DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of AIl Minnesotans

Electronically Delivered
May 28, 2026

Licensee
Cornerstone Villa
1000 Forest Street
Buhl, MN 55713

RE: Project Number(s) SL36627016
Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on May 1, 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 . .."

In accordance with Minn. Stat. § 144G.31 Subd. 4, MDH may assess fines based on the level and
scope of the violations; however, no immediate fines are assessed for this survey of your facility.

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:
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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

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,

\/ e
44 @_‘l,g_ L-\ 'ul_.rr'l’h'-{'j" T "’hﬁ‘g Bt 2

Kelly Thorson, Supervisor

State Evaluation Team

Email: kelly.thorson@state.mn.us

Telephone: 320-223-7336 Fax: 1-866-890-9290

JMD
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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.
SL36627016-0 PLEASE DISREGARD THE HEADING OF
THE FOURTH COLUMN WHICH
On April 27, 2026, through May 1, 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 10 residents; 10 recelving
services under the Assisted Living Facility 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.
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 April 29, 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.

0 485 144G.41 Subdivision 1.a (a) Minimum 0 485
SS=C | requirements; required food services

(a) All assisted living facilities must offer to
provide or make available at least three nutritious
meals daily with snacks available seven days per
week, according to the recommended dietary
allowances in the United States Department of
Agriculture (USDA) guidelines, including seasonal
fresh fruit and fresh vegetables. The menus must
be prepared at least one week in advance and
made available to all residents. The facility must
encourage residents' involvement in menu
planning. Meal substitutions must be of similar
nutritional value If a resident refuses a food that Is
served. Residents must be informed in advance
of menu changes. The facility must not require a
resident to include and pay for meals in the
resident's contract.

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure the assisted living
contract did not require any resident to include
and pay for meals as a part of their assisted living
contract. This had the potential to affect all
residents.

This practice resulted in a level one violation (a
violation that will cause only minimal impact on
the resident and does not affect health or safety)
and was Issued at a widespread scope (when
problems are pervasive or represent a systemic

Minnesota Department of Health
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fallure that has affected or has potential to affect
a large portion or all of the residents).

The findings Include:

During the entrance conference on April 27, 2026,
at 12:49 p.m., licensed assisted living director
(LALD)-A stated they were familiar with current
minimum assisted living requirements.

Resident assisted living contracts lacked an
option for residents to opt out of payment for one,
two, or three meals residents would not want.

On April 29, 2026, at 9:56 a.m., LALD-A stated
the cost of meals was not addressed in the
contract because meals are included in the
monthly rent. LALD-A further stated LALD-A was
unaware the licensees contract was missing
required content and that the licensee was
required to provide residents an opportunity to opt
out of one, two, or three meals.

The Minnesota Department of Health Assisted
Living Resources and Frequently Asked
Questions (FAQs) website, last updated October
13, 2025, indicated the provider cannot have a
blanket "one size fits all" meal charge.

No further information was provided.

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

0650 144G .42 Subd. 8 (a) Staff records 0 650
SS=D
(a) The facility must maintain current records of
each paid staff member, each regularly
scheduled volunteer providing services, and each

Minnesota Department of Health
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Individual contractor providing services. The
records must include the following infomation:
(1) evidence of current professional licensure,
registration, or certification if licensure,
registration, or certification is required by this
chapter or rules;

(2) records of orientation, required annual training
and infection control training, and competency
evaluations:

(3) current job description, including
qgualifications, responsibilities, and identification of
staff persons providing supervision;

(4) documentation of annual performance
reviews that identify areas of improvement
needed and training needs;

(5) for individuals providing assisted living
services, verification that required health
screenings under subdivision 9 have taken place
and the dates of those screenings; and

(6) documentation of the background study as
required under section 144.057.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure employee
records contained the required content for one of
two employees (unlicensed personnel (ULP)-F).

This practice resulted in a level two violation (a
violation that did not harm a client'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 imited number of staff are involved or the
situation has occurred only occasionally).

The findings include:

Minnesota Department of Health
STATE FORM 6899 OLJM11 If continuation sheet 6 of 24



PRINTED: 05/28/2026

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:
36627 B. WING 05/01/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1000 FOREST STREET
CORNERSTONE VILLA
BUHL, MN 55713
(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)

0 650 | Continued From page 6 0 650

During the entrance conference on April 27, 2026,
at 1:02 p.m., licensed assisted living director
(LALD)-A stated they were aware of the required
contents of the employee record.

ULP-F was hired on October 10, 2024, to provide
direct assisted living services to residents.

On April 27, 2026, at 2:09 p.m., the surveyor
observed ULP-F complete narcotic count
verification at the change of shift with ULP-C.

ULP-D's employee record lacked documentation
of annual performance review in 2025.

On April 30, 2026, at 10:04 a.m., clinical nurse
supervisor (CNS)-B stated CNS-B was not able to
recall if ULP-F's annual performance review was
completed. CNS-B further stated if ULP-F's
performance review was not completed, it was
missed In error.

The licensee's 1.2.22 Employee Record policy
dated April 2020, indicated employee record
contents included performance evaluations.

The licensee's 1.2.26 Employee Reviews policy
dated April 2020, indicated employee reviews
were completed within the first 90-days of
employment, every 12 months thereafter, and as
needed.

No further information was provided.

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

Minnesota Department of Health
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0 680 144G.42 Subd. 10 Disaster planning and 0 680

SS=F | emergency preparedness

(a) The facility must meet the following
requirements:

(1) have a written emergency disaster plan that
contains a plan for evacuation, addresses
elements of sheltering in place, identifies
temporary relocation sites, and detalls staff
assignments in the event of a disaster or an
emergency;

(2) post an emergency disaster plan prominently;
(3) provide building emergency exit diagrams to
all residents;

(4) post emergency exit diagrams on each floor;
and

(5) have a written policy and procedure regarding
missing residents.

(b) The facility must provide emergency and
disaster training to all staff during the initial staff
orientation and annually thereafter and must
make emergency and disaster training annually
availlable to all residents. Staff who have not
received emergency and disaster training are
allowed to work only when trained staff are also
working on site.

(c) The facility must meet any additional
requirements adopted in rule.

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure the missing resident
plan was reviewed quarterly. This had the
potential to affect all residents, staff, and visitors
of the facility.

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 potential to affect
a large portion or all of the residents).

The findings include:

During the entrance conference on April 27, 2026,
at 12:49 p.m., licensed assisted living director
(LALD)-A stated they were familiar with current
minimum assisted living requirements.

The licensee’'s EPP dated April 2025, lacked the
following content and/or policies and procedures
to address:

- a missing resident plan that was reviewed
quarterly.

On April 27, 2026, at 5:12 p.m., LALD-A stated
LALD-A was unsure how often the missing
resident policy was reviewed.

On April 27, 2026, at 10:12 p.m., LALD-A sent an
email which read, "Missing resident policy. \Was
last reviewed in 2025."

The licensee's Elopements policy reviewed
December 27, 2025, indicated how the licensee's
staff would respond to a missing resident
scenario however, It did not address the
requirement of quarterly review of the policy.

Per Assisted Living Facilities: Minnesota Rules
Chapter 4659.0110, Subp. 4, effective October
2022, LALD and CNS must review the missing
person plan at least quarterly and document any
changes to the plan.

Minnesota Department of Health
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Per Assisted Living Facilities: Minnesota Rules
Chapter 4659.0100, sections A and B, effective
October 2022, assisted living facilities shall
comply with the federal emergency preparedness
regulations for long-term care facilities under
Code of Federal Regulations, title 42, section
483.73, or successor requirements. This part
references documents, specifications, methods,
and standards in "State Operations Manual
Appendix Z - Emergency Preparedness for All
Providers and Certified Supplier Types:
Interpretive Guidance,” which Is incorporated by
reference.

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=D | 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, record review, and
Interview, 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
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was Issued at an isolated 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:

Please refer to the document titled, Physical
Environment Inspection Report (PEIR) dated April
28, 2026, for the specific violations related the
physical environment under Minnesota Statute
144G.

TIME PERIOD FOR CORRECTION: Seven (/)
days

0 810 144G.45 Subd. 2 (b-f) Fire protection and 0810
SS=D | 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
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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, record review, and
Interview, 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 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:

Please refer to the document titled, Physical
Environment Inspection Report (PEIR) dated April
28, 2026, for the specific violations related the
physical environment under Minnesota Statute
144G.
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(21) days

0 930| 144G.50 Subd. 2 (d-e; 1-4) Contract information 0 930
SS=C
(d) The contract must include a description of the
facility's complaint resolution process available to
residents, including the name and contact
Information of the person representing the facility
who Is designated to handle and resolve
complaints.

(e) The contract must include a clear and
conspicuous notice of:

(1) the right under section 144G.54 to appeal the
termination of an assisted living contract;

(2) the facility's policy regarding transfer of
residents within the facility, under what
circumstances a transfer may occur, and the
circumstances under which resident consent is
required for a transfer;

(3) contact information for the Office of
Ombudsman for Long-Term Care, the
Ombudsman for Mental Health and
Developmental Disabilities, and the Office of
lealth Facility Complaints;

(4) the resident's right to obtain services from an
unaffiliated service provider;

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to execute a written
assisted living contract with all required content
for one of one resident (R2).

This practice resulted in a level one violation (a
violation that will cause only minimal impact on
the resident and does not affect health or safety)
and was Issued at a widespread scope (when
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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:

During the entrance conference on April 27, 2026,
at 12:49 p.m., licensed assisted living director
(LALD)-A stated they were familiar with current
minimum assisted living requirements.

R2 admitted to the licensee and began receiving
assisted living services on March 10, 2025.

R2's Service Plan (Private)- Addendum to
Contract dated March 10, 2025, indicated R2's
services Included medication administration,
bathing, meal reminders, laundry, and
housekeeping.

On April 28, 2026, at 7:24 a.m., the surveyor
observed unlicensed personnel (ULP)-D
administer R2's scheduled morning medications.

R2's Lease Agreement/ Contract was signed on
March 10, 2025.

R2's assisted living contract lacked information
which addressed the resident's right to appeal
termination of their assisted living contract and
the facility's policy regarding transfer of residents
within the facility, under what circumstances a
transfer may occur, and the circumstances under
which a resident's consent is required for a
transfer.

On April 28, 2026, at 12:25 p.m., LALD-A stated
all residents had the same version of contract.

On April 29, 2026, at 8:56 a.m., LALD-A stated
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LALD-A was unaware the contract lacked
addressing a resident's right to appeal contract
termination and the required content for resident
Internal transfers.

No further information was provided.

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

01290 144G.60 Subdivision 1 Background studies 01290
SS=F | required

(a) Employees, contractors, and regularly
scheduled volunteers of the facility are subject to
the background study required by section
144.057 and may be disqualified under chapter
245C. Nothing In this subdivision shall be
construed to prohibit the facility from requiring
self-disclosure of criminal conviction information.
(b) Data collected under this subdivision shall be
classified as private data on individuals under
section 13.02, subdivision 12.

(c) Termination of a staff member in good faith
reliance on information or records obtained under
this section regarding a confirmed conviction
does not subject the assisted living facility to civil
liability or liability for unemployment benefits.

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure background studies
were affiliated with the correct health facility
identification (HFID) 36627 for four of 32
employees (licensed practical nurse (LPN)-G,
registered nurse (RN)-H, RN-l, and RN-J).
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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:

During the entrance conference on April 27, 2026,
at 1:02 p.m., licensed assisted living director
(LALD)-A stated they were aware of the required
contents of the employee record.

On April 28, 2026, at 9:30 a.m., human resources
(HR)-E provided the licensee's NETStudy 2.0
(background study website) roster screenshots
for HFID 36627.

LPN-G
LPN-G was hired on July 30, 2019, to provide
nursing services to residents.

LPN-G's employee record contained a cleared
background study for HFID 23242, dated January
20, 2026.

RN-H
RH-H was hired on May 9, 2025, to provide
nursing services to residents.

RN-H's employee record contained a cleared
background study for HFID 23242, dated May 7/,
2025.

RN-I
RN-I was hired on October 28, 2022, to provide
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nursing services to residents.

RN-I's employee record contained a cleared
background study for HFID 23242, dated
September 21, 2022.

RN-J

RN-J was hired on March 6, 2019, and began
providing nursing services on August 1, 2021, to
residents.

RN-J's employee record contained a cleared
background study for HFID 23242, dated
September 12, 2025.

LPN-G, RN-H, RN-l, and RN-J's employee
records lacked a cleared background study
affiliated with the licensee's HFID 36627.

On April 28, 2026, at 12:27 p.m., HR-E stated a
background study was completed for nursing staff
who worked evening or night shift in the nursing
home (HFID 23242) as well as those unlicensed
personnel (ULP) who were cross trained to work
In both the nursing home and assisted living.

IR-E further stated HR-E was not aware all staff
were cross trained thus had not cross affiliated all
background studies.

On April 28, 2026, at 12:30 p.m., LALD-A stated
LALD-A was aware of the requirement that each
employee have a background study affiliated with
the HFID number for every entity the employee
worked at. LALD-A further stated LALD-A
expected all employees background studies were
affiliated with HFID 23242 and HFID 36627 and
LALD-A was unaware that process had changed.

The licensee's undated Background Screening
Investigations policy indicated the licensee's
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human resources director conducted a
background study on all employees within two
days of an offer of employment being made to
any direct access employee. The policy did not
address affiliation to the licensee’'s HFID number.

No further information was provided.

TIME PERIOD FOR CORRECTION: Two (2)
days

01530 144G.64 (a) (1-2) Training in Dementia, Mental 01530
SS=F | |liness, and De-

(a) All assisted living facilities must meet the
following dementia care, mental iliness, and
de-escalation training requirements:

(1) supervisors of direct-care staff must have at
least eight hours of initial training on dementia
topics specified under paragraph (b), clauses (1)
to (5), and two hours of initial training on mental
Illness and de-escalation topics specified under
paragraph (b), clauses (6) to (8), within 120
working hours of the employment start date.
Supervisors must have at least two hours of
training on topics related to dementia and one
hour of training on topics related to mental illness
and de-escalation for each 12 months of
employment thereafter;

(2) direct-care staff must have completed at least
eight hours of initial training on dementia topics
specified under paragraph (b), clauses (1) to (9),
and two hours of Initial training on mental iliness
and de-escalation topics specified under
paragraph (b), clauses (6) to (8), within 160
working hours of the employment start date. Until
this initial training Is complete, a staff member
must not provide direct care unless there is
another staff member on site who has completed
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the initial eight hours of training on topics related
to dementia and the Initial two hours of training on
topics related to mental iliness and de-escalation
and who can act as a resource and assist if
Issues arise. A trainer of the requirements under
paragraph (b) or a supervisor meeting the
requirements in clause (1) must be available for
consultation with the new staff member until the
training requirement is complete. Direct-care staff
must have at least two hours of training on topics
related to dementia and one hour of training on
topics related to mental illness and de-escalation
for each 12 months of employment thereafter;

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure direct care
staff received the required two hours of initial
training on mental illness and de-escalation topics

for two of three employees (unlicensed personnel
(ULP)-D and ULP-F). This had the potential to
affect all residents and staff.

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:

During the entrance conference on April 27, 2026,
at 1:02 p.m., licensed assisted living director
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(LALD)-A stated they were aware of the required
contents of the employee record.

ULP-D
ULP-D was hired on October 15, 2018, and

began providing assisted living services on
August 1, 2021.

On April 28, 2026, at 7:20 a.m., the surveyor
observed ULP-D administer scheduled
medications to R4.

ULP-D's employee record included ULP-D's
Healthcare Academy (online education platform)
dated June 3, 2025, which indicated ULP-D
completed one hour of mental iliness or
de-escalation training on May 12, 2025.

ULP-F
ULP-F was hired on October 10, 2024, to provide
direct care services to residents.

On April 27, 2026, at 2:09 p.m., the surveyor
observed ULP-F complete change of shift
narcotic medication count verification with ULP-C.

ULP-F's employee record included Healthcare
Academy transcript dated April 30, 2026, which
Indicated ULP-F completed one hour of mental
lliness or de-escalation training on April 11, 2025.

ULP-D and ULP-F's employee records lacked
documentation which showed ULP-D and ULP-F
had completed the required two-hours of initial
training on mental illness and de-escalation topics
which became effective July 1, 2025.

On April 30, 2026, at 10:07 a.m., clinical nurse
supervisor (CNS)-B stated CNS-B believed the
coursework selected to meet the two-hour
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requirement for mental iliness and de-escalation
Initial training was sufficient and was the same
Issued to all staff. CNS-B further stated CNS-B
was not aware of mental iliness and de-escalation
having separate areas of required training content
from dementia.

The licensee's 1.2.22 Employee record policy
dated April 2020, indicated each employee file
contained documentation which evidenced
required assisted living training was completed.

The licensee’s undated Staff Orientation, Training
and Competency Testing policy indicated all staff
were required to complete a minimum of eight
hours of annual training which included
dementia/Alzheimer's care. The policy did not
address mental illness or de-escalation training
requirement.

No further information was provided.

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

01/60] 144G.71 Subd. 8 Documentation of 01760
SS=D | administration of medication

Each medication administered by the assisted
living facility staff must be documented in the
resident’'s record. The documentation must
Include the sighature and title of the person who
administered the medication. The documentation
must Iinclude the medication name, dosage, date
and time administered, and method and route of
administration. The staff must document the
reason why medication administration was not
completed as prescribed and document any
follow-up procedures that were provided to meet
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the resident’'s needs when medication was not
administered as prescribed and in compliance
with the resident's medication management plan.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to administer
medication according to manufacturer's
Instructions for one of three residents (R4).

This practice resulted in a level two violation (a
violation that did not harm a client'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 imited number of staff are involved or the
situation has occurred only occasionally).

The findings Include:

On April 27, 2026, at 12:49 p.m., licensed
assisted living director (LALD)-A stated the
licensee provided medication management
services to residents.

R4's diaghoses included hypertension (elevated
blood pressure) and cognitive impairment.

R4's Service Plan-Modification dated April 10,
2026, indicated R4's services included
medication administration three times per day.

R4's prescriber orders dated March 17, 2026,
Included an order for Senna-S (stool softener) 50
milligrams (mg)/ 8.6 mg, take two tabs (tablets)
by mouth daily as needed.
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R4's prescriber orders dated April 9, 2026,
Included an order for Senna-S 50 mg/ 8.6 mg,
take one tab by mouth dalily.

On April 27, 2026, at 4:42 p.m., the surveyor
observed the licensee's secured medication cart
with ULP-C and observed the following:

- R4's Senna-S 50 mg/ 8.6 mg tabs, partial bottle,
expired June 19, 2024.

On April 28, 2026, at 7:24 a.m., the surveyor
observed unlicensed personnel (ULP)-D
administer R4's scheduled morning medication.

On April 27, 2026, at 4:44 p.m., ULP-C stated the
medication supply located in the cart is the only
supply that was utilized for medication
administration for all residents and R4's
medication supply was brought from home when
R4 admitted to the facility. ULP-C further stated
clinical nurse supervisor (CNS)-B completed
medication cart audits however employees who
administered the medication also were trained to
look for expiration dates on medication.

On May 1, 2026, at 10:06 a.m., CNS-B stated
CNS-B audited the medication cart supplies for
expiration dates weekly. CNS-B further stated
CNS-B further stated CNS-B missed the expired
medication and that R4's expired Senna-S 50 mg/
8.6 mg was the supply that was used
administration since R4 had moved into the
facility.

The licensee's undated Administering Oral
Medications procedure indicated after the
employee washed hands, gathered supplies,
obtained the medication from the drawer, the
employee confirmed the medication name, dose
and expiration date prior to preparation for
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administration.

The licensee's 5.19 Medication Errors policy
dated April 2020, indicated when a medication
error occurred, the person responsible for the
error or the person who caught the medication
error contacted the licensed nurse and explained
the situation in detail with the medication nhame,
dosage, and amount given as well as the resident
Involved.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (/)
days
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Duluth District Office
m Minnesota Department of Health
11 East Superior Street, Suite 290

DEPARTMENT Duluth, MN 55802

OF HEALTH Phone: 651-201-4500
Food & Beverage Inspection Report Page: 1

—Establishment Info ——  —License Info —Inspection Info —— M8
Cornerstone Villa License: HFID 36627 Report Number: F7983261078
1000 FOREST STREET Cassidie Bonham Inspection Type: Full - Single
Buhl, MN 55713 Risk: Medium Date: 4/29/2026 Time: 10:50:00 AM
St Louis County License: Duration: minutes
Parcel: EXxpires on: Announced Inspection: No

CFPM: Cassidie Bonham Total Priority 1 Orders: 1
Phone: 218-258-3253 CFPM #: Pending; EXxp: Total Priority 2 Orders: 1
ckunkel@cornerstonevilla.com Total Priority 3 Orders: 1

Delivery: Emailed

\ J \. J

! New Order: 3-500B Microbial Control: hot and cold holding
3-501.16A2 Priority Level: Priority 1 CFP#: 22

MN Rule 4626.0395A2 Maintain all cold, TCS foods at 41 degrees F (5 degrees C) or below under mechanical refrigeration.
COMMENT:

STRING CHEESE IN THE REFRIGERATOR COMPARTMENT OF THE GE SIDE BY SIDE REFRIGERATOR/FREEZER
WAS 45 DEGREES F. THE INTERIOR THERMOMETER INDICATED AN AIR TEMPERATURE OF APPROXIMATELY 44
DEGREES F. LOWER AND MONITOR THE TEMPERATURE OF THE UNIT.

Comply By: 4/29/2026 Originally Issued On: 4/29/2026

New Order: 4-300 Equipment Numbers and Capacities
4-302.13B Priority Level: Priority 2 CFP#: 48

MN Rule 4626.0710B Provide a readily accessible, irreversible registering temperature indicator for measuring the utensil
surface temperature in mechanical hot water warewashing operations.

COMMENT:

A METHOD TO MEASURE THE UTENSIL SURFACE TEMPERATURE FOR THE WAREWASHING MACHINE WAS NOT
PROVIDED. DISCUSSED OBTAINING ADHESIVE OR NONADHESIVE TEMPERATURE MEASURING STRIPS OR A
MINIMUM/MAXIMUM WATERPROOF THERMOMETER.

Comply By: 5/6/2026 Originally Issued On: 4/29/2026

New Order: 4-900 Protecting Clean Items
4-904.11A Priority Level: Priority 3 CFP#. 45

MN Rule 4626.0965A Handle, display, and dispense all single-service and single use articles and clean utensils so that
contamination of lip-contact and food-contact surfaces is prevented.

COMMENT:
PLASTIC SPOONS IN A PLASTIC BAG IN THE NORTH-MOST DRAWER WERE STORED WITH THEIR HANDLES IN

DIFFERENT DIRECTIONS.
Comply By: 4/30/2026  Originally Issued On: 4/29/2026

Food & Beverage General Comment

1) Reviewed the meal preparation procedure and the temperature log. The meal preparation procedure will be amended to
better reflect time-as-a-control for transporting meals from the skilled nursing kitchen to the assisted living dining area.

NOTE: All new food equipment must meet the applicable standards of the American National Standards Institute (ANSI). Plans



Report Number: F7983261078 Page: 2

Inspection Type: Full
Date: 4/29/2026

and specifications must be submitted for review and approval prior to new construction, remodeling or alterations.

I acknowledge receipt of the Duluth District Office inspection report number F7983261078 from 4/29/2026

L

Cassidie Bonham Gary Collyard,
Administrator Public Health Sanitarian 3

218-302-6147
gary.collyard@state.mn.us




Duluth District Office
m Minnesota Department of Health
11 East Superior Street, Suite 290

DEPARTMENT Duluth, MN 55802

OF HEALTH
Temperature Observations/Recordings Page: 1
Establishment Info Inspection Info \
Cornerstone Villa Report Number: F798326107/8
Buhl Inspection Type: Full
County/Group: St Louis County Date: 4/29/2026
Time: 10:50:00 AM

New Record: Product/ltem/Unit: String Cheese; Temperature Process: Cold-Holding
Location: GE Side by Side Refrigerator/Freezer at 45 Degrees F.

Comment: Refrigerator compartment.

Violation Issued?: Yes

Food Temperature: Product/ltem/Unit: Foods Frozen; Temperature Process: Cold-Holding
Location: GE Side by Side Refrigerator/Freezer at N/A Degrees F.

Comment: Freezer compartment.

Violation Issued?: No

Food Temperature: Product/ltem/Unit: BBQ Beef Sandwich; Temperature Process: Time as Public Health Control
Location: Cambro Cart at 118 Degrees F.

Comment:

Violation Issued?: No

Food Temperature: Product/ltem/Unit: Grilled Cheese Sandwich; Temperature Process: Time as Public Health Control
Location: Cambro Cart at 124 Degrees F.

Comment:

Violation Issued?: No




Duluth District Office
m Minnesota Department of Health
11 East Superior Street, Suite 290

DEPARTMENT Duluth, MN 55802
OF HEALTH Phone: 651-201-4500

Food & Beverage Inspection Report Page: 1

—Establishment Info ———— License Info

ckunkel@cornerstonevilla.com

\ S

—Inspection Info —— M —

Report Number: F7983261085
Inspection Type: Follow-up - Single

5/13/2026 Time: 11:20:20 PM

Duration: minutes
Announced Inspection: No

Total Priority 1 Orders: 0

Priority 2 Orders: 1

Cornerstone Villa License: HFID 36627
1000 FOREST STREET Cassidie Bonham
Buhl, MN 55713 Risk: Medium Date:
St Louis County License:
Parcel: EXxpires on:
CFPM: Cassidie Bonham
Phone: 218-258-3253 CFPM #: Pending; EXxp: Tota
Tota

Priority 3 Orders: O

Delivery: Emailed

Previous Order: 4-300 Equipment Numbers and Capacities

4-302.13B Priority Level: Priority 2 CFP#: 48

MN Rule 4626.0710B Provide a readily accessible, irreversible registering temperature indicator for measuring the utensil
surface temperature in mechanical hot water warewashing operations.

COMMENT:

4/29/26: A METHOD TO MEASURE THE UTENSIL SURFACE TEMPERATURE FOR THE WAREWASHING MACHINE
WAS NOT PROVIDED. DISCUSSED OBTAINING ADHESIVE OR NONADHESIVE TEMPERATURE MEASURING

STRIPS OR A MINIMUM/MAXIMUM WATERPROOF T

IERMOMETER.

5/13/26: A MINIMUM/MAXIMUM WATERPROOF THERMOMETER HAS BEEN ORDERED, AND IT IS EXPECTED TO

ARRIVE 5/14/26.

Comply By: 5/6/2026  Originally Issued On: 4/29/2026

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 Duluth District Office inspection report number F798326108S5 from 5/13/2026

)4,”4

Cassidie Bonham
Administrator

Gary Collyard,

Public Health Sanitarian 3

218-302-6147

gary.collyard@state.mn.us



Duluth District Office
m Minnesota Department of Health
11 East Superior Street, Suite 290

DEPARTMENT Duluth, MN 55802

OF HEALTH
Temperature Observations/Recordings Page: 1
Establishment Info Inspection Info \
Cornerstone Villa Report Number: F7983261085
Buhl Inspection Type: Follow-up
County/Group: St Louis County Date: 5/13/2026
Time: 11:20:20 PM

Food Temperature: Product/Iltem/Unit: String Cheese; Temperature Process: Cold-Holding
Location: GE Side by Side Refrigerator/Freezer at 39 Degrees F.

Comment: Refrigerator compartment.

Violation Issued?: No




m DEPARTMENT

© OF HEALTH

Physical Environment Inspection Report
ENGINEERING | ASSISTED LIVING

Project No: SL36627016-0 Date: April 28, 2026

Facility Name: Cornerstone Villa

Facility Address: 1000 Forest Street, Buhl, MN 55713

X TAG IDENTIFICATION: 0775

SCOPE/ SEVERITY: Level 2; Isolated 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. Controlled egress locking systems shall have the procedures for operation of the unlocking system be
described as part of the fire safety and evacuation plan. [Minn. Stat. 144G.45 subd. 2; MSFC

1010.1.9.7]

Comments: Unlocking procedures for the controlled egress locking system were not included with the
fire safety and evacuation plan.

TAG IDENTIFICATION: 0810

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

1. Employees of assisted living facilities shall receive training on the fire safety and evacuation plans
(FSEP) upon hiring and at least twice per year thereafter. [Minn. Stat. 144G.45 subd.2]

Comments: The surveyor requested documentation for employee fire safety and evacuation plan
training completed between April 2025 and April 2026, from the licensed assisted living director (LALD)-
A. Evacuation and fire drill records were provided. Documentation was not provided to support
employees received training on the site specific fire safety and evacuation plan at least twice in the past

year.

Page | 1

Project Number: SL36627016-0
Facility Name: Cornerstone Villa Date: April 28, 2026



