DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of AIl Minnesotans

Electronically Delivered
March 12, 2026

Licensee

Valora Senior Living St. Anthony
2540 Kenzie Terrace

Saint Anthony, MN 55418

RE: Project Number(s) SL29719016

Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on February 25, 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 assighed 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 listed 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:

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).
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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

INFORMAL CONFERENCE

n accordance with Minn. Stat. § 144A.475, Subd. 8 OR Minn. Stat. § 144G.20, Subd. 20, the Commissioner of
Health is authorized to hold a conference to exchange information, clarify issues, or resolve issues. The
Department of Health staff would like to schedule a conference call with Valora Senior Living of St Anthony.
Please contact Casey DeVries at 651-201-5917 on or before March 15, 2026, to schedule the conference call.

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,

\m\\k\&m

Casey DeVries, Supervisor

State Evaluation Team

Email: Casey.DeVries@state.mn.us

Telephone: 651-201-5917 Fax: 1-866-890-9290

CLN
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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.
SL29/19016-0 PLEASE DISREGARD THE HEADING OF
THE FOURTH COLUMN WHICH
On February 23, 2026, through February 25, 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 42 residents; 42
receiving services under the Assisted Living THERE IS NO REQUIREMENT TO
Facility 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.
0 100, 144G.10 Subdivision 1 License required 0 100
SS=F
(a)(1) Beginning August 1, 2021, no assisted

(X6) DATE
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living facility may operate in Minnesota unless it is
licensed under this chapter.

(2) No facility or building on a campus may
provide assisted living services until obtaining the
required license under paragraphs (c) to (e).

(b) The licensee is legally responsible for the
management, control, and operation of the
faclility, regardless of the existence of a
management agreement or subcontract. Nothing
In this chapter shall in any way affect the rights
and remedies available under other law.

(c) Upon approving an application for an assisted
living facility license, the commissioner shall
Issue a single license for each building that is
operated by the licensee as an assisted living
facility and Is located at a separate address,
except as provided under paragraph (d) or (e). If
a portion of a licensed assisted living facility
building Is utilized by an unlicensed entity or an
entity with a license type not granted under this
chapter, the licensed assisted living facility must
ensure there Is at least a vertical two-hour fire
barrier as defined by the National Fire Protection
Association Standard 101, Life Safety Code,
between any licensed assisted living facility areas
and unlicensed entity areas of the building and
between the licensed assisted living facility areas
and any licensed areas subject to another license
type.

(d) Upon approving an application for an assisted
living facility license, the commissioner may issue
a single license for two or more buildings on a
campus that are operated by the same licensee
as an assisted living facility. An assisted living
facility license for a campus must identify the
address and licensed resident capacity of each
building located on the campus in which assisted
living services are provided.

(e) Upon approving an application for an assisted

Minnesota Department of Health
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living facility license, the commissioner may:

(1) iIssue a single license for two or more
buildings on a campus that are operated by the
same licensee as an assisted living facility with
dementia care, provided the assisted living facility
for dementia care license for a campus identifies
the buildings operating as assisted living facilities
with dementia care; or

(2) Issue a separate assisted living facility with
dementia care license for a building that is on a
campus and that is operating as an assisted
living facility with dementia care.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to manage, control,
and/or operate the entire building as an assisted
living facility when a third-party therapy company
occupied and provided therapy services within the
licensee's building.

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:

On February 23, 2026, at 10:30 a.m., during the
facility tour, licensed assisted living director
(LALD)-C stated that the facility basement was
only used for therapy, and that residents occupied
levels one through four.

Minnesota Department of Health
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On February 24, 2026, at 2:25 p.m., the engineer
surveyor (EE) stated they observed the basement
space having exercise equipment. EE also stated
LALD-C told them the space was leased out to a
therapy company.

On February 25, 2025, at 12:09 p.m., LALD-C
provided the surveyor with a lease agreement
between Valora Senior Living of St. Anthony
(29719) and Fox Rehabillitation Services MN LLC.
LALD-C also stated they checked the space
regularly to ensure it was well maintained.

On February 25, 2025, at 3:30 p.m., regional
director of nursing (RDN)-D stated Fox
Rehabilitation Services MN LLC provided

services to their residents. RDN-D also stated
Fox Rehabilitation Services MN LLC needed a

lease agreement for them to bill for their services.

No further information was provided.

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

0 480, 144G.41 Subdivision 1 Subd. 1a (a-b) Minimum 0 480
SS=F | requirements; required food services

(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

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

(6) notwithstanding Minnesota Rules, part
4626.1375, 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

Minnesota Department of Health
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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 23, 2026, for the specific
Minnesota Food Code violations. The Inspection
Report was provided to the licensee within 24
hours of the inspection.

TIME PERIOD FOR CORRECTION: Please refer
to the FBEIR for any compliance dates.

0510 144G.41 Subd. 3 Infection control program 0510
SS=D
(a) All assisted living facilities must establish and
maintain an infection control program that
complies with accepted health care, medical, and
nursing standards for infection control.

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

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

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to establish and
maintain an effective infection control program
that complied with accepted health care, medical,
and nursing standards for infection control related

to gloving 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
a imited number of staff are involved, or the
situation has occurred only occasionally).

The findings include:

On February 24, 2026, at 8:48 a.m., the surveyor
observed ULP-B don gloves in R6's room before
assisting them to transfer from bed to wheelchair.
Then ULP-B wheeled R6 into the bathroom and
assisted them to transfer into the toilet. When R6
was done using the toilet ULP-B assisted them to
wipe their bottom and put on a clean pullup
underwear. ULP-B wheeled R6 back into the

Minnesota Department of Health
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Kitchen and while wearing the same gloves
opened R6's medication administration record
and counterchecked R6's medications before

putting them In a medication cup and handing
them to R6 to take.

On February 24, 2026, at 9:10 a.m., ULP-B
stated they had changed into a clean pair of
gloves when they completed making the bed.
ULP-B Also stated they only assisted R6 to
transfer back into the wheelchair and therefore
thought the gloves were clean.

On March 25, 2026, at 12:09 p.m., during an
Interview with clinical nurse supervisor (CNS)-A
and licensed assisted living director (LALD)-C,
CNS-A stated all ULPs were trained on hand
hygiene and gloving procedures at their corporate
orientation and when they arrived onsite before
providing cares.

The licensee's Hand Hygiene policy dated August
2025, Indicated hand hygiene may occur multiple
times during a single care episode. The policy
also indicated when conducting a procedure
requiring the use of gloves, proper hand hygiene
should be completed before donning gloves and
after removing gloves.

The Centers for Disease Control and Prevention's
(CDC) Clinical Safety: Hand Hygiene for
Healthcare Workers dated February 27, 2024,
Indicated gloves are not a substitute for hand
hygiene. If your task requires gloves, perform
hand hygiene before donning gloves and touching
the patient or the patient's surroundings. Always
clean your hands after removing gloves.
Remember to remove gloves carefully to prevent
hand contamination as dirty gloves can soll
hands. Also indicated change gloves if moving
Minnesota Department of Health
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from a soiled body site to a clean body site on the
same patient or if a clinical indication for hand
hygiene occurs.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

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

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

/9511, and:

This MN Requirement Is not met as evidenced
by:

Based on observation and interview, the licensee
falled 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 pattern scope (when more than a
limited nhumber of residents are affected, more
than a limited number of staff are involved, or the
situation has occurred repeatedly; but is not
found to be pervasive).

The findings include:

Please refer to the document titled, Physical
Environment Inspection Report (PEIR) dated
February 24, 2026, for the specific violations

Minnesota Department of Health
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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 0 810
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
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 dirill
every other month. Evacuation of the residents Is
not required. Fire alarm system activation is not
required to initiate the evacuation drill.

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

Based on observation, 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 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
February 24, 2026, for the specific violations
related the physical environment under Minnesota
Statute 144G.

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

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

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

Minnesota Department of Health
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(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 (9), 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
the initial eight hours of training on topics related
to dementia and the initial two hours of training on
topics related to mental illness 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 iliness and de-escalation
for each 12 months of employment thereatfter:;

This MN Requirement Is not met as evidenced
by:

Minnesota Department of Health
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Based on observation, interview, and record
review, the licensee failed to ensure employees
received eight hours of initial dementia training
within 120 hours of providing direct care to
residents for one of two direct care staff
(unlicensed personnel (ULP)-B).

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

The findings include:

ULP-B started employment with the licensee on
May 30, 2025, to provide assisted living services.

On February 24, 2026, at 7:41 a.m., the surveyor
observed unlicensed personnel (ULP)-B
administer medications to R4 in their room.

ULP-B's Relias transcript dated July 12, 2025,
Indicated ULP-B had completed four hours of
Initial dementia training through a program called

CARES - Dementia 5-Step Method.

On February 25, 2026, at 12:20 p.m., licensed
assisted living director (LALD)-C provided the
surveyor with two training modules (CARES -
Dementia 5-Step Method, and CARES -
Dementia-Related Behavior) the licensee used
for dementia training. LALD-C stated the modules
were completed at the corporate training and that
each module covered four hours of dementia
training.

Minnesota Department of Health
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On February 25, 2026, at 3:45 p.m., LALD-C
stated ULP-B had not completed CARES -
Dementia-Related Behavior training module.
LALD-C also stated ULP-B's missed dementia
training was an oversight due to a transition in
ownership. Further LALD-C stated they had
audited their employee files, but they were not

sure how they missed catching the lack of training
in ULP-B's record.

The licensee’'s Minnesota Assisted Living
Company Standards Dementia grid dated Apiril
2024, indicated training information must include:
- an explanation of Alzheimer's disease and
related disorders

- assistance with activities of daily living

- problem solving with challenging behaviors

- communication sKkills

Also indicated 4 hours of training via BASIC
CARES Dementia 5-Step Method plus Exam and
4 hours of training via CARES Dementia-Related
Behavior plus Exam.

No further information was provided.

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

01620| 144G.70 Subd. 2 (c-e) Initial reviews, 01620
SS=F | 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

Minnesota Department of Health
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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
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

Minnesota Department of Health
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facility or the date on which a prospective
resident moves in, whichever iIs earlier.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure the
registered nurse (RN) conducted a resident
reassessment and monitoring at least every 90
calendar days for two of two residents (R2, R4).

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:

R2
R2 was admitted to the licensee on May 30,
2025.

R2's Service Plan Agreement dated November
20, 2025, indicated R2 received services for
medication management, toileting, dressing,

transfer assistance, grooming, and assistance
with bathing.

R2's record included 90-day nursing
assessments dated July 25, 2025, October 24,
2025, and January 29, 2026. R2's assessment
dated October 24, 2026, and January 29, 2026,
were conducted on day 91 and day 98,
respectively.
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R4
R4 was admitted to the licensee on May 30,
2025.

R4's Service Plan Agreement dated October 8,
2025, Indicated R4 received services for
medication management, toileting, dressing
assistance, transfer assistance, safety check,
dining escort, trash removal, dining setup, and
assistance with bathing.

On February 24, 2026, at 7:41 a.m., the surveyor
observed unlicensed personnel (ULP)-B
administer medications to R4 in their room.

R4's record included 90-day nursing
assessments dated July 31, 2025, October 29,
2025, and January 29, 2026. R2's assessment
dated January 29, 2026, was conducted on day
93.

On February 25, 2026, at 3:40 p.m., clinical nurse
supervisor (CNS)-A stated the assessments were
late, and they thought as long as the assessment
was Initiated before or on the 90-day mark it did
not matter when it was sighed completed.

The licensee’'s Comprehensive Assessment
Schedule dated August 1, 2022, indicated nurses
shall conduct assessments, monitoring, and
reassessments consistent with Comprehensive
Home Care requirements and the individualized
needs of each home care client. The policy also
Indicated ongoing client monitoring and
reassessment at least every 90 days.

No further information was provided.

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

DEPARTMENT St Paul, MN 55164

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

—Establishment Info ——  —License Info —Inspection Info —— M8
Valora Sr. Lvg of St Anthony License: HFID 29719 Report Number: F1039261050
2540 Kenzie Terrace Inspection Type: Full - Single
St Anthony, MN 55418 Risk: Date: 2/23/2026 Time: 10:30 AM
Hennepin County License: Duration: minutes
Parcel: EXxpires on: Announced Inspection:

CFPM: Tina Jensen Total Priority 1 Orders: 0
Phone: CFPM #. CFPM-62812; Exp: Total Priority 2 Orders: 0

12/2/2028 Total Priority 3 Orders: 2

Delivery: Emailed

\ J \. J

New Order: 3-300C Protection from Contamination: equipment/utensils, consumers
3-304.14B Priority Level: Priority 3 CFP#: 41

MN Rule 4626.0285B Wiping cloths used for wiping counters and other equipment surfaces must be held in an approved
sanitizing solution and laundered daily.

COMMENT: 2 WIPING CLOTH STORAGE BUCKETS MEASURE LESS THAN 200 PPM QUAT. BUCKETS SENT FOR
REFILL WITH FRESH SANITIZER.

Comply By: Complied On Site Originally Issued On: 2/23/2026

New Order: 4-500 Equipment Maintenance and Operation
4-501.11AB Priority Level: Priority 3 CFP#: 47

MN Rule 4626.0735AB All equipment and components must be in good repair and maintained and adjusted in accordance
with manufacturer's specifications.

COMMENT: PER PERSON-IN-CHARGE, HIGH TEMPERATURE DISHWASHING MACHINE IS BEING RUN ON
EXTENDED CYCLE IN ORDER TO ACHIEVE SANITIZING RINSE TEMPERATURE OF 160 DEGREE F OR ABOVE (160
DEGREE F NOT ACHIEVED ON NORMAL RUN). PERSON-IN-CHARGE STATES THEY WILL SEEK REPAIR SERVICE
OR REPLACEMENT OF MACHINE SO THAT STANDARD OPERATION YIELDS REQUIRED PERFORMANCE.

Comply By: 3/9/2026 Originally Issued On: 2/23/2026

Food & Beverage General Comment

CUT WATERMELON - COLD HOLD, WALK-IN COOLER - 40 DEGREES F
BUTTER - COLD HOLD, WALK-IN COOLER - 40 DEGREES F
FREEZERS - FROZEN

CUT TOMATO - COLD HOLD, PREP COOLER - 39 DEGREES F

SOUP - COLD HOLD, 1-DOOR COOLER - 39 DEGREES F

This inspection was completed as part of MDH HRD assisted living facility survey. The inspection was conducted with the
person-in-charge and reviewed with MDH HRD nurse evaluator Benard Nyangena.

Discussed the following topics with person-in-charge: cooling hot TCS foods, employee hygiene and illness policy, cleaning
and sanitizing, food source, serving a highly susceptible population, orders on this report.

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.



Report Number: F1039261050
Inspection Type: Full
Date: 2/23/2026

Page: 2

I acknowledge receipt of the Metro District Office inspection report number F1039261050 from 2/23/2026

Ty
7, S el

Tina Jensen Aron Goodner,
person-in-charge Public Health Sanitarian
651-201-4910

aron.goodner@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
Sanitizer Observations/Recordings Page: 1
Establishment INfo — Inspection Info —
Valora Sr. Lvg of St Anthony Report Number: F1039261050
St Anthony Inspection Type: Full
County/Group: Hennepin County Date: 2/23/2026
Time: 10:30 AM

Sanitizing Chemical: Product: Quaternary Ammonia; Sanitizing Process: Dispenser
Location: Equal To 400 PPM

Comment:

Violation Issued?: No

Sanitizing Chemical: Product: Quaternary Ammonia; Sanitizing Process: Spray Bottle
Location: Equal To 400 PPM

Comment:

Violation Issued?: No

Sanitizing Equipment: Product: Hot Water; Sanitizing Process: Dish Machine
Location: Greater Than 160 Degrees F.

Comment:

Violation Issued?: No




m DEPARTMENT

© OF HEALTH

Physical Environment Inspection Report
ENGINEERING | ASSISTED LIVING

Project No: SL29719016-0 Date: FEBRUARY 24, 2026

Facility Name: VALORA SENIOR LIVING OF ST ANTHONY

Facility Address: 2540 KENZIE TERRACE, ST ANTHONY, MN 55418

X TAG IDENTIFICATION: 0775

SCOPE/ SEVERITY: Level 2; Pattern 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. Fire doors shall be maintained to be self-closing and latch as designed. Fire doors shall not be blocked,
obstructed, or otherwise made inoperable. [Minn. Stat. 144G.45 subd. 2; MSFC 705]

Comments:

- In the dining room, the door closer was disconnected on labeled fire door #159.

- On the main floor, kick-down doorstops were installed on the labeled fire doors for resident rooms.
Fire doors shall be maintained as designed to contain fire and smoke in the event of an emergency.

3. Extension cords and flexible cords shall not be a substitute for permanent wiring. [Minn. Stat. 144G.45
subd. 2; MSFC 604.5]

Comments: Extension cords were used to supply power to personal electronics in resident rooms 401
and 324. Improper use of extension cords creates a fire hazard.

4. Approved covers shall be provided for all switch and electrical outlet boxes. [Minn. Stat. 144G.45 subd.
2; MSFC 604.6]

Comments: The weatherproof cover was missing on one exterior electrical wall outlet. Weatherproof
covers shall be installed to protect the electrical system and building occupants.

Page | 1

Project Number: SL29719016-0
Facility Name: VALORA SENIOR LIVING OF ST ANTHONY Date: FEBRUARY 24, 2026
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= OF HEALTH

XI TAG IDENTIFICATION: 0810

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

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

Comments: Resident room numbers were not legible on the emergency evacuation floor plans displayed
in the common areas of the building. Resident rooms shall be clearly labeled on the emergency floor
plans to provide efficient communication for exiting in the event of a fire or similar emergency.

Page | 2

Project Number: SL29719016-0
Facility Name: VALORA SENIOR LIVING OF ST ANTHONY Date: FEBRUARY 24, 2026



