

Project Number: SL39851016-0
Facility Name: FANUTM HOME HEALTH CARE LLC Date: 2-26-26



m-~ DEPARTMENT
OF HEALTH
Comments: Two separate smoke alarm systems were installed, but each separate system was not
interconnected.

X TAG IDENTIFICATION: 0800

SCOPE/ SEVERITY: Level 2; Widespread TIME PERIOD OF CORRECTION: Twenty One (21) 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: The flooring in the kitchen was warped and presented as a trip hazard.

The exterior faucet was leaking and accumulating ice at the front exit ramp.

X 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 include
the location and number of resident rooms. [Minn. Stat. 144G.45 subd.?2]

Comments: The posted evacuation plans did not include the egress routes from each room to the
designated exit.

2. 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 provided FSEP was from a third-party provider and had not been updated to the specific facility.

3. Each assisted living facility shall develop and maintain fire safety and evacuation plans (FSEP) that include
fire protection procedures necessary for residents. [Minn. Stat. 144G.45 subd.?2]

Comments: The licensee was unable to provide fire protection procedures for residents when requested.

Page | 2
Project Number: SL39851016-0
Facility Name: FANUTM HOME HEALTH CARE LLC Date: 2-26-26




