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January 21, 2026

Licensee
Guardian Angel Home Care LLC
14501 Grand Avenue Apt 215
Burnsville, MN 55306

RE: Project Number  SL41349016

Dear Licensee:

Thi s is your off icia l notic e th at  you have been  gra nt  ed your  basic home  care  lic ense.  You r lic ens e
effective and expiration dates  remain  the  same  as on your temporary  license. Your updated  status
will be li ste  d on th e lic ens e certi  fic at  e at  renewal  and this  letter  serves  as proof  in th e meant  ime. If
you have not  received a letter  from us with information  regarding renewing your license within 45
days prior to  your expiration  date,  please  contact  us at  (651) 201-5273 or by email at:
health. homecare@ state. mn.us.

The Minnesota  Department  of Health (MDH) completed  an initial survey on December  31, 2025, for
the  purpose  of assessing compliance with state  licensing statutes.  At the  time  of the  survey MDH
noted  no violations of the  laws pursuant  to  Minnesota  Statutes,  Chapter  144A.

In addition,  on December  31, 2025, evaluators  of this Department' s staff visited the  above  home  and
community based  services (HCBS) provider and there  were  no correction  orders  issued. At the  time of
the  evaluation,  there  were  no active clients receiving services under  the  HCBS license.

The enclosed  State  Form documents  no violations. MDH documents  the  state  correction  orders  using
federal  software.  Please disregard  the  heading of the  fourth  column that  states,  "Provider's Plan of
Correction." A plan of correction  is not  required.

Perfo rman  ce Incentiv  e.  In accordance  with Minn. Stat. 144A.474, Subd. (10) a licensee is eligible for a
performance  incentive if there  are  no violations identified in a core or full survey. The performance
incentive is a ten  percent  discount  on the  licensee' s next  home  care  renewal  license fee.  You have
received the  performance  incentive discount.

Health Regulation Division (HRD) Licensing will contact  you with additional  information  regarding the
Performance  Incentive. Please contact  health. homecare@ state. mn.us if you do not  receive notice
from HRD Licensing prior to  your next Renewal Notice; you currently  have a pending renewal
application; or have questions  about  the  process.
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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 conv enien  ce at  thi s link: https: / / forms.office.com/ g/Bm5uQEpHVa. Your inpu t is import  ant
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.

Sincerely,

Jodi Johnson, Supervisor
State  Evaluation Team
Email: Jodi.Johnson@state. mn.us
Telephone:  507-344-2730 Fax: 1-866-890-9290
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On  December  29,  2025,  through  December  31,
2025,  a  surveyor  of this  Department' s  staff  visited
the  above  provider.  At the  time  of the  survey,
there  was  one  client  that  was  receiving  services
under  the  provider' s  temporary  Basic  Home  Care
license.  As a  result  of the  survey,  the  licensee
was  determined  to be  in compliance  with
Minnesota  Statutes,  section  144A.43  to
144A. 482.

0 000  Integrated  License  (HCBS)  Initial Comments 0 000

On  December  30,  2025,  at  11:50  a. m. ,
owner/ unlicensed  personnel  (O/ULP)-A stated  the
licensee  did not  have  any  clients  under  the
245D/ HCBS  (home  and  community- based
service)  designation.
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