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Electronically Delivered

September 7, 2023

Licensee
Rise Home Health Care
547 Continental Drive
New Brighton, MN  55112

RE:  Project Number(s) SL36117015

Dear Licensee:

On August 3, 2023, the Minnesota Department of Health (MDH) completed a follow-up survey of your
facility to determine correction of orders found on the survey completed on July 7, 2022. This
follow-up survey determined your facility had not corrected all of the state correction orders issued
pursuant to the July 7, 2022 survey.

The Department of Health 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.

In accordance with Minn. Stat. § 144G.31 Subd. 4 (a), state correction orders issued pursuant to the
last survey completed on July 7, 2022, found not corrected at the time of the August 3, 2023,
follow-up survey and/or subject to penalty assessment are as follows:

  0800-Fire Protection And Physical Environment-144g.45 Subd. 2 (a) (4)

The details of the violations noted at the time of this follow-up survey completed on August 3, 2023
(listed above), are on the attached State Form. Brackets around the ID Prefix Tag in the left hand
column, e.g., {2 ----} will identify the uncorrected tags.

In accordance with Minn. Stat. § 144G.31 Subd. 4, MDH may assess fines and enforcement actions
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.    

An equal opportunity employer.                                                              Letter ID:  8GKP Revised 04/14/2023  
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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 the MDH within 15
calendar days of the correction order receipt date.     

A state correction order under Minn. Stat. § 144G.91, Subd. 8, Free from Maltreatment is associated
with a maltreatment determination by the Office of Health Facility Complaints. If maltreatment is
substantiated, you will receive a separate letter with the reconsideration process under Minn. Stat. §
626.557.

Please email reconsideration requests to:  Health.HRD.Appeals@state.mn.us. Please attach this letter
as part of your reconsideration request. Please clearly indicate which tag(s) you are contesting and
submit information supporting your position(s).

Please address your cover letter for reconsideration requests to:

Reconsideration Unit
Health Regulation Division

Minnesota Department of Health
P.O. Box 64970

85 East Seventh Place
St. Paul, MN 55164-0970

We urge you to review these orders carefully. If you have questions, please contact Jonathan Hill at
651-201-3993.    

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

Sincerely,

    
Jonathan Hill, Supervisor
State Evaluation Team
Email: jonathan.hill@state.mn.us
Telephone: 651-201-3993 Fax: 651-281-9796

HHH
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{0 000} Initial Comments {0 000}

ATTENTION******

ASSISTED LIVING PROVIDER LICENSING
CORRECTION ORDER

In accordance with Minnesota Statutes, section
144G.08 to 144G.95 this correction order(s) has
been issued pursuant to a survey.

Determination of whether a violation has been
corrected requires compliance with all
requirements provided at the Statute number
indicated below. When Minnesota Statute
contains several items, failure to comply with any
of the items will be considered lack of
compliance.

INITIAL COMMENTS:
Project Project # SL36117015-4

On August 3, 2023, the Minnesota Department of
Health conducted a revisit at the above provider
to follow-up on orders issued pursuant to a
survey completed on May 15, 2023. As a result of
the revisit, the following order(s) were reissued
and/or issued.

{0 110} 144G.10 Subdivision 1a Assisted living director
SS=F license required

Each assisted living facility must employ an
assisted living director licensed or permitted by
the Board of Executives for Long Term Services
and Supports.?

This MN Requirement is not met as evidenced
by:

{0 110}

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

STATE FORM 6899 1HUI15
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{0 430} 144G.40 Subd. 2 Uniform checklist disclosure of {0 430}
SS=C services

(a) All assisted living facilities must provide to
prospective residents:
(1) a disclosure of the categories of assisted
living licenses available and the category of
license held by the facility;
(2) a written checklist listing all services permitted
under the facility's license, identifying all services
the facility offers to provide under the assisted
living facility contract, and identifying all services
allowed under the license that the facility does not
provide; and
(3) an oral explanation of the services offered
under the contract.
(b) The requirements of paragraph (a) must be
completed prior to the execution of the assisted
living contract.
(c) The commissioner must, in consultation with
all interested stakeholders, design the uniform
checklist disclosure form for use as provided
under paragraph (a).

This MN Requirement is not met as evidenced
by:

{0 460} 144G.41 Subdivision 1 Minimum requirements
SS=F

{0 460}

(5) provide a means for residents to request
assistance for health and safety needs 24 hours
per day, seven days per week;
(6) allow residents the ability to furnish and
decorate the resident's unit within the terms of the
assisted living contract;
(7) permit residents access to food at any time;
(8) allow residents to choose the resident's
visitors and times of visits;
(9) allow the resident the right to choose a
roommate if sharing a unit;

Minnesota Department of Health
STATE FORM 6899 1HUI15 If continuation sheet 2 of 17



Minnesota Department of Health
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

36117

(X2) MULTIPLE CONSTRUCTION
A. BUILDING: ______________________

B. WING _____________________________

PRINTED: 09/07/2023
FORM APPROVED

(X3) DATE SURVEY
COMPLETED

R
08/03/2023

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

RISE HOME HEALTH CARE 547 CONTINENTAL DRIVE
NEW BRIGHTON, MN 55112

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL

REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX

TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE

DATE

{0 460} Continued From page 2

(10) notify the resident of the resident's right to
have and use a lockable door to the resident's
unit. The licensee shall provide the locks on the
unit. Only a staff member with a specific need to
enter the unit shall have keys, and advance
notice must be given to the resident before
entrance, when possible. An assisted living
facility must not lock a resident in the resident's
unit;

{0 460}

This MN Requirement is not met as evidenced
by:

{0 470} 144G.41 Subdivision 1 Minimum requirements
SS=F

{0 470}

(11) develop and implement a staffing plan for
determining its staffing level that:
(i) includes an evaluation, to be conducted at
least twice a year, of the appropriateness of
staffing levels in the facility;
(ii) ensures sufficient staffing at all times to meet
the scheduled and reasonably foreseeable
unscheduled needs of each resident as required
by the residents' assessments and service plans
on a 24-hour per day basis; and
(iii) ensures that the facility can respond promptly
and effectively to individual resident emergencies
and to emergency, life safety, and disaster
situations affecting staff or residents in the facility;
(12) ensure that one or more persons are
available 24 hours per day, seven days per week,
who are responsible for responding to the
requests of residents for assistance with health or
safety needs. Such persons must be:
(i) awake;
(ii) located in the same building, in an attached
building, or on a contiguous campus with the
facility in order to respond within a reasonable

Minnesota Department of Health
STATE FORM 6899 1HUI15 If continuation sheet 3 of 17
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{0 470} Continued From page 3

amount of time;
(iii) capable of communicating with residents;
(iv) capable of providing or summoning the
appropriate assistance; and
(v) capable of following directions;

{0 470}

This MN Requirement is not met as evidenced
by:

{0 480} 144G.41 Subd 1 (13) (i) (B) Minimum
SS=F requirements

{0 480}

(13) offer to provide or make available at least the
following services to residents:
(B) food must be prepared and served according
to the Minnesota Food Code, Minnesota Rules,
chapter 4626; and

This MN Requirement is not met as evidenced
by:

{0 640} 144G.42 Subd. 7 Posting information for
SS=F reporting suspected c

{0 640}

The facility shall support protection and safety
through access to the state's systems for
reporting suspected criminal activity and
suspected vulnerable adult maltreatment by:
(1) posting the 911 emergency number in
common areas and near telephones provided by
the assisted living facility;
(2) posting information and the reporting number
for the Minnesota Adult Abuse Reporting Center
to report suspected maltreatment of a vulnerable
adult under section 626.557; and
(3) providing reasonable accommodations with
information and notices in plain language.

Minnesota Department of Health
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{0 640} Continued From page 4 {0 640}

This MN Requirement is not met as evidenced
by:

{0 650} 144G.42 Subd. 8 Employee records
SS=D

{0 650}

(a) The facility must maintain current records of
each paid employee, each regularly scheduled
volunteer providing services, and each individual
contractor providing services. The records must
include the following information:
(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
qualifications, 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:

{0 660} 144G.42 Subd. 9 Tuberculosis prevention and
SS=F control

{0 660}

Minnesota Department of Health
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{0 660} Continued From page 5 {0 660}

(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:

{0 680} 144G.42 Subd. 10 Disaster planning and
SS=F emergency preparedness

{0 680}

(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 details 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.

Minnesota Department of Health
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{0 680} Continued From page 6

(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
available 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.

{0 680}

This MN Requirement is not met as evidenced
by:

{0 800} 144G.45 Subd. 2 (a) (4) Fire protection and
SS=C physical environment

{0 800}

(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 and interview, the licensee
failed to maintain the physical environment of the
facility in a continuous state of good repair and
operation. This has the potential to directly affect
the health, safety, and well-being of all residents
and staff.

This practice resulted in a level one violation (a
violation that has no potential to cause more than
a minimal impact on the resident and does not

Minnesota Department of Health
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{0 800} Continued From page 7

affect health or safety), and was issued at a
widespread scope (when problems are pervasive
or represent a systemic failure that has affected
or has potential to affect a large portion or all of
the residents).

{0 800}

The findings include:
On August 3,2023, at approximately 12:40 p.m.,
during the entrance interview with the unlicensed
personnel (ULP)-C, survey staff asked the ULP-C
for an update on the egress window citations from
the last survey dated May 15, 2023. The ULP-C
indicated the egress windows for bedrooms 1, 2,
3, and 4 have been ordered but not yet installed.
At approximately 1:15 p.m., the ULP-C walked
survey staff to the garage where the new
windows were stored waiting for installation. The
ULP-C explained that the windows are scheduled
for installation the next day, August 4, 2023.
Survey staff asked and the ULP-C provided
documentation from the landlord to substantiate
that the contractor was scheduled on site to
install the windows on August 4, 2023.
On August 3, 2023, at approximately 1:30 p.m.,
during the exit interview, the ULP-C
acknowledged the above findings.
No further information was provided.

{0 970} 144G.50 Subd. 5 Waivers of liability prohibited
SS=F

The contract must not include a waiver of facility
liability for the health and safety or personal
property of a resident. The contract must not
include any provision that the facility knows or
should know to be deceptive, unlawful, or
unenforceable under state or federal law, nor
include any provision that requires or implies a
lesser standard of care or responsibility than is
required by law.

{0 970}

Minnesota Department of Health
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{0 970} Continued From page 8 {0 970}

This MN Requirement is not met as evidenced
by:

{01040} 144G.52 Subd. 7 Notice of contract termination
SS=F required

{01040}

(a) A facility terminating a contract must issue a
written notice of termination according to this
section. The facility must also send a copy of the
termination notice to the Office of Ombudsman
for Long-Term Care and, for residents who
receive home and community-based waiver
services under chapter 256S and section
256B.49, to the resident's case manager, as soon
as practicable after providing notice to the
resident. A facility may terminate an assisted
living contract only as permitted under
subdivisions 3, 4, and 5.
(b) A facility terminating a contract under
subdivision 3 or 4 must provide a written
termination notice at least 30 days before the
effective date of the termination to the resident,
legal representative, and designated
representative.
(c) A facility terminating a contract under
subdivision 5 must provide a written termination
notice at least 15 days before the effective date of
the termination to the resident, legal
representative, and designated representative.
(d) If a resident moves out of a facility or cancels
services received from the facility, nothing in this
section prohibits a facility from enforcing against
the resident any notice periods with which the
resident must comply under the assisted living
contract.

This MN Requirement is not met as evidenced

Minnesota Department of Health
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{01040} Continued From page 9

by:

{01040}

{01330} 144G.60 Subd. 4 (b) Unlicensed personnel
SS=D

(b) Unlicensed personnel performing delegated
nursing tasks in an assisted living facility must:
(1) have successfully completed training and
demonstrated competency by successfully
completing a written or oral test of the topics in
section 144G.61, subdivision 2, paragraphs (a)
and (b), and a practical skills test on tasks listed
in section 144G.61, subdivision 2, paragraphs
(a), clauses (5) and (7), and (b), clauses (3), (5),
(6), and (7), and all the delegated tasks they will
perform;
(2) satisfy the current requirements of Medicare
for training or competency of home health aides
or nursing assistants, as provided by Code of
Federal Regulations, title 42, section 483 or
484.36; or
(3) have, before April 19, 1993, completed a
training course for nursing assistants that was
approved by the commissioner.

{01330}

This MN Requirement is not met as evidenced
by:

{01460} 144G.63 Subdivision 1 Orientation of staff and
SS=D supervisors

{01460}

All staff providing and supervising direct services
must complete an orientation to assisted living
facility licensing requirements and regulations
before providing assisted living services to
residents. The orientation may be incorporated
into the training required under subdivision 5. The
orientation need only be completed once for each

Minnesota Department of Health
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{01460} Continued From page 10

staff person and is not transferable to another
facility.

{01460}

This MN Requirement is not met as evidenced
by:

{01530} 144G.64 TRAINING IN DEMENTIA CARE
SS=F REQUIRED

{01530}

(a) All assisted living facilities must meet the
following training requirements:
(1) supervisors of direct-care staff must have at
least eight hours of initial training on topics
specified under paragraph (b) within 120 working
hours of the employment start date, and must
have at least two hours of training on topics
related to dementia care for each 12 months of
employment thereafter;
(2) direct-care employees must have completed
at least eight hours of initial training on topics
specified under paragraph (b) within 160 working
hours of the employment start date. Until this
initial training is complete, an employee must not
provide direct care unless there is another
employee on site who has completed the initial
eight hours of training on topics related to
dementia care 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 employee
until the training requirement is complete.
Direct-care employees must have at least two
hours of training on topics related to dementia for
each 12 months of employment thereafter;

This MN Requirement is not met as evidenced
by:

Minnesota Department of Health
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{01530} Continued From page 11 {01530}

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

{01620}

(c) Resident reassessment and monitoring must
be conducted no more than 14 calendar days
after initiation of services. Ongoing resident
reassessment and monitoring must be conducted
as needed based on changes in the needs of the
resident and cannot exceed 90 calendar days
from the last date of the assessment.
(d) For residents only receiving assisted living
services specified in section 144G.08, subdivision
9, clauses (1) to (5), 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.
(e) 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:

{01650} 144G.70 Subd. 4 (f) Service plan, implementation {01650}
SS=D and revisions to

(f) The service plan must include:
(1) a description of the services to be provided,

Minnesota Department of Health
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{01650} Continued From page 12 {01650}

the fees for services, and the frequency of each
service, according to the resident's current
assessment and resident preferences;
(2) the identification of staff or categories of staff
who will provide the services;
(3) the schedule and methods of monitoring
assessments of the resident;
(4) the schedule and methods of monitoring staff
providing services; and
(5) a contingency plan that includes:
(i) the action to be taken if the scheduled service
cannot be provided;
(ii) information and a method to contact the
facility;
(iii) the names and contact information of persons
the resident wishes to have notified in an
emergency or if there is a significant adverse
change in the resident's condition, including
identification of and information as to who has
authority to sign for the resident in an emergency;
and
(iv) the circumstances in which emergency
medical services are not to be summoned
consistent with chapters 145B and 145C, and
declarations made by the resident under those
chapters.

This MN Requirement is not met as evidenced
by:

{01700} 144G.71 Subd. 2 Provision of medication
SS=D management services

{01700}

(a) For each resident who requests medication
management services, the facility shall, prior to
providing medication management services, have
a registered nurse, licensed health professional,
or authorized prescriber under section 151.37

Minnesota Department of Health
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{01700} Continued From page 13 {01700}

conduct an assessment to determine what
medication management services will be
provided and how the services will be provided.
This assessment must be conducted face-to-face
with the resident. The assessment must include
an identification and review of all medications the
resident is known to be taking. The review and
identification must include indications for
medications, side effects, contraindications,
allergic or adverse reactions, and actions to
address these issues.
(b) The assessment must identify interventions
needed in management of medications to prevent
diversion of medication by the resident or others
who may have access to the medications and
provide instructions to the resident and legal or
designated representatives on interventions to
manage the resident's medications and prevent
diversion of medications. For purposes of this
section, "diversion of medication" means misuse,
theft, or illegal or improper disposition of
medications.

This MN Requirement is not met as evidenced
by:

{01880} 144G.71 Subd. 19 Storage of medications
SS=F

An assisted living facility must store all
prescription medications in securely locked and
substantially constructed compartments
according to the manufacturer's directions and
permit only authorized personnel to have access.

{01880}

This MN Requirement is not met as evidenced
by:
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{01910} Continued From page 14 {01910}

{01910} 144G.71 Subd. 22 Disposition of medications
SS=F

{01910}

(a) Any current medications being managed by
the assisted living facility must be provided to the
resident when the resident's service plan ends or
medication management services are no longer
part of the service plan. Medications for a
resident who is deceased or that have been
discontinued or have expired may be provided for
disposal.
(b) The facility shall dispose of any medications
remaining with the facility that are discontinued or
expired or upon the termination of the service
contract or the resident's death according to state
and federal regulations for disposition of
medications and controlled substances.
(c) Upon disposition, the facility must document in
the resident's record the disposition of the
medication including the medication's name,
strength, prescription number as applicable,
quantity, to whom the medications were given,
date of disposition, and names of staff and other
individuals involved in the disposition.

This MN Requirement is not met as evidenced
by:

{02240} 144G.90 Subdivision 1 Assisted living bill of
SS=D rights; notification

{02240}

(a) An assisted living facility must provide the
resident a written notice of the rights under
section 144G.91 before the initiation of services
to that resident. The facility shall make all
reasonable efforts to provide notice of the rights
to the resident in a language the resident can
understand.
(b) In addition to the text of the assisted living bill

Minnesota Department of Health
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{02240} Continued From page 15 {02240}

of rights in section 144G.91, the notice shall also
contain the following statement describing how to
file a complaint or report suspected abuse:
"If you want to report suspected abuse, neglect,
or financial exploitation, you may contact the
Minnesota Adult Abuse Reporting Center
(MAARC). If you have a complaint about the
facility or person providing your services, you may
contact the Office of Health Facility Complaints,
Minnesota Department of Health. If you would like
to request advocacy services, you may contact
the Office of Ombudsman for Long-Term Care or
the Office of Ombudsman for Mental Health and
Developmental Disabilities."
(c) The statement must include contact
information for the Minnesota Adult Abuse
Reporting Center and the telephone number,
website address, email address, mailing address,
and street address of the Office of Health Facility
Complaints at the Minnesota Department of
Health, the Office of Ombudsman for Long-Term
Care, and the Office of Ombudsman for Mental
Health and Developmental Disabilities. The
statement must include the facility's name,
address, email, telephone number, and name or
title of the person at the facility to whom problems
or complaints may be directed. It must also
include a statement that the facility will not
retaliate because of a complaint.
(d) A facility must obtain written acknowledgment
from the resident of the resident's receipt of the
assisted living bill of rights or shall document why
an acknowledgment cannot be obtained.
Acknowledgment of receipt shall be retained in
the resident's record.

This MN Requirement is not met as evidenced
by:
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P r o t e c t i n g ,   M a i n t a i n i n g   a n d   I m p r o v i n g   t h e   H e a l t h   o f   A l l   M i n n e s o t a n s   

Electronically Delivered

June 29, 2023

Licensee
Rise Home Health Care
547 Continental Drive
New Brighton, MN  55112

RE:  Project Number(s) SL36117015

Dear Licensee:

On May 16, 2023, the Minnesota Department of Health (MDH) completed a follow-up survey of your
facility to determine correction of orders found on the survey completed on July 7, 2022. This
follow-up survey determined your facility had not corrected all of the state correction orders issued
pursuant to the July 7, 2022 survey.

In accordance with Minn. Stat. § 144G.31 Subd. 4 (a), state correction orders issued pursuant to the
last survey completed on July 7, 2022, found not corrected at the time of the May 16, 2023, follow-up
survey and/or subject to penalty assessment are as follows:

0800-Fire Protection And Physical Environment-144g.45 Subd. 2 (a) (4) - $500.00
0820-Fire Protection And Physical Environment-144g.45 Subd. 2 (g) - $3,000.00

The details of the violations noted at the time of this follow-up survey completed on May 16, 2023
(listed above), are on the attached State Form. Brackets around the ID Prefix Tag in the left hand
column, e.g., {2 ----} will identify the uncorrected tags.

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999,  the total amount you are
assessed is $3,500.00. You will be invoiced approximately 30 days after receipt of this notice, subject
to appeal.    

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

IMPOSITION OF FINES:
Level 1: no fines or enforcement.
Level 2: a fine of $500 per violation, in addition to any enforcement mechanism authorized in    
    §144G.20 for widespread violations;
Level 3: a fine of $3,000 per violation per incident, in addition to any enforcement mechanism

authorized in §144G.20.

An equal opportunity employer.                                                              Letter ID:  8GKP Revised 04/14/2023  
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Page  2

Level 4: a fine of $5,000 per incident, in addition to any enforcement mechanism authorized in    
  §144 G.20.

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 the MDH within 15
calendar days of the correction order receipt date.     

A state correction order under Minn. Stat. § 144G.91, Subd. 8, Free from Maltreatment is associated
with a maltreatment determination by the Office of Health Facility Complaints. If maltreatment is
substantiated, you will receive a separate letter with the reconsideration process under Minn. Stat. §
626.557.

Please email reconsideration requests to:  Health.HRD.Appeals@state.mn.us. Please attach this letter
as part of your reconsideration request. Please clearly indicate which tag(s) you are contesting and
submit information supporting your position(s).

Please address your cover letter for reconsideration requests to:

Reconsideration Unit
Health Regulation Division

Minnesota Department of Health
P.O. Box 64970

85 East Seventh Place
St. Paul, MN 55164-0970

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 MDH within 15 business days of the correction order
receipt date. The request must contain a brief and plain statement describing each matter or issue
contested and any new information you believe constitutes a defense or mitigating factor. Requests
for hearing may be emailed to:  Health.HRD.Appeals@state.mn.us.
     
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.    

We urge you to review these orders carefully. If you have questions, please contact Jonathan Hill at
651-201-3993.    



Rise Home Health Care
June 29, 2023
Page  3

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

Sincerely,

    
Jonathan Hill, Supervisor
State Evaluation Team
Email: jonathan.hill@state.mn.us
Telephone: 651-201-3993  Fax: 651-281-9796

HHH
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{0 000} Initial Comments {0 000}

ATTENTION******

ASSISTED LIVING PROVIDER LICENSING
CORRECTION ORDER

In accordance with Minnesota Statutes, section
144G.08 to 144G.95 this correction order(s) has
been issued pursuant to a survey.

Determination of whether a violation has been
corrected requires compliance with all
requirements provided at the Statute number
indicated below. When Minnesota Statute
contains several items, failure to comply with any
of the items will be considered lack of
compliance.

INITIAL COMMENTS:
Project Project # SL36117015-3

On May 15, 2023, the Minnesota Department of
Health conducted a revisit at the above provider
to follow-up on orders issued pursuant to a
survey completed on February 6, 2023. As a
result of the revisit, the following orders were
reissued and/or issued.

{0 110} 144G.10 Subdivision 1a Assisted living director
SS=F license required

Each assisted living facility must employ an
assisted living director licensed or permitted by
the Board of Executives for Long Term Services
and Supports.?

This MN Requirement is not met as evidenced
by:

{0 110}

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

STATE FORM 6899 1HUI14
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{0 430} 144G.40 Subd. 2 Uniform checklist disclosure of {0 430}
SS=C services

(a) All assisted living facilities must provide to
prospective residents:
(1) a disclosure of the categories of assisted
living licenses available and the category of
license held by the facility;
(2) a written checklist listing all services permitted
under the facility's license, identifying all services
the facility offers to provide under the assisted
living facility contract, and identifying all services
allowed under the license that the facility does not
provide; and
(3) an oral explanation of the services offered
under the contract.
(b) The requirements of paragraph (a) must be
completed prior to the execution of the assisted
living contract.
(c) The commissioner must, in consultation with
all interested stakeholders, design the uniform
checklist disclosure form for use as provided
under paragraph (a).

This MN Requirement is not met as evidenced
by:

{0 460} 144G.41 Subdivision 1 Minimum requirements
SS=F

{0 460}

(5) provide a means for residents to request
assistance for health and safety needs 24 hours
per day, seven days per week;
(6) allow residents the ability to furnish and
decorate the resident's unit within the terms of the
assisted living contract;
(7) permit residents access to food at any time;
(8) allow residents to choose the resident's
visitors and times of visits;
(9) allow the resident the right to choose a
roommate if sharing a unit;

Minnesota Department of Health
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{0 460} Continued From page 2

(10) notify the resident of the resident's right to
have and use a lockable door to the resident's
unit. The licensee shall provide the locks on the
unit. Only a staff member with a specific need to
enter the unit shall have keys, and advance
notice must be given to the resident before
entrance, when possible. An assisted living
facility must not lock a resident in the resident's
unit;

{0 460}

This MN Requirement is not met as evidenced
by:

{0 470} 144G.41 Subdivision 1 Minimum requirements
SS=F

{0 470}

(11) develop and implement a staffing plan for
determining its staffing level that:
(i) includes an evaluation, to be conducted at
least twice a year, of the appropriateness of
staffing levels in the facility;
(ii) ensures sufficient staffing at all times to meet
the scheduled and reasonably foreseeable
unscheduled needs of each resident as required
by the residents' assessments and service plans
on a 24-hour per day basis; and
(iii) ensures that the facility can respond promptly
and effectively to individual resident emergencies
and to emergency, life safety, and disaster
situations affecting staff or residents in the facility;
(12) ensure that one or more persons are
available 24 hours per day, seven days per week,
who are responsible for responding to the
requests of residents for assistance with health or
safety needs. Such persons must be:
(i) awake;
(ii) located in the same building, in an attached
building, or on a contiguous campus with the
facility in order to respond within a reasonable

Minnesota Department of Health
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{0 470} Continued From page 3

amount of time;
(iii) capable of communicating with residents;
(iv) capable of providing or summoning the
appropriate assistance; and
(v) capable of following directions;

{0 470}

This MN Requirement is not met as evidenced
by:

{0 480} 144G.41 Subd 1 (13) (i) (B) Minimum
SS=F requirements

{0 480}

(13) offer to provide or make available at least the
following services to residents:
(B) food must be prepared and served according
to the Minnesota Food Code, Minnesota Rules,
chapter 4626; and

This MN Requirement is not met as evidenced
by:

{0 640} 144G.42 Subd. 7 Posting information for
SS=F reporting suspected c

{0 640}

The facility shall support protection and safety
through access to the state's systems for
reporting suspected criminal activity and
suspected vulnerable adult maltreatment by:
(1) posting the 911 emergency number in
common areas and near telephones provided by
the assisted living facility;
(2) posting information and the reporting number
for the Minnesota Adult Abuse Reporting Center
to report suspected maltreatment of a vulnerable
adult under section 626.557; and
(3) providing reasonable accommodations with
information and notices in plain language.
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{0 640} Continued From page 4 {0 640}

This MN Requirement is not met as evidenced
by:

{0 650} 144G.42 Subd. 8 Employee records
SS=D

{0 650}

(a) The facility must maintain current records of
each paid employee, each regularly scheduled
volunteer providing services, and each individual
contractor providing services. The records must
include the following information:
(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
qualifications, 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:

{0 660} 144G.42 Subd. 9 Tuberculosis prevention and
SS=F control

{0 660}
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{0 660} Continued From page 5 {0 660}

(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:

{0 680} 144G.42 Subd. 10 Disaster planning and
SS=F emergency preparedness

{0 680}

(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 details 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.
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{0 680} Continued From page 6

(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
available 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.

{0 680}

This MN Requirement is not met as evidenced
by:

{0 800} 144G.45 Subd. 2 (a) (4) Fire protection and
SS=F physical environment

{0 800}

(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 and interview, the licensee
failed to maintain the physical environment of the
facility in a continuous state of good repair and
operation. This has the potential to directly affect
the health, safety, and well-being of 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
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{0 800} Continued From page 7

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).

{0 800}

The findings are:

On May 15, 2023, at approximately 11:20 a.m.,
during the entrance interview with the unlicensed
personnel (ULP)-C, survey staff asked the ULP-C
for an update on the tag citations from the last
survey (February 6, 2023) for bedrooms 1, 2, 3,
and 4. The ULP-C stated there had not been any
work performed or progress made to the egress
windows from previous citations for bedrooms 1,
2, 3, and 4. The conditions of the egress windows
in those bedrooms remain the same and have not
yet been repaired. The ULP-C explained that they
continued to have difficulties working with their
landlord since the last survey as they had
reached out several times to the landlord for the
repairs of the windows and had not received any
responses. The ULP-C stated that also had a
couple of contractors out to the home for quotes
to replace the windows but without the owner's
(landlord) authorization, the contractors will not
proceed to perform work. ULP-C further stated
they have hired an attorney to take the landlord to
small claims court for all incurred costs from
enforcement fines and to replace windows.
Survey staff explained to the ULP-C that the
same citation will be re-issued if the corrections
have not been made or addressed.

On May 15, 2023, from 11:30 a.m. to noon.,
survey staff toured the home with the unlicensed
personnel (ULP)-C. During the facility tour, survey
staff confirmed except for the door hardware for
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{0 800} Continued From page 8

bedroom 1, no repairs or corrections had been
performed to the egress windows in bedrooms 1,
2, 3, and 4. The ULP-C stated that the landlord
did repair the door hardware to bedroom #1 but
that was the only correction made. Survey staff
explained that the citation will be re-issued for
the egress windows since the corrections have
not been made or addressed.

{0 800}

-The egress window was still not easily and
readily operable for immediate use for the
upper-level bedroom 4.
-The egress window for the upper-level bedroom
3 had not been repaired or replaced with
complying egress window.
-The egress window on the lower-level bedroom
1 had not been repaired or replaced for
compliance with the state standards for egress
windows.

The above findings were verbally verified by the
ULP-C accompanying the tour. No documentation
was provided or available for review.

On May 15, 2023, at approximately 12:15 p.m.,
during the exit interview, the ULP-C
acknowledged the above findings.

An email was received from Patrick D.
Boyle-Attorney at Law- Law Office of Patrick D.
Boyle, P.A. Monday 05/15/2023 11:05 a.m.,
noting that their office is representing the licensee
with respect to various business and legal issues
and their office is working on rectifying the issues.

{0 820} 144G.45 Subd. 2 (g) Fire protection and physical {0 820}
SS=G environment

(g) Existing construction or elements, including
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{0 820} Continued From page 9

assisted living facilities that were registered as
housing with services establishments under
chapter 144D prior to August 1, 2021, shall be
permitted to continue in use provided such use
does not constitute a distinct hazard to life. Any
existing elements that an authority having
jurisdiction deems a distinct hazard to life must
be corrected. The facility must document in the
facility's records any actions taken to comply with
a correction order, and must submit to the
commissioner for review and approval prior to
correction.

{0 820}

This MN Requirement is not met as evidenced
by:
Based on observation and interview, the licensee
failed to ensure all physical facility elements,
including maintenance on the egress windows to
operate for immediate use and the minimum size
egress window openings for lower-level resident
bedroom 2, do not create a distinct hazard to
residents and staff. This affected lower-level
resident room 2.

This practice resulted in a level three violation (a
violation that harmed a resident's health or safety,
not including serious injury, impairment, or death,
or a violation that has the potential to lead to
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 May 15, 2023, at approximately 11:20 a.m.,
during the entrance interview with the unlicensed
personnel (ULP)-C, survey staff asked the ULP-C
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{0 820} Continued From page 10 {0 820}

for an update on the citations from the last survey
(February 6, 2023) for bedrooms 1, 2, 3, and 4.
The ULP-C stated there had not been any work
performed or progress made to the egress
windows for bedrooms 1, 2, 3, and 4. The
conditions of the egress windows in those
bedrooms remain the same and have not yet
been repaired. The ULP-C explained that they
continued to have difficulties working with their
landlord since the last survey as they had
reached out several times to the landlord for the
repairs of the windows and had not received any
responses. The ULP-C stated that also had a
couple of contractors out to the home for quotes
to replace the windows but without the owner's
(landlord) authorization, the contractors will not
proceed to perform work. The ULP-C further
stated they have hired an attorney to take the
landlord to small claims court for all incurred
costs from enforcement fines and to repair the
egress windows.

On May 15, 2023, at approximately 12:15 p.m.,
the licensee failed to produce records of the fire
watch as outlined by their policy to address the
immediate correction for resident bedroom 2
(lower-level floor). At approximately 12:15 p.m.,
the finding was evident during document review
and interview with the ULP-C about the fire watch
plan and records addressing the immediate
correction for resident bedroom 2 for review, but
the ULP-C failed to produce any documentation,
and the ULP-C stated that the employees
performed hourly health checks and thought that
would count as fire watch. No logs or records
were provided or available for review to ensure
the fire watch has been performed per their fire
plan as part of the licensee's immediate plan of
correction.
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{0 820} Continued From page 11 {0 820}

On May 15, 2023, at approximately 12:20 p.m.,
during the exit interview, survey staff explained to
the ULP-C that the tag will be re-issued and the
ULP-C acknowledged the above finding.

An email was received from Patrick D.
Boyle-Attorney at Law- Law Office of Patrick D.
Boyle, P.A. Monday 05/15/2023 11:05 a.m.,
noting that their office is representing the licensee
with respect to various business and legal issues
and their office is working on rectifying the issues.

{0 970} 144G.50 Subd. 5 Waivers of liability prohibited
SS=F

The contract must not include a waiver of facility
liability for the health and safety or personal
property of a resident. The contract must not
include any provision that the facility knows or
should know to be deceptive, unlawful, or
unenforceable under state or federal law, nor
include any provision that requires or implies a
lesser standard of care or responsibility than is
required by law.

{0 970}

This MN Requirement is not met as evidenced
by:

{01040} 144G.52 Subd. 7 Notice of contract termination
SS=F required

{01040}

(a) A facility terminating a contract must issue a
written notice of termination according to this
section. The facility must also send a copy of the
termination notice to the Office of Ombudsman
for Long-Term Care and, for residents who
receive home and community-based waiver
services under chapter 256S and section
256B.49, to the resident's case manager, as soon
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{01040} Continued From page 12 {01040}

as practicable after providing notice to the
resident. A facility may terminate an assisted
living contract only as permitted under
subdivisions 3, 4, and 5.
(b) A facility terminating a contract under
subdivision 3 or 4 must provide a written
termination notice at least 30 days before the
effective date of the termination to the resident,
legal representative, and designated
representative.
(c) A facility terminating a contract under
subdivision 5 must provide a written termination
notice at least 15 days before the effective date of
the termination to the resident, legal
representative, and designated representative.
(d) If a resident moves out of a facility or cancels
services received from the facility, nothing in this
section prohibits a facility from enforcing against
the resident any notice periods with which the
resident must comply under the assisted living
contract.

This MN Requirement is not met as evidenced
by:

{01330} 144G.60 Subd. 4 (b) Unlicensed personnel
SS=D

(b) Unlicensed personnel performing delegated
nursing tasks in an assisted living facility must:
(1) have successfully completed training and
demonstrated competency by successfully
completing a written or oral test of the topics in
section 144G.61, subdivision 2, paragraphs (a)
and (b), and a practical skills test on tasks listed
in section 144G.61, subdivision 2, paragraphs
(a), clauses (5) and (7), and (b), clauses (3), (5),
(6), and (7), and all the delegated tasks they will
perform;

{01330}
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{01330} Continued From page 13

(2) satisfy the current requirements of Medicare
for training or competency of home health aides
or nursing assistants, as provided by Code of
Federal Regulations, title 42, section 483 or
484.36; or
(3) have, before April 19, 1993, completed a
training course for nursing assistants that was
approved by the commissioner.

{01330}

This MN Requirement is not met as evidenced
by:

{01460} 144G.63 Subdivision 1 Orientation of staff and
SS=D supervisors

{01460}

All staff providing and supervising direct services
must complete an orientation to assisted living
facility licensing requirements and regulations
before providing assisted living services to
residents. The orientation may be incorporated
into the training required under subdivision 5. The
orientation need only be completed once for each
staff person and is not transferable to another
facility.

This MN Requirement is not met as evidenced
by:

{01530} 144G.64 TRAINING IN DEMENTIA CARE
SS=F REQUIRED

{01530}

(a) All assisted living facilities must meet the
following training requirements:
(1) supervisors of direct-care staff must have at
least eight hours of initial training on topics
specified under paragraph (b) within 120 working
hours of the employment start date, and must
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{01530} Continued From page 14 {01530}

have at least two hours of training on topics
related to dementia care for each 12 months of
employment thereafter;
(2) direct-care employees must have completed
at least eight hours of initial training on topics
specified under paragraph (b) within 160 working
hours of the employment start date. Until this
initial training is complete, an employee must not
provide direct care unless there is another
employee on site who has completed the initial
eight hours of training on topics related to
dementia care 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 employee
until the training requirement is complete.
Direct-care employees must have at least two
hours of training on topics related to dementia for
each 12 months of employment thereafter;

This MN Requirement is not met as evidenced
by:

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

{01620}

(c) Resident reassessment and monitoring must
be conducted no more than 14 calendar days
after initiation of services. Ongoing resident
reassessment and monitoring must be conducted
as needed based on changes in the needs of the
resident and cannot exceed 90 calendar days
from the last date of the assessment.
(d) For residents only receiving assisted living
services specified in section 144G.08, subdivision
9, clauses (1) to (5), the facility shall complete an
individualized initial review of the resident's needs
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{01620} Continued From page 15

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.
(e) 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.

{01620}

This MN Requirement is not met as evidenced
by:

{01650} 144G.70 Subd. 4 (f) Service plan, implementation {01650}
SS=D and revisions to

(f) The service plan must include:
(1) a description of the services to be provided,
the fees for services, and the frequency of each
service, according to the resident's current
assessment and resident preferences;
(2) the identification of staff or categories of staff
who will provide the services;
(3) the schedule and methods of monitoring
assessments of the resident;
(4) the schedule and methods of monitoring staff
providing services; and
(5) a contingency plan that includes:
(i) the action to be taken if the scheduled service
cannot be provided;
(ii) information and a method to contact the
facility;
(iii) the names and contact information of persons
the resident wishes to have notified in an

Minnesota Department of Health
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{01650} Continued From page 16 {01650}

emergency or if there is a significant adverse
change in the resident's condition, including
identification of and information as to who has
authority to sign for the resident in an emergency;
and
(iv) the circumstances in which emergency
medical services are not to be summoned
consistent with chapters 145B and 145C, and
declarations made by the resident under those
chapters.

This MN Requirement is not met as evidenced
by:

{01700} 144G.71 Subd. 2 Provision of medication
SS=D management services

{01700}

(a) For each resident who requests medication
management services, the facility shall, prior to
providing medication management services, have
a registered nurse, licensed health professional,
or authorized prescriber under section 151.37
conduct an assessment to determine what
medication management services will be
provided and how the services will be provided.
This assessment must be conducted face-to-face
with the resident. The assessment must include
an identification and review of all medications the
resident is known to be taking. The review and
identification must include indications for
medications, side effects, contraindications,
allergic or adverse reactions, and actions to
address these issues.
(b) The assessment must identify interventions
needed in management of medications to prevent
diversion of medication by the resident or others
who may have access to the medications and
provide instructions to the resident and legal or

Minnesota Department of Health
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{01700} Continued From page 17

designated representatives on interventions to
manage the resident's medications and prevent
diversion of medications. For purposes of this
section, "diversion of medication" means misuse,
theft, or illegal or improper disposition of
medications.

{01700}

This MN Requirement is not met as evidenced
by:

{01880} 144G.71 Subd. 19 Storage of medications
SS=F

An assisted living facility must store all
prescription medications in securely locked and
substantially constructed compartments
according to the manufacturer's directions and
permit only authorized personnel to have access.

{01880}

This MN Requirement is not met as evidenced
by:

{01910} 144G.71 Subd. 22 Disposition of medications
SS=F

(a) Any current medications being managed by
the assisted living facility must be provided to the
resident when the resident's service plan ends or
medication management services are no longer
part of the service plan. Medications for a
resident who is deceased or that have been
discontinued or have expired may be provided for
disposal.
(b) The facility shall dispose of any medications
remaining with the facility that are discontinued or
expired or upon the termination of the service
contract or the resident's death according to state
and federal regulations for disposition of
medications and controlled substances.

{01910}

Minnesota Department of Health
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{01910} Continued From page 18 {01910}

(c) Upon disposition, the facility must document in
the resident's record the disposition of the
medication including the medication's name,
strength, prescription number as applicable,
quantity, to whom the medications were given,
date of disposition, and names of staff and other
individuals involved in the disposition.

This MN Requirement is not met as evidenced
by:

{02240} 144G.90 Subdivision 1 Assisted living bill of
SS=D rights; notification

{02240}

(a) An assisted living facility must provide the
resident a written notice of the rights under
section 144G.91 before the initiation of services
to that resident. The facility shall make all
reasonable efforts to provide notice of the rights
to the resident in a language the resident can
understand.
(b) In addition to the text of the assisted living bill
of rights in section 144G.91, the notice shall also
contain the following statement describing how to
file a complaint or report suspected abuse:
"If you want to report suspected abuse, neglect,
or financial exploitation, you may contact the
Minnesota Adult Abuse Reporting Center
(MAARC). If you have a complaint about the
facility or person providing your services, you may
contact the Office of Health Facility Complaints,
Minnesota Department of Health. If you would like
to request advocacy services, you may contact
the Office of Ombudsman for Long-Term Care or
the Office of Ombudsman for Mental Health and
Developmental Disabilities."
(c) The statement must include contact
information for the Minnesota Adult Abuse

Minnesota Department of Health
STATE FORM 6899 1HUI14 If continuation sheet 19 of 20



Minnesota Department of Health
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

36117

(X2) MULTIPLE CONSTRUCTION
A. BUILDING: ______________________

B. WING _____________________________

PRINTED: 06/29/2023
FORM APPROVED

(X3) DATE SURVEY
COMPLETED

R
05/16/2023

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

RISE HOME HEALTH CARE 547 CONTINENTAL DRIVE
NEW BRIGHTON, MN 55112

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL

REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX

TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE

DATE

{02240} Continued From page 19 {02240}

Reporting Center and the telephone number,
website address, email address, mailing address,
and street address of the Office of Health Facility
Complaints at the Minnesota Department of
Health, the Office of Ombudsman for Long-Term
Care, and the Office of Ombudsman for Mental
Health and Developmental Disabilities. The
statement must include the facility's name,
address, email, telephone number, and name or
title of the person at the facility to whom problems
or complaints may be directed. It must also
include a statement that the facility will not
retaliate because of a complaint.
(d) A facility must obtain written acknowledgment
from the resident of the resident's receipt of the
assisted living bill of rights or shall document why
an acknowledgment cannot be obtained.
Acknowledgment of receipt shall be retained in
the resident's record.

This MN Requirement is not met as evidenced
by:

Minnesota Department of Health
STATE FORM 6899 1HUI14 If continuation sheet 20 of 20



    

P r o t e c t i n g ,   M a i n t a i n i n g   a n d   I m p r o v i n g   t h e   H e a l t h   o f   A l l   M i n n e s o t a n s   

Electronically Delivered

May 4, 2023

Licensee
Rise Home Health Care
547 Continental Drive
New Brighton, MN  55112

RE:  Project Number(s) SL36117015

Dear Licensee:

On February 6, 2023, the Minnesota Department of Health (MDH) completed a follow-up survey of
your facility to determine correction of orders found on the survey completed on July 7, 2022. This
follow-up survey determined your facility had not corrected all of the state correction orders issued
pursuant to the July 7, 2022, survey.

In accordance with Minn. Stat. § 144G.31 Subd. 4 (a), state correction orders issued pursuant to the
last survey completed on July 7, 2022, found not corrected at the time of the February 6, 2023,
follow-up survey and/or subject to penalty assessment are as follows:

0800-Fire Protection And Physical Environment-144g.45 Subd. 2 (a) (4) - $500.00
0820-Fire Protection And Physical Environment-144g.45 Subd. 2 (g) - $3,000.00

The details of the violations noted at the time of this follow-up survey completed on February 6, 2023
(listed above), are on the attached State Form. Brackets around the ID Prefix Tag in the left hand
column, e.g., {2 ----} will identify the uncorrected tags.

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999,  the total amount you are
assessed is $3,500.00. You will be invoiced approximately 30 days after receipt of this notice, subject
to appeal.    

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

IMPOSITION OF FINES:
Level 1: no fines or enforcement.
Level 2: a fine of $500 per violation, in addition to any enforcement mechanism authorized in    
    §144G.20 for widespread violations;
Level 3: a fine of $3,000 per violation per incident, in addition to any enforcement mechanism

authorized in §144G.20.

An equal opportunity employer.                                                              Letter ID:  8GKP Revised 04/14/2023  
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May 4, 2023
Page  2

Level 4: a fine of $5,000 per incident, in addition to any enforcement mechanism authorized in    
  §144 G.20.

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 the MDH within 15
calendar days of the correction order receipt date.     

A state correction order under Minn. Stat. § 144G.91, Subd. 8, Free from Maltreatment is associated
with a maltreatment determination by the Office of Health Facility Complaints. If maltreatment is
substantiated, you will receive a separate letter with the reconsideration process under Minn. Stat. §
626.557.

Please email reconsideration requests to:  Health.HRD.Appeals@state.mn.us. Please attach this letter
as part of your reconsideration request. Please clearly indicate which tag(s) you are contesting and
submit information supporting your position(s).

Please address your cover letter for reconsideration requests to:

Reconsideration Unit
Health Regulation Division

Minnesota Department of Health
P.O. Box 64970

85 East Seventh Place
St. Paul, MN 55164-0970

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 MDH within 15 business days of the correction order
receipt date. The request must contain a brief and plain statement describing each matter or issue
contested and any new information you believe constitutes a defense or mitigating factor. Requests
for hearing may be emailed to:  Health.HRD.Appeals@state.mn.us.
     
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.    

We urge you to review these orders carefully. If you have questions, please contact Jonathan Hill at
651-201-3993.    
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You are encouraged to retain this document for your records.  It is your responsibility to share the
information contained in the letter and/or state form with your organization’s Governing Body.

Sincerely,

    
Jonathan Hill, Supervisor
State Evaluation Team
Email: jonathan.hill@state.mn.us
Telephone: 651-201-3993 Fax:  651-281-9796

HHH
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{0 000} Initial Comments {0 000}

*****ATTENTION******

ASSISTED LIVING PROVIDER LICENSING
CORRECTION ORDER

In accordance with Minnesota Statutes, section
1144G.08 to 144G.95, this correction order(s) has
been issued pursuant to a survey.

Determination of whether a violation has been
corrected requires compliance with all
requirements provided at the Statute number
indicated below. When Minnesota Statute
contains several items, failure to comply with any
of the items will be considered lack of
compliance.

INITIAL COMMENTS:
Project # SL36117015-2

On February 6, 2023, the Minnesota Department
of Health conducted a revisit at the above
provider to follow-up on orders issued pursuant to
a survey completed on October 6, 2022. At the
time of the survey, there was two active resident
receiving services under the Assisted Living
license.

{0 110} 144G.10 Subdivision 1a Assisted living director
SS=F license required

{0 110}

Each assisted living facility must employ an
assisted living director licensed or permitted by
the Board of Executives for Long Term Services
and Supports.?

This MN Requirement is not met as evidenced
by:
No further action required.

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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{0 110} Continued From page 1 {0 110}

{0 430} 144G.40 Subd. 2 Uniform checklist disclosure of {0 430}
SS=C services

(a) All assisted living facilities must provide to
prospective residents:
(1) a disclosure of the categories of assisted
living licenses available and the category of
license held by the facility;
(2) a written checklist listing all services permitted
under the facility's license, identifying all services
the facility offers to provide under the assisted
living facility contract, and identifying all services
allowed under the license that the facility does not
provide; and
(3) an oral explanation of the services offered
under the contract.
(b) The requirements of paragraph (a) must be
completed prior to the execution of the assisted
living contract.
(c) The commissioner must, in consultation with
all interested stakeholders, design the uniform
checklist disclosure form for use as provided
under paragraph (a).

This MN Requirement is not met as evidenced
by:
No further action required.

{0 460} 144G.41 Subdivision 1 Minimum requirements
SS=F

{0 460}

(5) provide a means for residents to request
assistance for health and safety needs 24 hours
per day, seven days per week;
(6) allow residents the ability to furnish and
decorate the resident's unit within the terms of the
assisted living contract;
(7) permit residents access to food at any time;
(8) allow residents to choose the resident's

Minnesota Department of Health
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{0 460} Continued From page 2

visitors and times of visits;
(9) allow the resident the right to choose a
roommate if sharing a unit;
(10) notify the resident of the resident's right to
have and use a lockable door to the resident's
unit. The licensee shall provide the locks on the
unit. Only a staff member with a specific need to
enter the unit shall have keys, and advance
notice must be given to the resident before
entrance, when possible. An assisted living
facility must not lock a resident in the resident's
unit;

{0 460}

This MN Requirement is not met as evidenced
by:
No further action required.

{0 470} 144G.41 Subdivision 1 Minimum requirements
SS=F

{0 470}

(11) develop and implement a staffing plan for
determining its staffing level that:
(i) includes an evaluation, to be conducted at
least twice a year, of the appropriateness of
staffing levels in the facility;
(ii) ensures sufficient staffing at all times to meet
the scheduled and reasonably foreseeable
unscheduled needs of each resident as required
by the residents' assessments and service plans
on a 24-hour per day basis; and
(iii) ensures that the facility can respond promptly
and effectively to individual resident emergencies
and to emergency, life safety, and disaster
situations affecting staff or residents in the facility;
(12) ensure that one or more persons are
available 24 hours per day, seven days per week,
who are responsible for responding to the
requests of residents for assistance with health or
safety needs. Such persons must be:
(i) awake;

Minnesota Department of Health
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{0 470} Continued From page 3

(ii) located in the same building, in an attached
building, or on a contiguous campus with the
facility in order to respond within a reasonable
amount of time;
(iii) capable of communicating with residents;
(iv) capable of providing or summoning the
appropriate assistance; and
(v) capable of following directions;

{0 470}

This MN Requirement is not met as evidenced
by:
No further action required.

{0 480} 144G.41 Subd 1 (13) (i) (B) Minimum
SS=F requirements

{0 480}

(13) offer to provide or make available at least the
following services to residents:
(B) food must be prepared and served according
to the Minnesota Food Code, Minnesota Rules,
chapter 4626; and

This MN Requirement is not met as evidenced
by:
No further action required.

{0 640} 144G.42 Subd. 7 Posting information for
SS=F reporting suspected c

{0 640}

The facility shall support protection and safety
through access to the state's systems for
reporting suspected criminal activity and
suspected vulnerable adult maltreatment by:
(1) posting the 911 emergency number in
common areas and near telephones provided by
the assisted living facility;
(2) posting information and the reporting number
for the Minnesota Adult Abuse Reporting Center
to report suspected maltreatment of a vulnerable

Minnesota Department of Health
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{0 640} Continued From page 4

adult under section 626.557; and
(3) providing reasonable accommodations with
information and notices in plain language.

{0 640}

This MN Requirement is not met as evidenced
by:
No further action required.

{0 650} 144G.42 Subd. 8 Employee records
SS=D

{0 650}

(a) The facility must maintain current records of
each paid employee, each regularly scheduled
volunteer providing services, and each individual
contractor providing services. The records must
include the following information:
(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
qualifications, 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:
No further action required.

Minnesota Department of Health
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{0 660} Continued From page 5
{0 660} 144G.42 Subd. 9 Tuberculosis prevention and
SS=F control

{0 660}

{0 660}

(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:
No further action required.

{0 680} 144G.42 Subd. 10 Disaster planning and
SS=F emergency preparedness

{0 680}

(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 details 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;

Minnesota Department of Health
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{0 680} Continued From page 6

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
available 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.

{0 680}

This MN Requirement is not met as evidenced
by:
No further action required.

{0 800} 144G.45 Subd. 2 (a) (4) Fire protection and
SS=F physical environment

{0 800}

(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 and interview, the licensee
failed to maintain the physical environment of the
facility in a continuous state of good repair and
operation. This has the potential to directly affect
the health, safety, and well-being of all residents
and staff.
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{0 800} Continued From page 7

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).

{0 800}

The findings are:

On February 6, 223, approximately from 11:00
a.m. to 11:45 a.m., survey staff toured the home
with the unlicensed personnel (ULP)-C. During
the facility tour, survey staff observed the
following:

1. Bedroom Egress Windows:
-The ULP-C opened the egress window for the
upper-level resident room # 4 and had difficulty
opening it. After multiple attempts, the ULP-C
was able to open for measurement. Survey staff
explained to the egress window was still not
easily and readily operable for immediate use.
The ULP-C explained they had already cleaned
the window hardware.
-The egress window for the upper-level bedroom
3 (no occupancy) had not been repaired or
replaced with complying egress window.
-The egress window on the lower-level bedroom
#1 (no occupancy) had not been repaired or
replaced for compliance with the state standards
for egress windows.

The above findings were verbally and/or visually
verified by the ULP-C accompanying the tour.
The ULP-C explained that they had challenges
dealing with the landlord for months but the
landlord finally agreed to replace the egress

Minnesota Department of Health
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{0 800} Continued From page 8 {0 800}

windows about a month ago for bedrooms 1, 2, 3,
and 4. The ULP-C further added that a
builder/contractor came to the home about 2
weeks ago and took measurements of the
windows.

Survey staff asked for documentation to
substantiate the proposed work to replace the
windows, but the ULP-C failed to produce any
documentation and/or records of the
communication with the landlord and/or the
contractor's name and contact information. The
ULP-C stated that all communication with the
landlord had been verbal and they did not have
any written documentation.

2. The door hardware to resident room #1 on the
lower-level floor failed to positively latch when
closed and was still broken. The ULP-C stated
that the landlord stated that he had repaired the
door hardware.

February 6, 2023, at approximately noon, during
the exit interview, the ULP-C acknowledged the
above findings. The ULP-C stated that he will
drive to the landlord's office to physically
communicate and obtain this request from the
landlord as they do not pick up their phone.
Survey staff stated that any additional
documentation will be honored if submitted and
received by survey staff by the end of the day.

Additional documentation via email was received
on Monday 02/06/2023 at 3:55 p.m. from a
business email address without a signature box
or contact information, Rise Home Healthcare,
risehhc@gmail.com. noting on the email that the
landlord and his office (landlord) will send
documentation. Survey staff did not receive
additional documentation or have any further
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{0 800} Continued From page 9

communication from the landlord or their
representative.

{0 800}

{0 820} 144G.45 Subd. 2 (g) Fire protection and physical {0 820}
SS=G environment

(g) Existing construction or elements, including
assisted living facilities that were registered as
housing with services establishments under
chapter 144D prior to August 1, 2021, shall be
permitted to continue in use provided such use
does not constitute a distinct hazard to life. Any
existing elements that an authority having
jurisdiction deems a distinct hazard to life must
be corrected. The facility must document in the
facility's records any actions taken to comply with
a correction order, and must submit to the
commissioner for review and approval prior to
correction.

This MN Requirement is not met as evidenced
by:
Based on observation and interview, the licensee
failed to ensure all physical facility elements,
including maintenance on the egress windows to
operate for immediate use and the minimum size
egress window openings for lower-level resident
bedroom #2, do not create a distinct hazard to
residents and staff. This affected lower-level
resident room #2.

This practice resulted in a level three violation (a
violation that harmed a resident's health or safety,
not including serious injury, impairment, or death,
or a violation that has the potential to lead to
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
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{0 820} Continued From page 10

a limited number of staff are involved or the
situation has occurred only occasionally).
The findings include:

{0 820}

On February 6, 223, approximately from 11:00
a.m. to 11:45 a.m., survey staff toured the home
with the unlicensed personnel (ULP)-C. During
the facility tour, survey staff observed the egress
window on the lower-level bedroom #2 still had
not been repaired or replaced to comply with the
state standards for an egress window. The
ULP-C verbally confirmed the finding. Survey staff
requested for documentation of the proposed
window replacement, but the ULP-C failed to
produce any documentation and/or records of the
communication with the landlord and/or the
contractor's name and contact information for the
egress window replacement. The ULP-C also
explained all communication with the landlord had
been verbal and they did not have any written
documentation.

On February 6, 2023, at approximately noon, the
licensee failed to produce records of the fire
watch as outlined by their policy to address the
immediate correction for resident room #2
(lower-level floor). At approximately noon, during
the interview survey staff asked the ULP-C about
the fire watch plan and records addressing the
immediate correction for resident room #2 for
review, but the ULP-C failed to produce the
documentation. The ULP-C requested additional
time to reach out to the administrator for the
records. Survey staff explained to the ULP-C that
additional records will be honored if submitted
and received by survey staff by the end of the
day.

On February 6, 2023, at approximately 12:10
p.m., the ULP-C acknowledged the above
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{0 820} Continued From page 11

findings.

{0 820}

Additional information was received on Monday
02/06/2023, 3:55 p.m. with an attached Word
document, Fire Watch Plan (undated), from a
business email address without a signature box
or contact information, Rise Home Healthcare,
risehhc@gmail.com. The attached document Fire
Watch Plan documented a correction plan with a
30-minute interval fire watch for 24 hours per day/
7 days per week for resident rooms 1 and 2 of the
lower level. In addition, the plan indicated fire
watch will be logged and initiated along by the
assigned employee with the evacuation plan
updated.

{0 970} 144G.50 Subd. 5 Waivers of liability prohibited
SS=F

The contract must not include a waiver of facility
liability for the health and safety or personal
property of a resident. The contract must not
include any provision that the facility knows or
should know to be deceptive, unlawful, or
unenforceable under state or federal law, nor
include any provision that requires or implies a
lesser standard of care or responsibility than is
required by law.

{0 970}

This MN Requirement is not met as evidenced
by:
No further action required.

{01040} 144G.52 Subd. 7 Notice of contract termination
SS=F required

{01040}

(a) A facility terminating a contract must issue a
written notice of termination according to this
section. The facility must also send a copy of the
termination notice to the Office of Ombudsman
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{01040} Continued From page 12 {01040}

for Long-Term Care and, for residents who
receive home and community-based waiver
services under chapter 256S and section
256B.49, to the resident's case manager, as soon
as practicable after providing notice to the
resident. A facility may terminate an assisted
living contract only as permitted under
subdivisions 3, 4, and 5.
(b) A facility terminating a contract under
subdivision 3 or 4 must provide a written
termination notice at least 30 days before the
effective date of the termination to the resident,
legal representative, and designated
representative.
(c) A facility terminating a contract under
subdivision 5 must provide a written termination
notice at least 15 days before the effective date of
the termination to the resident, legal
representative, and designated representative.
(d) If a resident moves out of a facility or cancels
services received from the facility, nothing in this
section prohibits a facility from enforcing against
the resident any notice periods with which the
resident must comply under the assisted living
contract.

This MN Requirement is not met as evidenced
by:
No further action required.

{01330} 144G.60 Subd. 4 (b) Unlicensed personnel
SS=D

(b) Unlicensed personnel performing delegated
nursing tasks in an assisted living facility must:
(1) have successfully completed training and
demonstrated competency by successfully
completing a written or oral test of the topics in
section 144G.61, subdivision 2, paragraphs (a)
and (b), and a practical skills test on tasks listed

{01330}
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{01330} Continued From page 13

in section 144G.61, subdivision 2, paragraphs
(a), clauses (5) and (7), and (b), clauses (3), (5),
(6), and (7), and all the delegated tasks they will
perform;
(2) satisfy the current requirements of Medicare
for training or competency of home health aides
or nursing assistants, as provided by Code of
Federal Regulations, title 42, section 483 or
484.36; or
(3) have, before April 19, 1993, completed a
training course for nursing assistants that was
approved by the commissioner.

{01330}

This MN Requirement is not met as evidenced
by:
No further action required.

{01460} 144G.63 Subdivision 1 Orientation of staff and
SS=D supervisors

{01460}

All staff providing and supervising direct services
must complete an orientation to assisted living
facility licensing requirements and regulations
before providing assisted living services to
residents. The orientation may be incorporated
into the training required under subdivision 5. The
orientation need only be completed once for each
staff person and is not transferable to another
facility.

This MN Requirement is not met as evidenced
by:
No further action required.

{01530} 144G.64 TRAINING IN DEMENTIA CARE
SS=F REQUIRED

(a) All assisted living facilities must meet the
following training requirements:

Minnesota Department of Health
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{01530} Continued From page 14 {01530}

(1) supervisors of direct-care staff must have at
least eight hours of initial training on topics
specified under paragraph (b) within 120 working
hours of the employment start date, and must
have at least two hours of training on topics
related to dementia care for each 12 months of
employment thereafter;
(2) direct-care employees must have completed
at least eight hours of initial training on topics
specified under paragraph (b) within 160 working
hours of the employment start date. Until this
initial training is complete, an employee must not
provide direct care unless there is another
employee on site who has completed the initial
eight hours of training on topics related to
dementia care 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 employee
until the training requirement is complete.
Direct-care employees must have at least two
hours of training on topics related to dementia for
each 12 months of employment thereafter;

This MN Requirement is not met as evidenced
by:
No further action required.

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

{01620}

(c) Resident reassessment and monitoring must
be conducted no more than 14 calendar days
after initiation of services. Ongoing resident
reassessment and monitoring must be conducted
as needed based on changes in the needs of the
resident and cannot exceed 90 calendar days
from the last date of the assessment.
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{01620} Continued From page 15 {01620}

(d) For residents only receiving assisted living
services specified in section 144G.08, subdivision
9, clauses (1) to (5), 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.
(e) 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:
No further action required.

{01650} 144G.70 Subd. 4 (f) Service plan, implementation {01650}
SS=D and revisions to

(f) The service plan must include:
(1) a description of the services to be provided,
the fees for services, and the frequency of each
service, according to the resident's current
assessment and resident preferences;
(2) the identification of staff or categories of staff
who will provide the services;
(3) the schedule and methods of monitoring
assessments of the resident;
(4) the schedule and methods of monitoring staff
providing services; and
(5) a contingency plan that includes:
(i) the action to be taken if the scheduled service
cannot be provided;
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{01650} Continued From page 16 {01650}

(ii) information and a method to contact the
facility;
(iii) the names and contact information of persons
the resident wishes to have notified in an
emergency or if there is a significant adverse
change in the resident's condition, including
identification of and information as to who has
authority to sign for the resident in an emergency;
and
(iv) the circumstances in which emergency
medical services are not to be summoned
consistent with chapters 145B and 145C, and
declarations made by the resident under those
chapters.

This MN Requirement is not met as evidenced
by:
No further action required.

{01700} 144G.71 Subd. 2 Provision of medication
SS=D management services

{01700}

(a) For each resident who requests medication
management services, the facility shall, prior to
providing medication management services, have
a registered nurse, licensed health professional,
or authorized prescriber under section 151.37
conduct an assessment to determine what
medication management services will be
provided and how the services will be provided.
This assessment must be conducted face-to-face
with the resident. The assessment must include
an identification and review of all medications the
resident is known to be taking. The review and
identification must include indications for
medications, side effects, contraindications,
allergic or adverse reactions, and actions to
address these issues.
(b) The assessment must identify interventions
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{01700} Continued From page 17 {01700}

needed in management of medications to prevent
diversion of medication by the resident or others
who may have access to the medications and
provide instructions to the resident and legal or
designated representatives on interventions to
manage the resident's medications and prevent
diversion of medications. For purposes of this
section, "diversion of medication" means misuse,
theft, or illegal or improper disposition of
medications.

This MN Requirement is not met as evidenced
by:
No further action required.

{01880} 144G.71 Subd. 19 Storage of medications
SS=F

An assisted living facility must store all
prescription medications in securely locked and
substantially constructed compartments
according to the manufacturer's directions and
permit only authorized personnel to have access.

{01880}

This MN Requirement is not met as evidenced
by:
No further action required.

{01910} 144G.71 Subd. 22 Disposition of medications
SS=F

(a) Any current medications being managed by
the assisted living facility must be provided to the
resident when the resident's service plan ends or
medication management services are no longer
part of the service plan. Medications for a
resident who is deceased or that have been
discontinued or have expired may be provided for
disposal.
(b) The facility shall dispose of any medications
remaining with the facility that are discontinued or

{01910}
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{01910} Continued From page 18 {01910}

expired or upon the termination of the service
contract or the resident's death according to state
and federal regulations for disposition of
medications and controlled substances.
(c) Upon disposition, the facility must document in
the resident's record the disposition of the
medication including the medication's name,
strength, prescription number as applicable,
quantity, to whom the medications were given,
date of disposition, and names of staff and other
individuals involved in the disposition.

This MN Requirement is not met as evidenced
by:
No further action required.

{02240} 144G.90 Subdivision 1 Assisted living bill of
SS=D rights; notification

{02240}

(a) An assisted living facility must provide the
resident a written notice of the rights under
section 144G.91 before the initiation of services
to that resident. The facility shall make all
reasonable efforts to provide notice of the rights
to the resident in a language the resident can
understand.
(b) In addition to the text of the assisted living bill
of rights in section 144G.91, the notice shall also
contain the following statement describing how to
file a complaint or report suspected abuse:
"If you want to report suspected abuse, neglect,
or financial exploitation, you may contact the
Minnesota Adult Abuse Reporting Center
(MAARC). If you have a complaint about the
facility or person providing your services, you may
contact the Office of Health Facility Complaints,
Minnesota Department of Health. If you would like
to request advocacy services, you may contact
the Office of Ombudsman for Long-Term Care or

Minnesota Department of Health
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{02240} Continued From page 19 {02240}

the Office of Ombudsman for Mental Health and
Developmental Disabilities."
(c) The statement must include contact
information for the Minnesota Adult Abuse
Reporting Center and the telephone number,
website address, email address, mailing address,
and street address of the Office of Health Facility
Complaints at the Minnesota Department of
Health, the Office of Ombudsman for Long-Term
Care, and the Office of Ombudsman for Mental
Health and Developmental Disabilities. The
statement must include the facility's name,
address, email, telephone number, and name or
title of the person at the facility to whom problems
or complaints may be directed. It must also
include a statement that the facility will not
retaliate because of a complaint.
(d) A facility must obtain written acknowledgment
from the resident of the resident's receipt of the
assisted living bill of rights or shall document why
an acknowledgment cannot be obtained.
Acknowledgment of receipt shall be retained in
the resident's record.

This MN Requirement is not met as evidenced
by:
No further action required.
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Electronically Delivered

Protecting, Maintaining and Improving the Health of All Minnesotans
   

January 13, 2023

Licensee
Rise Home Health Care
547 Continental Drive
New Brighton, MN  55112

RE:  Project Number(s) SL36117015

Dear Licensee:

On October 7, 2022, the Minnesota Department of Health completed a follow-up evaluation of your facility to
determine correction of orders found on the evaluation completed on July 7, 2022. This follow-up evaluation
determined your facility had corrected all of the state licensing orders issued pursuant to the July 7, 2022
evaluation.

In accordance with Minn. Stat. § 144G.31 Subd. 4 (a), state licensing orders issued pursuant to the last
evaluation completed on July 7, 2022, found not corrected at the time of the October 7, 2022, follow-up
evaluation and/or subject to penalty assessment are as follows:

0780-Fire Protection And Physical Environment-144g.45 Subd. 2 (a) (1) - $500.00
0800-Fire Protection And Physical Environment-144g.45 Subd. 2 (a) (4) - $500.00
0810-Fire Protection And Physical Environment-144g.45 Subd. 2 (b)-(f) - $500.00
0820-Fire Protection And Physical Environment-144g.45 Subd. 2 (g) - $500.00

    
The details of the violations noted at the time of this follow-up evaluation completed on October 7, 2022 (listed
above), are on the attached State Form. Brackets around the ID Prefix Tag in the left hand column, e.g., {2 ----}
will identify the uncorrected tags.

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999,  the total amount you are assessed is
$2,000.00. You will be invoiced after 15 days of the receipt of this notice, subject to appeal.  

DOCUMENTATION OF ACTION TO COMPLY
In accordance with Minn. Stat. § 144G.30, Subd. 5(c), by the correction order date, the licensee must document
in the provider's records any action taken to comply with the correction order by the correction order date. The
commissioner may request a copy of this documentation and the assisted living facility's action to respond to
the correction orders in future evaluations, upon a complaint investigation, and as otherwise needed.  

IMPOSITION OF FINES:
Level 1: no fines or enforcement.
Level 2: a fine of $500 per violation, in addition to any enforcement mechanism authorized in    
    §144G.20 for widespread violations;
Level 3: a fine of $3,000 per violation per incident, in addition to any enforcement mechanism authorized

in §144G.20.

An equal opportunity employer                                                              Letter ID:  8GKP Revised 12/20/2022  



Rise Home Health Care
January 13, 2023
Page  2

Level 4: a fine of $5,000 per incident, in addition to any enforcement mechanism authorized in    
  §144 G.20.

CORRECTION ORDER RECONSIDERATION PROCESS
In accordance with Minn. Stat. § 144G.32, Subd. 2, you have one opportunity to challenge the correction order
issued, including the level and scope, and any fine assessed through the correction order reconsideration
process. This written request must be received by the Department of Health within 15 calendar days of the
correction order receipt date. Please send your written request via email to the following:

Reconsideration Unit
Health Regulation Division
Minnesota Department of Health
P.O. Box 64970
85 East Seventh Place
St. Paul, MN 55164-0970
Health.HRD.Appeals@state.mn.us

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.   
Requests for hearing may be emailed to  Health.HRD.Appeals@state.mn.us.
     
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.    

We urge you to review these orders carefully. If you have questions, please contact Jonathan Hill at
651-201-3993.    

Please note, it is your responsibility to share the information contained in this letter and the results of this visit
with the President of your facility's Governing Body.

Sincerely,

    
Jonathan Hill, Supervisor
Health Regulation Division
State Evaluation Team
85 East Seventh Place, Suite 220
P.O. Box 3879
St. Paul, MN 55101-3879
Email:  jonathan.hill@state.mn.us
Telephone: 651-201-3993 Fax: 651-215-9697                                                                                                 

HHH
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{0 000} Initial Comments {0 000}

Initial comments
*****ATTENTION******

ASSISTED LIVING PROVIDER LICENSING
CORRECTION ORDER

In accordance with Minnesota Statutes, section
1144G.08 to 144G.95, this correction order(s) has
been issued pursuant to a survey.

Determination of whether a violation has been
corrected requires compliance with all
requirements provided at the Statute number
indicated below. When Minnesota Statute
contains several items, failure to comply with any
of the items will be considered lack of
compliance.

INITIAL COMMENTS:
Project # SL36117015-1

On October 6, 2022, the Minnesota Department
of Health conducted a revisit at the above
provider to follow-up on orders issued pursuant to
a survey completed on July 7, 2022. At the time
of the survey, there was one active resident
receiving services under the Assisted Living
license.

{0 110} 144G.10 Subdivision 1a Assisted living director
SS=F license required

Each assisted living facility must employ an
assisted living director licensed or permitted by
the Board of Executives for Long Term Services
and Supports.

{0 110}

This MN Requirement is not met as evidenced
Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE
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{0 110} Continued From page 1

by:
No further action required.

{0 110}

{0 430} 144G.40 Subd. 2 Uniform checklist disclosure of {0 430}
SS=C services

(a) All assisted living facilities must provide to
prospective residents:
(1) a disclosure of the categories of assisted
living licenses available and the category of
license held by the facility;
(2) a written checklist listing all services permitted
under the facility's license, identifying all services
the facility offers to provide under the assisted
living facility contract, and identifying all services
allowed under the license that the facility does not
provide; and
(3) an oral explanation of the services offered
under the contract.
(b) The requirements of paragraph (a) must be
completed prior to the execution of the assisted
living contract.
(c) The commissioner must, in consultation with
all interested stakeholders, design the uniform
checklist disclosure form for use as provided
under paragraph (a).

This MN Requirement is not met as evidenced
by:
No further action required.

{0 460} 144G.41 Subdivision 1 Minimum requirements
SS=F

{0 460}

(5) provide a means for residents to request
assistance for health and safety needs 24 hours
per day, seven days per week;
(6) allow residents the ability to furnish and
decorate the resident's unit within the terms of the
assisted living contract;

Minnesota Department of Health
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{0 460} Continued From page 2

(7) permit residents access to food at any time;
(8) allow residents to choose the resident's
visitors and times of visits;
(9) allow the resident the right to choose a
roommate if sharing a unit;
(10) notify the resident of the resident's right to
have and use a lockable door to the resident's
unit. The licensee shall provide the locks on the
unit. Only a staff member with a specific need to
enter the unit shall have keys, and advance
notice must be given to the resident before
entrance, when possible. An assisted living
facility must not lock a resident in the resident's
unit;

{0 460}

This MN Requirement is not met as evidenced
by:
No further action required.

{0 470} 144G.41 Subdivision 1 Minimum requirements
SS=F

{0 470}

(11) develop and implement a staffing plan for
determining its staffing level that:
(i) includes an evaluation, to be conducted at
least twice a year, of the appropriateness of
staffing levels in the facility;
(ii) ensures sufficient staffing at all times to meet
the scheduled and reasonably foreseeable
unscheduled needs of each resident as required
by the residents' assessments and service plans
on a 24-hour per day basis; and
(iii) ensures that the facility can respond promptly
and effectively to individual resident emergencies
and to emergency, life safety, and disaster
situations affecting staff or residents in the facility;
(12) ensure that one or more persons are
available 24 hours per day, seven days per week,
who are responsible for responding to the
requests of residents for assistance with health or

Minnesota Department of Health
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{0 470} Continued From page 3

safety needs. Such persons must be:
(i) awake;
(ii) located in the same building, in an attached
building, or on a contiguous campus with the
facility in order to respond within a reasonable
amount of time;
(iii) capable of communicating with residents;
(iv) capable of providing or summoning the
appropriate assistance; and
(v) capable of following directions;

{0 470}

This MN Requirement is not met as evidenced
by:
No further action required.

{0 480} 144G.41 Subd 1 (13) (i) (B) Minimum
SS=F requirements

{0 480}

(13) offer to provide or make available at least the
following services to residents:

(i) 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 following apply:

(B) food must be prepared and served according
to the Minnesota Food Code, Minnesota Rules,
chapter 4626; and

This MN Requirement is not met as evidenced
by:
No further action required.

Minnesota Department of Health
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{0 640} 144G.42 Subd. 7 Posting information for
SS=F reporting suspected c

{0 640}

The facility shall support protection and safety
through access to the state's systems for
reporting suspected criminal activity and
suspected vulnerable adult maltreatment by:
(1) posting the 911 emergency number in
common areas and near telephones provided by
the assisted living facility;
(2) posting information and the reporting number
for the Minnesota Adult Abuse Reporting Center
to report suspected maltreatment of a vulnerable
adult under section 626.557; and
(3) providing reasonable accommodations with
information and notices in plain language.

This MN Requirement is not met as evidenced
by:
No further action required.

{0 650} 144G.42 Subd. 8 Employee records
SS=D

{0 650}

(a) The facility must maintain current records of
each paid employee, each regularly scheduled
volunteer providing services, and each individual
contractor providing services. The records must
include the following information:
(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
qualifications, responsibilities, and identification of
staff persons providing supervision;
(4) documentation of annual performance
reviews that identify areas of improvement

Minnesota Department of Health
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{0 650} Continued From page 5 {0 650}

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.
(b) Each employee record must be retained for at
least three years after a paid employee,
volunteer, or contractor ceases to be employed
by, provide services at, or be under contract with
the facility. If a facility ceases operation,
employee records must be maintained for three
years after facility operations cease.

This MN Requirement is not met as evidenced
by:
No further action required.

{0 660} 144G.42 Subd. 9 Tuberculosis prevention and
SS=F control

{0 660}

(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.

Minnesota Department of Health
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{0 660} Continued From page 6

This MN Requirement is not met as evidenced
by:
No further action required.

{0 660}

{0 680} 144G.42 Subd. 10 Disaster planning and
SS=F emergency preparedness

{0 680}

(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 details 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 tenant 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
available 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:
No further action required.
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{0 780} Continued From page 7
{0 780} 144G.45 Subd. 2 (a) (1) Fire protection and
SS=F physical environment

{0 780}

{0 780}

(a) Each assisted living facility must comply with
the State Fire Code in Minnesota Rules, chapter
7511, and:

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

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

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

(iii) 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 and interview, the licensee
failed to provide the required smoke alarm in the
hallway on the upper-level floor within the
immediate vicinity of bedrooms and the
interconnection of smoke alarms in the home.
This has the potential to directly affect residents,
staff, and visitors.

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

{0 780}

On October 6, 2022, approximately from 2:15
p.m. to 3:10 p.m., survey staff toured the home
with the registered nurse (RN)-B.
During the facility tour, survey staff observed the
following findings:

1) The hallway outside within the vicinity of the
upper-level resident rooms was not provided with
a smoke alarm as required. Survey staff clarified
that one is required in the hallway near the
resident bedrooms. The RN-B verified the finding
and stated that one smoke alarm was installed in
the living room,

2) The testing of the smoke alarm located in the
lower-level hallway sounded local and failed to
sound all smoke alarms as required for the
interconnection of all smoke alarms in the home.
Survey staff explained to the RN-B that this
smoke alarm was a different brand and has not
been replaced like the other smoke alarms,

3) The smoke alarm in resident room #2 was
tested, it chirped softly and failed to sound or
activate any other smoke alarms. The RN-B
stated that the smoke alarms have been replaced
by the landlord and when he last tested the
alarms they sounded throughout.
.
Survey staff explained to the RN-B that all
required smoke alarms including the upper- and
lower-level hallways must be interconnected such
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that when a smoke alarm is activated, all smoke
alarms will sound in the home for notification.

{0 780}

October 6, 2022, at approximately 3:30 p.m.
during the exit interview, the RN-B acknowledged
the findings.

No further information was provided.

{0 800} 144G.45 Subd. 2 (a) (4) Fire protection and
SS=F physical environment

{0 800}

(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 and interview, the licensee
failed to maintain the physical environment of the
facility in a continuous state of good repair and
operation. This has the potential to directly affect
the health, safety, and well-being of all residents,
visitors, 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
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).
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The findings are:

{0 800}

On October 6, 2022, approximately from 2:15
p.m. to 3:10 p.m., survey staff toured the home
with the registered nurse (RN)-B. During the
facility tour, survey staff observed and the RN-B
verified the following findings:

1) The RN-B. opened the window in upper-level
resident room # 4 with a high level of difficulty
turning the crank handle but was able to open it
after some effort. Survey staff explained to the
RN-B that the windowsills and hardware have
been cleaned to remove dust and debris but the
crank handle and the window arm hardware were
still not easily operational for immediate use.

2) The RN-B was able to open the windows in the
upper-level resident room #3 (unoccupied) for
measurement. Survey staff measured the clear
opening dimensions with a width of 16.5 inches
and a height of 40.5 inches. Survey staff
explained to the RN-B that the window openings
do not meet the minimum state standard for an
egress window. At least one window in the
bedroom must meet the minimum window
opening size of at least 20 inches in width (and a
minimum height of 20 inches) with a total of at
least 648 square inches (4.5 square feet)
required for existing egress window openings for
bedrooms in assisted living facilities.

3) The door hardware to the lower-level resident
room #1 on the lower-level floor had been taped
over to not latch. The RN-B stated that the door
was broken and had not been repaired.

4) The windows in lower-level resident room #1
as explained by the RN-B was no longer occupied
and the resident moved out. Staff measured the
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windows and both windows had a clear window
opening dimensions with a width of 17.5 inches
and a height of 32.5 inches. Survey staff
explained to the RN-B that the windows do not
meet the minimum state standard for an egress
window. At least one window in the bedroom
must meet the minimum window opening size of
at least 20 inches in width (and a minimum height
of 20 inches) with a total of at least 648 square
inches (4.5 square feet) required for existing
egress window openings for bedrooms in
assisted living facilities. The RN-B explained that
their landlord stated the room must not be used
as a bedroom.

On October 6, 2022, at approximately 3:30 p.m.
during the exit interview, the RN-B acknowledged
the findings. The RN-B also explained that the
landlord did not want to fix the windows.

No further information was provided.

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

{0 810}

(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) employee 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.
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(c) Employees 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 employees
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 the document review and interview, the
licensee failed to provide the complete content
required for the fire safety and evacuation plan.
This has the potential to directly affect the safety
of all residents receiving care, staff, and visitors.

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) and was 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:

On October 6, 2022, a document review and
interview with the RN-B at approximately 3:15
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p.m. indicated the lacked complete fire protection
procedures necessary to address unique
resident-specific situations during an evacuation
from fire or similar emergency. Unique situations
that must be considered during an evacuation
could be residents who have mobility limitations,
cognitive impairment, or any residents needing
assistance including movement and evacuation
that must be addressed in the fire safety and
evacuation plan.

On October 6, 2022, at approximately 3:30 p.m.
during the exit interview, the RN-B acknowledged
the finding.

No further information was provided.

{0 820} 144G.45 Subd. 2 (g) Fire protection and physical {0 820}
SS=F environment

(g) Existing construction or elements, including
assisted living facilities that were registered as
housing with services establishments under
chapter 144D prior to August 1, 2021, shall be
permitted to continue in use provided such use
does not constitute a distinct hazard to life. Any
existing elements that an authority having
jurisdiction deems a distinct hazard to life must
be corrected. The facility must document in the
facility's records any actions taken to comply with
a correction order, and must submit to the
commissioner for review and approval prior to
correction.

This MN Requirement is not met as evidenced
by:
Based on observation and interview, the licensee
failed to ensure all physical facility elements,
including maintenance on the egress windows to
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operate for immediate use and the minimum size
egress window openings for the lower-level
resident room #2, do not create a distinct hazard
to residents and staff. This affected lower-level
resident room #2.

{0 820}

This practice resulted in a level three violation (a
violation that harmed a resident's health or safety,
not including serious injury, impairment, or death,
or a violation that has the potential to lead to
serious injury, impairment, or death), and was
issued at a widespread scope (when problems
are pervasive or represent a systemic failure that
has affected or has potential to affect a large
portion or all of the residents).

The findings include:

On October 6, 2022, approximately from 2:15
p.m. to 3:10 p.m., survey staff toured the home
with the registered nurse (RN)-B. During the
facility tour, survey staff observed and the RN-B
verified the following findings:

The windows in the lower-level resident room #2
did not meet the minimum size egress window
openings required for safe egress and failed to be
maintained for readily operable for immediate use
during an emergency. During the tour of resident
room #2, survey staff observed that the windows
were already opened when staff arrived in the
room. Survey staff asked if the resident was
currently in the home and the RN-B stated that
the resident was not. Survey staff measured the
window clear opening dimensions of both
windows at a height of 32.5 inches and a width of
17.5 inches, and failed to meet the minimum
state standard for egress window dimensions in a
bedroom. The room must have at least one
window in each bedroom meet the minimum

Minnesota Department of Health
STATE FORM 6899 1HUI12 If continuation sheet 15 of 25



Minnesota Department of Health
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

36117

(X2) MULTIPLE CONSTRUCTION
A. BUILDING: ______________________

B. WING _____________________________

PRINTED: 01/13/2023
FORM APPROVED

(X3) DATE SURVEY
COMPLETED

R
10/07/2022

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

RISE HOME HEALTH CARE 547 CONTINENTAL DRIVE
NEW BRIGHTON, MN 55112

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL

REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX

TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE

DATE

{0 820} Continued From page 15 {0 820}

window clear opening size of at least 20 inches in
width with a total of at least 648 square inches
(4.5 square feet) required for existing egress
window openings for bedrooms for assisted living
facilities. In addition, survey staff asked the RN-B
to operate by closing and opening the windows
again and observed the windows were still difficult
to operate and would not be available for
immediate open for use.

On October 6, 2022, at approximately 3:15 p.m.,
during the interview survey staff asked the RN-B
about the fire watch plan and records addressing
the immediate correction for resident room #2 for
review. The RN-B asked what that plan was and
was not aware of the fire watch plan.

On October 6, 2022, at approximately 3:30 p.m.,
during the exit survey staff explained that the
distinct hazard tag for resident room #2 will be
re-issued. The RN-B acknowledged the findings
and asked if there will be another follow-up
survey.

No further information was provided.

{0 970} 144.50 Subd. 5 Waivers of liability prohibited
SS=F

The contract must not include a waiver of facility
liability for the health and safety or personal
property of a resident. The contract must not
include any provision that the facility knows or
should know to be deceptive, unlawful, or
unenforceable under state or federal law, nor
include any provision that requires or implies a
lesser standard of care or responsibility than is
required by law.

{0 970}

This MN Requirement is not met as evidenced
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by:
No further action required.

{0 970}

{01040} 144G.52 Subd. 7 Notice of contract termination
SS=F required

{01040}

(a) A facility terminating a contract must issue a
written notice of termination according to this
section. The facility must also send a copy of the
termination notice to the Office of Ombudsman
for Long-Term Care and, for residents who
receive home and community-based waiver
services under chapter 256S and section
256B.49, to the resident's case manager, as soon
as practicable after providing notice to the
resident. A facility may terminate an assisted
living contract only as permitted under
subdivisions 3, 4, and 5.
(b) A facility terminating a contract under
subdivision 3 or 4 must provide a written
termination notice at least 30 days before the
effective date of the termination to the resident,
legal representative, and designated
representative.
(c) A facility terminating a contract under
subdivision 5 must provide a written termination
notice at least 15 days before the effective date of
the termination to the resident, legal
representative, and designated representative.
(d) If a resident moves out of a facility or cancels
services received from the facility, nothing in this
section prohibits a facility from enforcing against
the resident any notice periods with which the
resident must comply under the assisted living
contract.

This MN Requirement is not met as evidenced
by:
No further action required.
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{01330} 144G.60 Subd. 4 (b) Unlicensed personnel
SS=D

(b) Unlicensed personnel performing delegated
nursing tasks in an assisted living facility must:
(1) have successfully completed training and
demonstrated competency by successfully
completing a written or oral test of the topics in
section 144G.61, subdivision 2, paragraphs (a)
and (b), and a practical skills test on tasks listed
in section 144G.61, subdivision 2, paragraphs
(a), clauses (5) and (7), and (b), clauses (3), (5),
(6), and (7), and all the delegated tasks they will
perform;
(2) satisfy the current requirements of Medicare
for training or competency of home health aides
or nursing assistants, as provided by Code of
Federal Regulations, title 42, section 483 or
484.36; or
(3) have, before April 19, 1993, completed a
training course for nursing assistants that was
approved by the commissioner.

{01330}

This MN Requirement is not met as evidenced
by:
No further action required.

{01460} 144G.63 Subdivision 1 Orientation of staff and
SS=D supervisors

{01460}

All staff providing and supervising direct services
must complete an orientation to assisted living
facility licensing requirements and regulations
before providing assisted living services to
residents. The orientation may be incorporated
into the training required under subdivision 5. The
orientation need only be completed once for each
staff person and is not transferable to another
facility.
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{01460} Continued From page 18

This MN Requirement is not met as evidenced
by:
No further action required.

{01460}

{01530} 144G.64 TRAINING IN DEMENTIA CARE
SS=F REQUIRED

{01530}

(a) All assisted living facilities must meet the
following training requirements:
(1) supervisors of direct-care staff must have at
least eight hours of initial training on topics
specified under paragraph (b) within 120 working
hours of the employment start date, and must
have at least two hours of training on topics
related to dementia care for each 12 months of
employment thereafter;
(2) direct-care employees must have completed
at least eight hours of initial training on topics
specified under paragraph (b) within 160 working
hours of the employment start date. Until this
initial training is complete, an employee must not
provide direct care unless there is another
employee on site who has completed the initial
eight hours of training on topics related to
dementia care 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 employee
until the training requirement is complete.
Direct-care employees must have at least two
hours of training on topics related to dementia for
each 12 months of employment thereafter;

This MN Requirement is not met as evidenced
by:
No further action required.

Minnesota Department of Health
STATE FORM 6899 1HUI12 If continuation sheet 19 of 25



Minnesota Department of Health
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

36117

(X2) MULTIPLE CONSTRUCTION
A. BUILDING: ______________________

B. WING _____________________________

PRINTED: 01/13/2023
FORM APPROVED

(X3) DATE SURVEY
COMPLETED

R
10/07/2022

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

RISE HOME HEALTH CARE 547 CONTINENTAL DRIVE
NEW BRIGHTON, MN 55112

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL

REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX

TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE

DATE

{01620} Continued From page 19
{01620} 144G.70 Subd. 2 (c-e) Initial reviews,

SS=D assessments, and monitoring

{01620}

{01620}

(c) Resident reassessment and monitoring must
be conducted no more than 14 calendar days
after initiation of services. Ongoing resident
reassessment and monitoring must be conducted
as needed based on changes in the needs of the
resident and cannot exceed 90 calendar days
from the last date of the assessment.
(d) For residents only receiving assisted living
services specified in section 144G.08, subdivision
9, clauses (1) to (5), 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.
(e) 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:
No further action required.

{01650} 144G.70 Subd. 4 (f) Service plan, implementation {01650}
SS=D and revisions to

(f) The service plan must include:
(1) a description of the services to be provided,
the fees for services, and the frequency of each
service, according to the resident's current

Minnesota Department of Health
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{01650} Continued From page 20 {01650}

assessment and resident preferences;
(2) the identification of staff or categories of staff
who will provide the services;
(3) the schedule and methods of monitoring
assessments of the resident;
(4) the schedule and methods of monitoring staff
providing services; and
(5) a contingency plan that includes:
(i) the action to be taken if the scheduled service
cannot be provided;
(ii) information and a method to contact the
facility;
(iii) the names and contact information of persons
the resident wishes to have notified in an
emergency or if there is a significant adverse
change in the resident's condition, including
identification of and information as to who has
authority to sign for the resident in an emergency;
and
(iv) the circumstances in which emergency
medical services are not to be summoned
consistent with chapters 145B and 145C, and
declarations made by the resident under those
chapters.

This MN Requirement is not met as evidenced
by:
No further action required.

{01700} 144G.71 Subd. 2 Provision of medication
SS=D management services

{01700}

(a) For each resident who requests medication
management services, the facility shall, prior to
providing medication management services, have
a registered nurse, licensed health professional,
or authorized prescriber under section 151.37
conduct an assessment to determine what

Minnesota Department of Health
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{01700} Continued From page 21 {01700}

medication management services will be
provided and how the services will be provided.
This assessment must be conducted face-to-face
with the resident. The assessment must include
an identification and review of all medications the
resident is known to be taking. The review and
identification must include indications for
medications, side effects, contraindications,
allergic or adverse reactions, and actions to
address these issues.
(b) The assessment must identify interventions
needed in management of medications to prevent
diversion of medication by the resident or others
who may have access to the medications and
provide instructions to the resident and legal or
designated representatives on interventions to
manage the resident's medications and prevent
diversion of medications. For purposes of this
section, "diversion of medication" means misuse,
theft, or illegal or improper disposition of
medications.

This MN Requirement is not met as evidenced
by:
No further action required.

{01880} 144G.71 Subd. 19 Storage of medications
SS=F

An assisted living facility must store all
prescription medications in securely locked and
substantially constructed compartments
according to the manufacturer's directions and
permit only authorized personnel to have access.

{01880}

This MN Requirement is not met as evidenced
by:
No further action required.
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{01910} Continued From page 22 {01910}

{01910} 144G.71 Subd. 22 Disposition of medications
SS=F

{01910}

(a) Any current medications being managed by
the assisted living facility must be provided to the
resident when the resident's service plan ends or
medication management services are no longer
part of the service plan. Medications for a
resident who is deceased or that have been
discontinued or have expired may be provided for
disposal.
(b) The facility shall dispose of any medications
remaining with the facility that are discontinued or
expired or upon the termination of the service
contract or the resident's death according to state
and federal regulations for disposition of
medications and controlled substances.
(c) Upon disposition, the facility must document in
the resident's record the disposition of the
medication including the medication's name,
strength, prescription number as applicable,
quantity, to whom the medications were given,
date of disposition, and names of staff and other
individuals involved in the disposition.

This MN Requirement is not met as evidenced
by:
No further action required.

{02240} 144G.90 Subdivision 1 Assisted living bill of
SS=D rights; notification

{02240}

(a) An assisted living facility must provide the
resident a written notice of the rights under
section 144G.91 before the initiation of services
to that resident. The facility shall make all
reasonable efforts to provide notice of the rights
to the resident in a language the resident can
understand.
(b) In addition to the text of the assisted living bill

Minnesota Department of Health
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{02240} Continued From page 23 {02240}

of rights in section 144G.91, the notice shall also
contain the following statement describing how to
file a complaint or report suspected abuse:
"If you want to report suspected abuse, neglect,
or financial exploitation, you may contact the
Minnesota Adult Abuse Reporting Center
(MAARC). If you have a complaint about the
facility or person providing your services, you may
contact the Office of Health Facility Complaints,
Minnesota Department of Health. You may also
contact the Office of Ombudsman for Long-Term
Care or the Office of Ombudsman for Mental
Health and Developmental Disabilities."
(c) The statement must include contact
information for the Minnesota Adult Abuse
Reporting Center and the telephone number,
website address, e-mail address, mailing
address, and street address of the Office of
Health Facility Complaints at the Minnesota
Department of Health, the Office of Ombudsman
for Long-Term Care, and the Office of
Ombudsman for Mental Health and
Developmental Disabilities. The statement must
include the facility's name, address, e-mail,
telephone number, and name or title of the
person at the facility to whom problems or
complaints may be directed. It must also include
a statement that the facility will not retaliate
because of a complaint.
(d) A facility must obtain written acknowledgment
from the resident of the resident's receipt of the
assisted living bill of rights or shall document why
an acknowledgment cannot be obtained.
Acknowledgment of receipt shall be retained in
the resident's record.

This MN Requirement is not met as evidenced
by:
No further action required.

Minnesota Department of Health
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Electronically Delivered

Protecting, Maintaining and Improving the Health of All Minnesotans

August 17, 2022

Administrator
Rise Home Health Care
547 Continental Drive
New Brighton, MN  55112

RE:  Project Number(s) SL36117015

Dear Administrator:

The Minnesota Department of Health completed an evaluation on July 7, 2022, for the purpose of
evaluating and assessing compliance with state licensing statutes. At the time of the evaluation, the
Minnesota Department of Health 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.

The enclosed State Form documents the state licensing orders. The Department of Health 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 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 . . ."    

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

Level 4: a fine of $5,000 per incident, in addition to any enforcement mechanism authorized in
          § 144G.20.        
        
In accordance with Minn. Stat. § 144G.20, Subd. 4 (a)(5), the Department of Health imposes fine
amounts of either $1,000 or $5,000 to licensees who are found to be responsible for maltreatment.
The Department of Health imposes a fine of $1,000 for each substantiated maltreatment violation

                                                                                     An equal opportunity employer.                                                   Letter ID: IS7N REVISED 09/13/2021



Rise Home Health Care
August 17, 2022
Page  2

that consists of abuse, neglect, or financial exploitation according to Minn. Stat. § 626.5572, Subds. 2,
9, 17. The Department of Health also may impose a fine of $5,000 for each substantiated
maltreatment violation consisting of sexual assault, death, or abuse resulting in serious injury.  
  
In accordance with Minn. Stat. § 144G.31, Subd. 4 (a)(5)(b), when a fine is assessed against a facility
for substantiated maltreatment, the commissioner shall not also impose an immediate fine under this
chapter for the same circumstance.     

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

St - 0 - 0820 - 144g.45 Subd. 2 (g) - Fire Protection And Physical Environment - $3,000.00

The total amount you are assessed is $3,000.00. You will be invoiced after 15 days of the receipt of
this notice, subject to appeal.    

DOCUMENTATION OF ACTION TO COMPLY
Per Minn. Stat. § 144G.30, Subd. 5(c), the licensee must document any action taken to comply with
the correction order by the correction order date. A copy of the provider’s records documenting
those actions may be requested for follow-up evaluations. The licensee is not required to submit a
plan of correction for approval.

The correction order documentation should include the following:

� Identify how the area(s) of noncompliance was corrected related to the
resident(s)/employee(s) identified in the correction order.    

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

� Identify 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 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 the Department of Health
within 15 calendar days of the correction order receipt date.

A state licensing order under Minn. Stat. § 144G.91, Subd. 8, Free from Maltreatment is associated
with a maltreatment determination by the Office of Health Facility Complaints. If maltreatment is
substantiated, you will receive a separate letter with the reconsideration process under Minn. Stat.    
§ 626.557. Please  email general reconsideration requests to:  Health.HRD.Appeals@state.mn.us.
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Please address your cover letter for general
reconsideration requests to:

Reconsideration Unit
Health Regulation Division

Minnesota Department of Health
P.O. Box 64970

85 East Seventh Place
St. Paul, MN 55164-0970

Free from Maltreatment reconsideration
requests should be addressed to:

Reconsideration Unit
Health Regulation Division

Minnesota Department of Health
P.O. Box 64970

85 East Seventh Place
St. Paul, MN 55164-0970

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.  Requests for hearing may be emailed to
Health.HRD.Appeals@state.mn.us.
    

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.  

You are encouraged to retain this document for your records. It is your responsibility to share the
information contained in this letter and the results of this visit with the President of your
organization’s Governing Body. If you have any questions, please contact me.

Sincerely,

Jonathan Hill, Supervisor
Health Regulation Division
State Evaluation Team
85 East Seventh Place, Suite 220
P.O. Box 3879
St. Paul, MN 55101-3879
Email:  jonathan.hill@state.mn.us
Telephone: 651-592-5119 Fax: 651-215-9697

HHH
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0 000 Initial Comments 0 000

Initial comments
*****ATTENTION******

ASSISTED LIVING LICENSING CORRECTION
ORDER(S)

In accordance with Minnesota Statutes, section
144G.08 to 144G.95, these correction orders are
issued pursuant to a survey.

Determination of whether violations are corrected
requires compliance with all requirements
provided at the Statute number indicated below.
When Minnesota Statute contains several items,
failure to comply with any of the items will be
considered lack of compliance.

INITIAL COMMENTS:
SL36117015-0

On July 5, 2022 through July 7, 2022, the
Minnesota Department of Health conducted a
survey at the above provider, and the following
correction orders are issued. At the time of the
survey, there were two (2) residents, both of
whom received services under the provider's
Assisted Living license.

On July 5, 2022, an immediate correction order
was issued at 0470.
On July 6, 2022, an immediate correction order
was issued at 0820.

Minnesota Department of Health is
documenting the State Licensing
Correction Orders using federal software.
Tag numbers have been 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 is listed in the
"Summary Statement of Deficiencies"
column. This column also includes the
findings which are in violation of the state
requirement after the statement, "This
Minnesota requirement is not met as
evidenced by." Following the evaluators'
findings is the Time Period for Correction.

PLEASE DISREGARD THE HEADING OF
THE FOURTH COLUMN WHICH
STATES,"PROVIDER'S PLAN OF
CORRECTION." THIS APPLIES TO
FEDERAL DEFICIENCIES ONLY. THIS
WILL APPEAR ON EACH PAGE.

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.

0 110 144G.10 Subdivision 1a Assisted living director
SS=F license required

0 110

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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0 110 Continued From page 1 0 110

Each assisted living facility must employ an
assisted living director licensed or permitted by
the Board of Executives for Long Term Services
and Supports.

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to ensure the licensed assisted
living director (LALD) was listed as the Director of
Record for the licensee. This had the potential to
affect all the licensee's residents, staff, and
visitors.

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) and was 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
the residents).

The findings include:

On July 6, 2022, at 10:00 a.m., LALD-A identified
herself as the licensed assisted living director for
the licensee.

LALD-A obtained an assisted living director
license on October 13, 2021.

On July 6, 2022, at 9:10 a.m., the Board of
Executives for Long-Term Services and Support
(BELTSS) website indicated LALD-A held a
current assisted living director license. The
BELTSS website did not indicate LALD-A was
listed as the Director of Record for the licensee.

Minnesota Department of Health
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0 110 Continued From page 2 0 110

On July 6, 2022, at 2:00 p.m. LALD-A confirmed
she was not listed as the Director of Record for
licensee, was not aware of this requirement, and
would contact BELTSS for correction.

No further information provided.

TIME PERIOD FOR CORRECTION: Two (2)
days

0 430 144G.40 Subd. 2 Uniform checklist disclosure of 0 430
SS=C services

(a) All assisted living facilities must provide to
prospective residents:
(1) a disclosure of the categories of assisted
living licenses available and the category of
license held by the facility;
(2) a written checklist listing all services permitted
under the facility's license, identifying all services
the facility offers to provide under the assisted
living facility contract, and identifying all services
allowed under the license that the facility does not
provide; and
(3) an oral explanation of the services offered
under the contract.
(b) The requirements of paragraph (a) must be
completed prior to the execution of the assisted
living contract.
(c) The commissioner must, in consultation with
all interested stakeholders, design the uniform
checklist disclosure form for use as provided
under paragraph (a).

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to provide a copy of the uniform

Minnesota Department of Health
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checklist disclosure of services with the required
content for one of two residents (R2) with record
reviewed.

0 430

This practice resulted in a level one violation (a
violation that has no potential to cause more than
a 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 failure that has affected
or has potential to affect a large portion or all of
the residents).
The findings include:

R2 was admitted for services October 1, 2020.
R2's Service Plan dated September 1, 2021,
indicated services included medication
management and assistance with activities of
daily living.

R2's record lacked a uniform checklist disclosure
of services (UDALSA) to include:
-a disclosure of the categories of assisted living
licenses available and the category of license
held by the facility;
-a written checklist listing all services permitted
under the facility's license, identifying all services
the facility offers to provide under the assisted
living facility contract, and identifying all services
allowed under the license the facility did not
provide; and
-an oral explanation of the services offered under
the contract.

On July 6, 2022, at approximately 2:00 p.m. the
licensed assisted living director (LALD)-A verified
resident records lacked the UDALSA, she was
unaware of the requirement for the UDALSA, and
the licensee lacked a policy and procedure to
include the UDALSA requirements.
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No further information was provided.

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

0 460 144G.41 Subdivision 1 Minimum requirements
SS=F

(5) provide a means for residents to request
assistance for health and safety needs 24 hours
per day, seven days per week;
(6) allow residents the ability to furnish and
decorate the resident's unit within the terms of the
assisted living contract;
(7) permit residents access to food at any time;
(8) allow residents to choose the resident's
visitors and times of visits;
(9) allow the resident the right to choose a
roommate if sharing a unit;
(10) notify the resident of the resident's right to
have and use a lockable door to the resident's
unit. The licensee shall provide the locks on the
unit. Only a staff member with a specific need to
enter the unit shall have keys, and advance
notice must be given to the resident before
entrance, when possible. An assisted living
facility must not lock a resident in the resident's
unit;

0 460

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to provide a means for residents to
request assistance for health and safety needs 24
hours a day, seven days a week.

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
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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 the residents).

0 460

The findings include:

On July 6, 2022, at approximately 10:00 a.m.,
licensed assisted living director (LALD)-A
confirmed the licensee lacked a system for
residents to request assistance for health and
safety needs 24 hours per day, seven days per
week. LALD-A stated staff are available to the
residents at all times, and the residents have the
staff phone numbers.

The licensee's undated Criteria for Admission
policy directed that the licensee provide a means
for residents to request assistance 24 hours a
day, seven days a week.

No further information was provided.

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

0 470 144G.41 Subdivision 1 Minimum requirements
SS=F

(11) develop and implement a staffing plan for
determining its staffing level that:
(i) includes an evaluation, to be conducted at
least twice a year, of the appropriateness of
staffing levels in the facility;
(ii) ensures sufficient staffing at all times to meet
the scheduled and reasonably foreseeable
unscheduled needs of each resident as required
by the residents' assessments and service plans

0 470
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on a 24-hour per day basis; and
(iii) ensures that the facility can respond promptly
and effectively to individual resident emergencies
and to emergency, life safety, and disaster
situations affecting staff or residents in the facility;
(12) ensure that one or more persons are
available 24 hours per day, seven days per week,
who are responsible for responding to the
requests of residents for assistance with health or
safety needs. Such persons must be:
(i) awake;
(ii) located in the same building, in an attached
building, or on a contiguous campus with the
facility in order to respond within a reasonable
amount of time;
(iii) capable of communicating with residents;
(iv) capable of providing or summoning the
appropriate assistance; and
(v) capable of following directions;

0 470

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure that one or
more persons are available 24 hours per day,
seven days per week, who are responsible for
responding to the requests of residents for
assistance with health or safety needs who are
awake. This impacted all residents who received
care from licensee. The licensee also failed to
ensure the staffing plan was posted as required,
potentially affecting all the licensee's current
residents, staff, and visitors. This resulted in an
immediate order on July 5, 2022, at 3:30 p.m.

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) and was issued at a
widespread scope (when problems are pervasive
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or represent a systemic failure that has affected
or has the potential to affect a large portion or all
of the residents).

0 470

The findings include:

AWAKE STAFF

Diagnoses for R1 and R2 included: post
traumatic stress disorder and vision loss,
respectively. The resident roster for the identified
residents indicated services provided were
assistance with activities of daily living and
medication management.

On July 5, 2022, at approximately 2:00 p.m.
unlicensed personnel (ULP)-D stated night staff
occasionally slept in the bedroom that was not
currently occupied by any residents.

On July 5, 2022, at approximately 3:45 p.m.
licensed assisted living director (LALD)-A stated
night staff were allowed to rest in the unoccupied
bedroom, but should not sleep. LALD-A verified
night staff needed to be available for R1 to
receive medication management at midnight and
at 4:00 a.m. LALD-A stated that she did not think
that the licensee had a policy regarding night
awake staff.

STAFFING PLAN
On July 5, 2022, at approximately 2:00 p.m. the
surveyor observed the facility lacked a posted
staff schedule during a tour of the facility.

On July 5, 2022, at approximately 3:45 p.m.
LALD-A acknowledged the licensee had not
completed a staffing schedule to be posted for
residents, staff, and visitors to be able to access
in the common area.
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No further information was provided.

TIME PERIOD FOR CORRECTION: Immediate

The immediacy of correction order, tag
identification 0470 was removed July 7, 2022,
scope and level of noncompliance remained the
same.

0 480 144G.41 Subd 1 (13) (i) (B) Minimum
SS=F requirements

0 480

(13) offer to provide or make available at least the
following services to residents:

(i) 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 following apply:

(B) food must be prepared and served according
to the Minnesota Food Code, Minnesota Rules,
chapter 4626; and

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
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violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety) and was 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
the residents).

0 480

The findings include:

Please refer to the included document titled, Food
and Beverage Establishment Inspection Report
dated July 5, 2022, for the specific Minnesota
Food Code deficiencies.

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

0 640 144G.42 Subd. 7 Posting information for
SS=F reporting suspected c

0 640

The facility shall support protection and safety
through access to the state's systems for
reporting suspected criminal activity and
suspected vulnerable adult maltreatment by:
(1) posting the 911 emergency number in
common areas and near telephones provided by
the assisted living facility;
(2) posting information and the reporting number
for the Minnesota Adult Abuse Reporting Center
to report suspected maltreatment of a vulnerable
adult under section 626.557; and
(3) providing reasonable accommodations with
information and notices in plain language.

This MN Requirement is not met as evidenced
by:
Based on observation, interview and record
review, the licensee failed to post the required
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content in common areas to include: 911
emergency number in common areas and near
telephones provided by the assisted living facility.
This had the potential to affect the two residents
receiving assisted living services, staff, and
visitors.

0 640

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), and was 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:

On July 5, 2022, at 1:00 p.m., an observation
made of the facility main entry area and common
areas noted a lack of the following required
posted information:
- posting of 911 emergency number in common
areas and near telephones provided by the
assisted living facility.

On July 6, 2022, at 11:00 a.m., the licensed
assisted living director (LALD)-A confirmed the
required content noted above had not been
posted as required.

The licensee's undated Reporting Maltreatment
of Vulnerable Adult policy indicated the licensee
would post 911 emergency numbers in common
areas and near telephones provided by the
licensee.

No further information was provided.

TIME PERIOD FOR CORRECTION: Twenty-one
Minnesota Department of Health
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(21) days

0 640

0 650 144G.42 Subd. 8 Employee records
SS=D

(a) The facility must maintain current records of
each paid employee, each regularly scheduled
volunteer providing services, and each individual
contractor providing services. The records must
include the following information:
(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
qualifications, 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.
(b) Each employee record must be retained for at
least three years after a paid employee,
volunteer, or contractor ceases to be employed
by, provide services at, or be under contract with
the facility. If a facility ceases operation,
employee records must be maintained for three
years after facility operations cease.

0 650

This MN Requirement is not met as evidenced
by:
Based on record review and interview, the
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STATE FORM 6899 1HUI11 If continuation sheet 12 of 54



Minnesota Department of Health
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION
A. BUILDING: ______________________

PRINTED: 08/17/2022
FORM APPROVED

(X3) DATE SURVEY
COMPLETED

36117 B. WING _____________________________ 07/07/2022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

RISE HOME HEALTH CARE 547 CONTINENTAL DRIVE
NEW BRIGHTON, MN 55112

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL

REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX

TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE

DATE

0 650 Continued From page 12

licensee failed to ensure an annual performance
evaluation was completed for two of two
employees (unlicensed personnel (ULP)-D,
ULP-F) with employee records reviewed.

0 650

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:

ULP-D and ULP-F were hired to provide
comprehensive home care services on June 30,
2020 and November 15, 2020, respectively, and
began providing assisted living services on
August 1, 2021.

The employee records of ULP-D and ULP-F did
not contain documentation ULP-D and ULP-F had
received any annual performance evaluations or
completed any annual training.

On July 7, 2022, at approximately 10:30 a.m.
registered nurse (RN)-B verified there was no
evidence ULP-D and ULP-F had received
performance evaluations and stated that ULP-D
and ULP-F may have completed some annual
training, but the documentation was not done.

The licensee's undated Annual Training
Requirements policy directed employees
complete eight hours of training for each 12
months of employment. The licensee's undated
Performance Evaluations policy indicated a
performance evaluation be conducted for all
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employees after one year of employment and at
least annually thereafter.

0 650

No further information was provided.

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

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

0 660

(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 record review and interview, the
licensee failed to maintain a tuberculosis (TB)
prevention and control program, based on the
most current guidelines issued by the Centers for
Disease Control and Prevention (CDC). The
licensee failed to ensure screening for active TB
(either a two-step tuberculin skin test (TST) or
blood test) were completed and documented for
two of two employees (unlicensed personnel
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STATE FORM 6899 1HUI11 If continuation sheet 14 of 54



Minnesota Department of Health
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION
A. BUILDING: ______________________

PRINTED: 08/17/2022
FORM APPROVED

(X3) DATE SURVEY
COMPLETED

36117 B. WING _____________________________ 07/07/2022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

RISE HOME HEALTH CARE 547 CONTINENTAL DRIVE
NEW BRIGHTON, MN 55112

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL

REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX

TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE

DATE

0 660 Continued From page 14

(ULP)-D, ULP-F) with employee records
reviewed. This had the potential to affect the two
residents receiving assisted living services, staff,
and visitors.

0 660

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) and was 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
the residents).

The findings include:

ULP-D and ULP-F were hired by the licensee on
June 30, 2020, and November 15, 2020,
respectively, to provide direct care services.

ULP-D's employee records lacked evidence of a
TB symptom screening and a two-step TST, or
other evidence of TB screening, such as a blood
test.

ULP-F's employee records lacked evidence of a
two-step TST, or other evidence of TB screening,
such as a blood test. ULP-F's records included a
TB symptom screen dated November 15, 2020,
and a one-step TST, dated December 10, 2020.

On July 7, 2022, at approximately 9:30 a.m.
registered nurse (RN)-B confirmed the records of
ULP-D and ULP-F lacked all required TB
documentation and stated that the licensee had
not required employees to provide documentation
of TB testing.

The licensee's undated Tuberculosis Screening
policy indicated the agency would establish and

Minnesota Department of Health
STATE FORM 6899 1HUI11 If continuation sheet 15 of 54



Minnesota Department of Health
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION
A. BUILDING: ______________________

PRINTED: 08/17/2022
FORM APPROVED

(X3) DATE SURVEY
COMPLETED

36117 B. WING _____________________________ 07/07/2022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

RISE HOME HEALTH CARE 547 CONTINENTAL DRIVE
NEW BRIGHTON, MN 55112

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL

REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX

TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE

DATE

0 660 Continued From page 15

maintain a TB prevention and control program
based on the most current guidelines issued by
the Center for Disease Control and Prevention
(CDC) and the Minnesota Depart of Health
guidelines would be followed. The policy
indicated staff would be screened and tested for
tuberculosis prior to the staff being exposed to
residents.

0 660

No further information was provided.

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

0 680 144G.42 Subd. 10 Disaster planning and
SS=F emergency preparedness

0 680

(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 details 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 tenant 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
available to all residents. Staff who have not
received emergency and disaster training are
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allowed to work only when trained staff are also
working on site.
(c) The facility must meet any additional
requirements adopted in rule.

0 680

This MN Requirement is not met as evidenced
by:
Based on observation, interview and record
review, the licensee failed to post accurate
emergency exit diagrams and failed to have a
written emergency disaster plan with all required
content. This had the potential to affect the two
residents receiving assisted living services, staff,
and visitors.

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
failure that has affected or has potential to affect
a large portion or all of the residents).

The findings include:

During tour upon entrance to the facility on July 5,
2022, at approximately 12:30 p.m., the facility
lacked emergency exit diagrams posted on both
floors of the facility. On July 7, 2022, at
approximately 11:00 a.m. the licensed assisted
living director (LALD)-A confirmed the exit
diagrams were lacking and she was not aware of
the requirement for exit diagrams.

During the entrance conference on July 6, 2022,
at approximately 10:00 a.m., a request was made
to view the licensee's emergency preparedness
plan, which was later reviewed by the surveyor.

Minnesota Department of Health
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On July 6, 2022, at approximately 11:00 a.m.,
LALD-A provided the licensee's incomplete
emergency preparedness plan. LALD-A
confirmed the emergency preparedness plan had
not been completed and she was not aware of all
the requirements for the emergency
preparedness plan.
The licensee's plan lacked the following required
content:
-description of the population served by licensee;
-process for emergency preparedness (EP)
cooperation with state and local EP
officials/organizations.
-development of all policies/procedures, based on
assessment; and additional policies for:

-handling and use of volunteers;

The licensee's undated Emergency Management
policy indicated the licensee would have in place
a general emergency preparedness plan.

No additional information was provided.

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

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

0 780

(a) Each assisted living facility must comply with
the State Fire Code in Minnesota Rules, chapter
7511, and:

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

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

(ii) provide smoke alarms outside each

Minnesota Department of Health
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separate sleeping area in the immediate vicinity
of bedrooms;

(iii) 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;

0 780

This MN Requirement is not met as evidenced
by:
Based on observation and interview, the licensee
failed to provide the interconnection and the
minimum number of smoke alarms. This has the
potential to directly affect residents, staff, and
visitors.

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) and was 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:

On July 5, 2022, approximately from 1:10 p.m. to
2:10 p.m., survey staff toured the home with the
unlicensed personnel (ULP)-D. During the facility
tour, survey staff observed the following findings:

MISSING SMOKE ALARMS
Minnesota Department of Health
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1) The hallway outside within the vicinity of the
upper-level resident rooms was not provided with
a smoke alarm. The ULP-D verified the finding.
2) Lower-level resident room # 1 was not
provided with a required smoke alarm inside the
room. The ULP-D confirmed the finding.

0 780

INTERCONNECTION OF SMOKE ALARMS
The testing of smoke alarms failed to sound all
smoke alarms as required for the interconnection
of all smoke alarms in the home. The alarms
located for the lower-level hallway and in resident
rooms #2, #3, and #4 were tested, and each
sounded local.
Survey staff further explained to the ULP-D that
all missing smoke alarms including for room #1
and the hallway on the upper-level floor must also
be interconnected with the home smoke alarm
system such that when any smoke alarm sounds,
all smoke alarms sound in the home for
notification.

On July 5, 2022, at approximately 4:10 p.m.
during the exit interview, the survey staff
explained the findings to the licensed assisted
living director (LALD)-A via teleconference call
and the ULP-D. The LALD-A acknowledged the
findings.

No further information was provided.

TIME PERIOD FOR CORRECTION: Fourteen
(14) days

0 790 144G.45 Subd. 2 (a) (2)-(3) Fire protection and
SS=F physical environment

0 790

(2) install and maintain portable fire
extinguishers in accordance with the State Fire

Minnesota Department of Health
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Code;

0 790

(3) install portable fire extinguishers having a
minimum 2-A:10-B:C rating within Group R-3
occupancies, as defined by the State Fire Code,
located so that the travel distance to the nearest
fire extinguisher does not exceed 75 feet, and
maintained in accordance with the State Fire
Code; and

This MN Requirement is not met as evidenced
by:
Based on observation, record review, and
interview, the licensee failed to maintain portable
fire extinguishers in accordance with the State
Fire Code as required by MN Statute 144G.45
Subd(a)(2). This had the potential to directly
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) and was 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:

On July 5, 2022, approximately from 1:10 p.m. to
2:10 p.m., survey staff toured the home with the
unlicensed personnel (ULP)-D. During the facility
tour, survey staff observed the following findings:

MINIMUM SIZE REQUIRED
The portable fire extinguishers did not meet the
required minimum rated type, 2-A:10-B:C. Survey
staff observed that the label on the units with
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rated type 1-A:10-B:C. The findings were verified
with the ULP-D.

0 790

MOUNTING HEIGHT
The portable fire extinguisher located in the
upper-level hallway was incorrectly mounted at 78
inches above the floor. The maximum height
allowed by the state fire code for extinguishers
weighing less than 40 pounds at 60 inches (5
feet) above the ground.

MAINTENANCE/INSPECTIONS
The extinguishers were observed with no tags
attached to indicate the required annual service
and monthly inspections from this year, or any
previous years.

On July 5, 2022, at approximately 4:10 p.m.
during the exit interview, survey staff explained
the findings to the licensed assisted living director
(LALD)-A via teleconference call and the ULP-D.
The LALD-A acknowledged the findings.

No further information was provided.

TIME PERIOD FOR CORRECTION: Fourteen
(14) days

0 800 144G.45 Subd. 2 (a) (4) Fire protection and
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.

0 800
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This MN Requirement is not met as evidenced
by:
Based on observation and interview, the licensee
failed to maintain the physical environment of the
facility in a continuous state of good repair and
operation. This has the potential to directly affect
the health, safety, and well-being of all residents
and staff.

0 800

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 are:

On July 5, 2022, approximately from 1:10 p.m. to
2:10 p.m., survey staff toured the home with the
unlicensed personnel (ULP)-D. During the facility
tour, survey staff observed the following findings:

1). Survey staff asked the ULP-D to open the
windows in upper-level resident room # 4
(occupied) for measurement and observed the
ULP-D opened the window with a high level of
difficulty turning the crank handle. Survey staff
explained to the ULP-D that the window crank
hardware and the windowsill/openings must be
maintained including cleaning off debris for quick
and easy operation.

2) Survey staff asked the ULP-D to open the
windows in upper-level resident room # 3
(unoccupied) for measurement. ULP-D made
multiple attempts to open both windows using the
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crank handles but could not open both windows.
Survey staff was unable to measure the clear
openings of the windows for compliance with
egress window openings. Survey staff asked if
the room was currently occupied by a resident
and the ULP-D explained that the room currently
was used by employees for charting and resting.

0 800

3) The windowsills and window openings for the
bedrooms in the home were observed to have
thick debris and dust. The ULP-D verified the
findings.

4) The floor drain located in the mechanical room
had ponding of water around the drain strainer.
Survey staff explained to the ULP-D that the drain
may need to be unclogged and/or further
investigation may be necessary to remove the
water to prevent ponding and the potential for
mold growth over time.

5) The furnace filter lid was covered with spider
web and dust. Survey staff explained to the
ULP-D that due to the amount of dust and spider
web collected over the filter lid, the filter has not
been touched or replaced for a long period, and
the licensee will need to maintain it per the
manufacturer's recommendation for the proper
functioning of the system.

6) The wall near the entrance and the stairway
had a hole caused by the doorknob pounding on
it.

7) The door to resident room #1 did not latch
when the survey staff attempted to close the door
multiple times. Survey staff explained to the
ULP-D that the door and/or the latch needed to
be repaired or adjusted.
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8) The carpet in the lower-level hallway lacked
maintenance as survey staff observed the carpet
was dusty with debris.

0 800

9) Insufficient lighting was observed in resident
rooms #2, #3, and #4. Survey staff asked what
lighting was provided for the well-being of the
residents. The ULP-D commented that there was
a light in their closet.

10) The side of the garage and near the back
deck area had deteriorating cart board box
pieces, and multiple large rugs hanging
throughout the deck railing. Survey staff
explained to the ULP-D that the home including
the exterior of the home must be continuously
maintained with essential maintenance and
cleanliness for the well-being of residents.

On July 5, 2022, at approximately 4:10 p.m.
during the exit interview, survey staff explained
the findings to the licensed assisted living director
(LALD)-A via teleconference call and the ULP-D.
The LALD-A acknowledged the findings.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

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

0 810

(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) employee actions to be taken in the event of

Minnesota Department of Health
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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) Employees 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 employees
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.

0 810

This MN Requirement is not met as evidenced
by:
Based on observation, record review, and
interview, the licensee failed to provide the
required fire safety and evacuation plan, the
required training on fire safety and evacuation
plan, and the minimum number of evacuation
drills. This has the potential to directly affect the
safety of all residents receiving care, staff, and
visitors.

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

0 810

The findings include:

On July 5, 2022, at approximately 2:15 p.m.,
survey staff asked the unlicensed personnel
(ULP)-D for the home's fire safety and evacuation
documentation, the evacuation drill, and the
training documentation. The ULP-D stated that he
did not have the documentation but their nurse.
Howver, the nurse was not on site.

FIRE SAFETY AND EVACUATION PLAN:
-The licensee failed to have the fire safety and
evacuation plan readily available. The licensee is
required to maintain accurate fire safety and
emergency evacuation plan and is readily
available on site.
- The licensee failed to provide the required
documentation on employee actions to be taken
in the event of a fire or similar emergency.
- The licensee failed to provide the required
documentation on procedures for employee
actions to be taken in the event of a fire or similar
emergency for addressing total evacuation, and
relocation, including unique resident-specific
situations during an evacuation.
- The licensee failed to provide the required
documentation of fire protection procedures for
residents.

TRAINING
-The licensee lacked documentation and record
of employee training on the fire safety and
evacuation plan. The minimum required
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employee on fire safety and evacuation training is
upon hire and twice a year.
-The licensee lacked documentation to show
training of residents that can self-assist in their
evacuation on the proper actions to be taken in
the event of a fire including movement,
evacuation, or relocation.

0 810

FIRE AND EVACUATION DRILLS
- The licensee lacked documentation and
required fire and evacuation drills that must be
performed by employees twice per year per shift,
with at least one evacuation drill every other
month.

On July 5, 2022, at approximately 4:10 p.m.
during the exit interview, survey staff explained
the findings to the licensed assisted living director
(LALD)-A via teleconference call and the ULP-D,
that the fire safety and the evacuation plan and
related documentation must be readily available.
The LALD-A acknowledged the plans and records
were not readily available on site for review.

No further information was provided.

TIME PERIOD FOR CORRECTION: Fourteen
(14) days

0 820 144G.45 Subd. 2 (g) Fire protection and physical 0 820
SS=I environment

(g) Existing construction or elements, including
assisted living facilities that were registered as
housing with services establishments under
chapter 144D prior to August 1, 2021, shall be
permitted to continue in use provided such use
does not constitute a distinct hazard to life. Any
existing elements that an authority having
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jurisdiction deems a distinct hazard to life must
be corrected. The facility must document in the
facility's records any actions taken to comply with
a correction order, and must submit to the
commissioner for review and approval prior to
correction.

0 820

This MN Requirement is not met as evidenced
by:
Based on observation and interview, the licensee
failed to ensure all physical facility elements,
including maintenance on the egress windows to
operate for immediate use and the minimum size
egress window openings for resident bedrooms,
do not create a distinct hazard to residents and
staff. This affected lower-level resident rooms #1
and #2.

This practice resulted in a level three violation (a
violation that harmed a resident's health or safety,
not including serious injury, impairment, or death,
or a violation that has the potential to lead to
serious injury, impairment, or death), and was
issued at a widespread scope (when problems
are pervasive or represent a systemic failure that
has affected or has potential to affect a large
portion or all of the residents).

The findings include:

On July 5, 2022, approximately from 1:10 p.m. to
2:10 p.m. survey staff toured the home with
unlicensed personnel (ULP)-D.

At approximately 1:30 p.m., ULP-D attempted to
open the windows in lower-level resident room
#2. ULP-D was not able to fully open the windows
when attempted as one was missing a handle
and the other window opened partially. Survey
staff proceeded to measure the partially opened
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window. The window opening dimensions were
measured at a height of 32.5 inches and width of
12 inches. The Survey staff explained to ULP-D
that the windows did not meet the minimum size
egress window openings required for safe egress,
and failed to be maintained for readily operable
for immediate use. ULP-D verified the finding,
and further explained the resident was currently in
the hospital.

At approximately 1:45 p.m., survey staff asked
ULP-D to open the windows in the lower-level
resident room #1, occupied by R2, for
measurement. ULP-D opened the curtains, but
found out he was not able to open the two
windows as there were no handles attached to
the hardware. Survey staff asked about the
missing window handles. R2 then commented
there were no handles on either one. Survey staff
also observed a ladder placed outside of the
window obstructing both windows. ULP-D verified
the findings, and was unsure why the handles
were missing.

On July 5, 2022, at approximately 4:10 p.m.
during the exit interview, survey staff explained to
licensed assisted living director (LALD)-A via
teleconference call and ULP-D, that an
immediate correction order was issued for the
above findings. Survey staff explained to LALD-A
that the egress window must be operable and
free of obstructions, and the window openings in
resident rooms 1 & 2 must have at least one
window in each bedroom meet the minimum
window opening size of at least 20 inches in width
(and a minimum height of 20 inches) with a total
of at least 648 square inches (4.5 square feet)
required for existing egress window openings for
bedrooms for assisted living facilities. LALD-A
verified the findings.
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No further information was provided.

TIME PERIOD FOR CORRECTION: Immediate.

0 970 144.50 Subd. 5 Waivers of liability prohibited
SS=F

The contract must not include a waiver of facility
liability for the health and safety or personal
property of a resident. The contract must not
include any provision that the facility knows or
should know to be deceptive, unlawful, or
unenforceable under state or federal law, nor
include any provision that requires or implies a
lesser standard of care or responsibility than is
required by law.

0 970

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 include language waiving the
facility's liability for resident health, safety, or
personal property. This had the potential to affect
all residents.

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

During the entrance conference on July 6, 2022,
at approximately 10:00 a.m., the surveyor
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requested a copy of the facility's assisted living
contract.

0 970

The licensee's Assisted Living Contract included
a section for Provisions Related to Liability that
read, "We are not responsible for any damage or
injury suffered by you, your property, your guests
or their property that was not caused by us. We
strongly recommend that Resident obtain renter's
insurance at an appropriate level to insure
against loss of Resident's personal property, as
well as related incidental and consequential
damages, or such other or additional insurance
as Resident considers necessary to protect
against injuries and property damage. Our
insurance may not cover the loss of your personal
property and the incidental and consequential
damages arising from the loss of such property.
Your personal property includes but is not limited
to dentures, glasses and hearing aids."

On July 6, 2022, at approximately 2:00 p.m.,
licensed assisted living director (LALD)-A
confirmed the licensee's assisted living contract
included the above content, the same contract
was utilized for all residents at the facility, and
LALD-A was not aware of a problem with liability
language in the assisted living contract.

No further information was provided.

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

01040 144G.52 Subd. 7 Notice of contract termination
SS=F required

01040

(a) A facility terminating a contract must issue a
written notice of termination according to this
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section. The facility must also send a copy of the
termination notice to the Office of Ombudsman
for Long-Term Care and, for residents who
receive home and community-based waiver
services under chapter 256S and section
256B.49, to the resident's case manager, as soon
as practicable after providing notice to the
resident. A facility may terminate an assisted
living contract only as permitted under
subdivisions 3, 4, and 5.
(b) A facility terminating a contract under
subdivision 3 or 4 must provide a written
termination notice at least 30 days before the
effective date of the termination to the resident,
legal representative, and designated
representative.
(c) A facility terminating a contract under
subdivision 5 must provide a written termination
notice at least 15 days before the effective date of
the termination to the resident, legal
representative, and designated representative.
(d) If a resident moves out of a facility or cancels
services received from the facility, nothing in this
section prohibits a facility from enforcing against
the resident any notice periods with which the
resident must comply under the assisted living
contract.

01040

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to issue a written notice for a
termination of contract at least 30 days ahead of
the termination, or at least 15 days ahead of an
expedited termination, and failed to provide
documentation supporting the need for an
expedited termination of their contracts for one
former residents (R3) with records reviewed. R3's
contract was terminated with a 10 day notice. In
addition, the licensee failed to send a copy of the
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termination notice to the Office of Ombudsman
for Long Term Care (LTC).

01040

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) and was 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
the residents).

The findings include:

The licensee's roster of discharged or deceased
residents included R3. R3 was admitted to the
facility on April 18, 2022, with diagnoses including
schizoaffective disorder. R3 discharged from the
facility on June 1, 2022.

R3's record included a 10 Day-Notice of Eviction
form, dated May 4, 2022, that indicated R3 must
have discharged from the facility by May 14,
2022. The 10 Day-Notice of Eviction form lacked
documentation supporting the need for an
expedited termination of R3's contract, and
lacked documentation a copy of the termination
notice was sent to the Office of Ombudsman for
LTC.

The discharge summary in R3's record, dated
June 2, 2022, indicated R3 suddenly discharged
from the facility on June 1, 2022, and did not give
the licensee notice that she was leaving or reveal
where she was going.

On July 7, 2022, at approximately 12:00 p.m.
licensed assisted living director (LALD)-A
confirmed R3 received a 10-day termination
notice and stated that LALD-A was not aware of
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the required number of days for termination
notices. LALD-A stated that R3 had repeatedly
initiated conflict with another resident in the
facility and that was the reason that R3 was given
the notice of termination. LALD-A verified that
she was not aware of the requirement to send a
copy of the termination notice to the Office of
Ombudsman for Long Term Care (LTC), and
explained that she had been working with R3's
case manager and registered nurse (RN)-B to
locate another placement for R3.

01040

The licensee's undated Assisted Living Contract
Terminations directed the licensee must provide a
written termination notice at least 30 days before
the effective date of the termination to the
resident, legal representative, and designated
representative, or 15 days before the effective
date of termination for expedited termination.
The policy also indicated the licensee must also
send a copy of the termination notice to the Office
of Ombudsman for Long-Term Care.

No further information was provided.

TIME PERIOD TO CORRECT: Seven (7) days.

01330 144G.60 Subd. 4 (b) Unlicensed personnel
SS=D

(b) Unlicensed personnel performing delegated
nursing tasks in an assisted living facility must:
(1) have successfully completed training and
demonstrated competency by successfully
completing a written or oral test of the topics in
section 144G.61, subdivision 2, paragraphs (a)
and (b), and a practical skills test on tasks listed
in section 144G.61, subdivision 2, paragraphs
(a), clauses (5) and (7), and (b), clauses (3), (5),
(6), and (7), and all the delegated tasks they will

01330
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perform;
(2) satisfy the current requirements of Medicare
for training or competency of home health aides
or nursing assistants, as provided by Code of
Federal Regulations, title 42, section 483 or
484.36; or
(3) have, before April 19, 1993, completed a
training course for nursing assistants that was
approved by the commissioner.

01330

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to ensure the registered nurse
(RN) trained and competency tested in all
required topics for two of two employees
(unlicensed personnel (ULP)-D, ULP-F) with
employee records reviewed.

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), 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:

ULP-D and ULP-F were hired on June 30, 2020,
and November 15, 2020, respectively to provide
direct care services to the licensee's residents.

ULP-D and ULP-F's employee training records
lacked evidence they successfully completed
practical skills evaluations as required for training
in the following areas:
-care and use of hearing aids; and
-dressing and assisting with toileting.
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On July 7, 2022, at approximately 10:30 a.m.
registered nurse (RN)-B confirmed employee
records of ULP-A and ULP-B lacked evidence of
completed competency evaluations as indicated
above and stated some of the required training
may have been missed.

The licensee's Competency Training Evaluations
policy, dated June 2021, directed training and
competency evaluation for all ULPs be conducted
and include required topics.

No further information was provided.

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

01460 144G.63 Subdivision 1 Orientation of staff and
SS=D supervisors

01460

All staff providing and supervising direct services
must complete an orientation to assisted living
facility licensing requirements and regulations
before providing assisted living services to
residents. The orientation may be incorporated
into the training required under subdivision 5. The
orientation need only be completed once for each
staff person and is not transferable to another
facility.

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to ensure employees received
orientation to assisted living facility licensing
requirements and regulations for two of two
employees (unlicensed personnel (ULP)-D,
ULP-F) with records reviewed.
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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 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:

ULP-D and ULP-F were hired on June 30, 2020,
and November 15, 2020, respectively to provide
direct care services to the licensee's residents.

ULP-D's record lacked documentation the
following orientation topics were completed:
-An overview of assisted living laws 144.G.
- Handling of residents' complaints, reporting of
complaints, and where to report complaints,
including information on the Office of Health
Facility Complaints;
-Assisted Living Bill of Rights;
-A review of the types of assisted living services
the employee will be providing and the facility's
category of licensure; and
-The principles of person-centered planning and
service delivery and how they apply to direct
support services provided by the staff person.

ULP-F's employee record lacked documentation
the following orientation topics were completed:
-An overview of assisted living laws 144.G.
-Assisted Living Bill of Rights;
-A review of the types of assisted living services
the employee will be providing and the facility's
category of licensure; and
-The principles of person-centered planning and
service delivery and how they apply to direct
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support services provided by the staff person.

01460

On July 7, 2022, at 10:30 a.m., registered nurse
(RN)-B confirmed ULP-D and ULP-F had not yet
completed the above listed required orientation
topics and these employees may not have
completed all assigned training.

The licensee's Orientation of Staff and
Supervisors & Content policy, dated June 2021,
directed all staff providing and supervising direct
services must complete an orientation to Assisted
Living facility licensing requirements and
regulations before providing assisted living
services to residents.

No further information was provided.

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

01530 144G.64 TRAINING IN DEMENTIA CARE
SS=F REQUIRED

01530

(a) All assisted living facilities must meet the
following training requirements:
(1) supervisors of direct-care staff must have at
least eight hours of initial training on topics
specified under paragraph (b) within 120 working
hours of the employment start date, and must
have at least two hours of training on topics
related to dementia care for each 12 months of
employment thereafter;
(2) direct-care employees must have completed
at least eight hours of initial training on topics
specified under paragraph (b) within 160 working
hours of the employment start date. Until this
initial training is complete, an employee must not
provide direct care unless there is another
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employee on site who has completed the initial
eight hours of training on topics related to
dementia care 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 employee
until the training requirement is complete.
Direct-care employees must have at least two
hours of training on topics related to dementia for
each 12 months of employment thereafter;

01530

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to ensure employees received the
required hours of dementia care training for two
of two employees (unlicensed personnel (ULP)-D,
ULP-F) with training records reviewed.

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) and was 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:

ULP-D and ULP-F were hired on June 30, 2020,
and November 15, 2020, respectively to provide
direct care services to the licensee's residents.
The employment records of ULP-D and ULP-F
lacked documentation of the required eight hours
of initial dementia care training within 160 working
hours of the employment start date.

On July 7, 2022, at approximately 10:30 a.m.,
registered nurse (RN)-B confirmed ULP-D and
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ULP-F had not completed the required initial
dementia training and stated she was not aware
eight hours of dementia training was required by
160 hours of employment.

01530

The licensee's undated Dementia Care Training
policy indicated direct care employees must have
completed eight hours of initial dementia training
within 160 hours of employment.

No further information provided.

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

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

01620

(c) Resident reassessment and monitoring must
be conducted no more than 14 calendar days
after initiation of services. Ongoing resident
reassessment and monitoring must be conducted
as needed based on changes in the needs of the
resident and cannot exceed 90 calendar days
from the last date of the assessment.
(d) For residents only receiving assisted living
services specified in section 144G.08, subdivision
9, clauses (1) to (5), 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.
(e) 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
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prospective resident executes a contract with a
facility or the date on which a prospective
resident moves in, whichever is earlier.

01620

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure resident
reassessment and monitoring did not exceed 90
days from the last date of the assessment for one
of two residents (R2) with records reviewed.

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) 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:

R2 was admitted to the facility on October 1,
2020, under the licensee's comprehensive home
care license; the licensee's assisted living facility
license became effective August 1, 2021.

R2's service plan, dated September 1, 2021,
indicated R2 received services to include
medication management, assistance with
activities of daily living, and housekeeping.

R2's record lacked documentation of a resident
assessment within 90 calendar days of the
previous assessment, which was completed on
December 15, 2021.

On July 6, 2022, at approximately 11:00 a.m.,
registered nurse (RN)-B confirmed the licensee
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did not complete R2's reassessment within 90
days of the previous assessment as required and
RN-B was unsure how this reassessment was
missed.

01620

The licensee's undated Comprehensive Resident
Assessment policy directed resident
reassessment and monitoring be conducted no
more than 90 calendar days from the last date of
assessment.

No further information was provided.

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

01650 144G.70 Subd. 4 (f) Service plan, implementation 01650
SS=D and revisions to

(f) The service plan must include:
(1) a description of the services to be provided,
the fees for services, and the frequency of each
service, according to the resident's current
assessment and resident preferences;
(2) the identification of staff or categories of staff
who will provide the services;
(3) the schedule and methods of monitoring
assessments of the resident;
(4) the schedule and methods of monitoring staff
providing services; and
(5) a contingency plan that includes:
(i) the action to be taken if the scheduled service
cannot be provided;
(ii) information and a method to contact the
facility;
(iii) the names and contact information of persons
the resident wishes to have notified in an
emergency or if there is a significant adverse
change in the resident's condition, including
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identification of and information as to who has
authority to sign for the resident in an emergency;
and
(iv) the circumstances in which emergency
medical services are not to be summoned
consistent with chapters 145B and 145C, and
declarations made by the resident under those
chapters.

01650

This MN Requirement is not met as evidenced
by:
Based on record review and interview, the
licensee failed to ensure service plans included
fees for services for one of two residents (R2)
with record reviewed.

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), 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:

R2 was admitted to the facility on October 1,
2020, under the licensee's comprehensive home
care license; the licensee's assisted living facility
license became effective August 1, 2021. R2's
diagnoses included vision loss and R2 required
assistance with activities of daily living, meals,
and medication management.

R2's service plan, dated September 1, 2021,
lacked the identification of staff or categories of
staff who will provide the services.

On July 6, 2022, at 11:00 a.m., registered nurse
(RN)-B confirmed R2's service plan did not
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include the staff or categories of staff to provide
the listed services. RN-B was unsure how that
section was left incomplete.

01650

The licensee's undated Service Plan policy
directed the service plan included the staff or
categories of staff to provide the services.

No further information was provided.

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

01700 144G.71 Subd. 2 Provision of medication
SS=D management services

01700

(a) For each resident who requests medication
management services, the facility shall, prior to
providing medication management services, have
a registered nurse, licensed health professional,
or authorized prescriber under section 151.37
conduct an assessment to determine what
medication management services will be
provided and how the services will be provided.
This assessment must be conducted face-to-face
with the resident. The assessment must include
an identification and review of all medications the
resident is known to be taking. The review and
identification must include indications for
medications, side effects, contraindications,
allergic or adverse reactions, and actions to
address these issues.
(b) The assessment must identify interventions
needed in management of medications to prevent
diversion of medication by the resident or others
who may have access to the medications and
provide instructions to the resident and legal or
designated representatives on interventions to
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manage the resident's medications and prevent
diversion of medications. For purposes of this
section, "diversion of medication" means misuse,
theft, or illegal or improper disposition of
medications.

01700

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 face-to-face
medication management assessment to include
all required content for one of two residents (R1)
with records reviewed.

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), 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:

R1's record lacked evidence a registered nurse
conducted an assessment for each resident to
determine what medication management services
would be provided and how they would be
provided. The records lacked evidence of an
assessment that included review of all
medications the resident was known to be taking
to include indications for use, side effects,
contraindications, allergic or adverse reactions,
and actions to address those issues. In addition,
the residents' records failed to identify
interventions needed in the management of
medications to prevent diversion of medications
by the resident or others who may have access to
the medications.
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01700 Continued From page 46 01700

R1's diagnoses included adrenal insufficiency,
post traumatic stress disorder, small bowel
obstruction, migraines, and neuropathy.

R1's prescriber's orders, dated April 4, 2022,
included the following medications: pain
medications, anti-inflammatories,
anti-depressants, corticosteroid, antihistamine,
anti-nausea medications, anticoagulant
medication, laxatives, antacids, antihypertensive,
sleep medication, hormone, antibiotic, and tube
feeding formula.

R1's service plan, dated April 4, 2022, indicated
R1 received medication management services.

R1's record lacked evidence of a completed
medication management assessment as detailed
above. R1's record included a Uniform
Assessment Tool, dated April 4, 2022, but the
Review of Medications section of this form was
empty.

On July 6, 2022, at approximately 12:00 p.m.
RN-B confirmed R1's medication management
assessment had not been completed and stated
that when R1 admitted R1 had so many
medications ordered that RN-B had planned to
staple the list of medication orders to the Uniform
Assessment Tool, but had not done that yet.

The licensee's undated Individualized Medication
Management Plan and Record policy directed the
licensee develop an individualized medication
management plan and record based on nursing
assessment.

No further information was provided.
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TIME PERIOD FOR CORRECTION: Seven (7)
days

01700

01880 144G.71 Subd. 19 Storage of medications
SS=F

An assisted living facility must store all
prescription medications in securely locked and
substantially constructed compartments
according to the manufacturer's directions and
permit only authorized personnel to have access.

01880

This MN Requirement is not met as evidenced
by:
Based on observation, interview and record
review, the licensee failed to ensure medications
were properly secured so only authorized
personnel had access.

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:

On July 6, 2022, at 11:00 a.m., one of the
cupboards in the facility's kitchen had a plastic tie
looped through the cupboard handles with a
locked metal padlock attached to the plastic tie.
At this time, unlicensed personnel (ULP)-D
unlocked the padlock, opened this cupboard and
looked at items in the cupboard. ULP-D
confirmed some of the items in this cupboard
were medications for residents.
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On July 7, 2022, at 11:00 a.m. registered nurse
(RN)-B verified the kitchen cupboard secured with
a plastic tie and metal padlock contained
medications and was not properly secured so
only authorized personnel had access.

The licensee's Medication Storage policy, dated
June 2021, indicated all medications would be
kept securely locked and only authorized staff
would have access to stored medications.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

01910 144G.71 Subd. 22 Disposition of medications
SS=F

(a) Any current medications being managed by
the assisted living facility must be provided to the
resident when the resident's service plan ends or
medication management services are no longer
part of the service plan. Medications for a
resident who is deceased or that have been
discontinued or have expired may be provided for
disposal.
(b) The facility shall dispose of any medications
remaining with the facility that are discontinued or
expired or upon the termination of the service
contract or the resident's death according to state
and federal regulations for disposition of
medications and controlled substances.
(c) Upon disposition, the facility must document in
the resident's record the disposition of the
medication including the medication's name,
strength, prescription number as applicable,
quantity, to whom the medications were given,
date of disposition, and names of staff and other

01910
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individuals involved in the disposition.

01910

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to provide documentation in the
resident's record regarding the disposition of
medication to include quantity and names of staff
and other individuals involved in the disposition of
medications for one of one discharged resident
(R3) failed to safely dispose a used fentanyl patch
for one of one resident (R1) with records
reviewed.

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 at a widespread scope (when
problems are pervasive or represent a systemic
failure that has affected or has potential to affect
a large portion or all of the residents).

The findings include:

DISCHARGE DISPOSITION

R3's Service Plan, dated April 4, 2022, indicated
R3 received medication administration services
daily.

R3's medical record included a discharge
summary which indicated R3 discharged from the
facility on June 1, 2022, to an unknown location.

R3's record lacked documentation of medication
disposition upon discharge from facility to include
the medication's name, strength, prescription
number as applicable, quantity, to whom the
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medications were given, date of disposition, and
names of staff and other individuals involved in
the disposition.

01910

FENTANYL DISPOSAL

During medication administration observation for
R1, on July 6, 2022, at approximately 8:00 a.m.,
unlicensed personnel (ULP)-D removed a used
fentanyl patch from R1 and placed a newly
opened fentanyl patch on R1. ULP-D folded the
used fentanyl patch and tossed it into a nearby
household trash container. At this time, ULP-D
confirmed this was ULP-D's usual method of
disposal for fentanyl patches at the facility.

The FDA recommended promptly disposing of
used patches by folding them in half with the
sticky sides together, and then flushing them
down a toilet. The FDA also recommended
fentanyl patches should not be placed in the
household trash.

On July 7, 2022, at approximately 11:00 a.m.,
registered nurse (RN)-B confirmed R3's
discharge summary did not include the
disposition of medication and stated RN-B was
not aware that a ULP had tossed used fentanyl
patches into the household trash. RN-B stated
she was not sure how the staff should dispose of
used fentanyl patches, but would develop a
policy.

The licensee's Medication Disposal policy, dated
June 2021, directed when medication
management services are no longer provided, the
resident's medications must be returned to the
resident or destroyed. The licensee's undated
Medication: Controlled Substances policy directed
that the RN or witness dispose of controlled
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medications by flushing them into the sewer
system.

01910

No further information provided.

Time period for correction: Twenty-one (21) days

02240 144G.90 Subdivision 1 Assisted living bill of
SS=D rights; notification

02240

(a) An assisted living facility must provide the
resident a written notice of the rights under
section 144G.91 before the initiation of services
to that resident. The facility shall make all
reasonable efforts to provide notice of the rights
to the resident in a language the resident can
understand.
(b) In addition to the text of the assisted living bill
of rights in section 144G.91, the notice shall also
contain the following statement describing how to
file a complaint or report suspected abuse:
"If you want to report suspected abuse, neglect,
or financial exploitation, you may contact the
Minnesota Adult Abuse Reporting Center
(MAARC). If you have a complaint about the
facility or person providing your services, you may
contact the Office of Health Facility Complaints,
Minnesota Department of Health. You may also
contact the Office of Ombudsman for Long-Term
Care or the Office of Ombudsman for Mental
Health and Developmental Disabilities."
(c) The statement must include contact
information for the Minnesota Adult Abuse
Reporting Center and the telephone number,
website address, e-mail address, mailing
address, and street address of the Office of
Health Facility Complaints at the Minnesota
Department of Health, the Office of Ombudsman
for Long-Term Care, and the Office of
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Ombudsman for Mental Health and
Developmental Disabilities. The statement must
include the facility's name, address, e-mail,
telephone number, and name or title of the
person at the facility to whom problems or
complaints may be directed. It must also include
a statement that the facility will not retaliate
because of a complaint.
(d) A facility must obtain written acknowledgment
from the resident of the resident's receipt of the
assisted living bill of rights or shall document why
an acknowledgment cannot be obtained.
Acknowledgment of receipt shall be retained in
the resident's record.

02240

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to ensure the current "Minnesota
Bill of Rights for Assisted Living Residents" was
provided to the resident and a written
acknowledgement received for one of two
residents (R2) with records reviewed.

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:

R2 was admitted to the facility on October 1,
2020, under the licensee's comprehensive home
care license; the licensee's assisted living facility
license became effective August 1, 2021. R2's
record lacked evidence of a current bill or rights,
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a written acknowledgement, and the process for
filing a complaint.

02240

On July 6, 2022, at approximately 2:00 p.m.,
licensed assisted living director (LALD)-A
confirmed R2 had not provided a signature
indicating R2 received a Minnesota Bill of Rights
for Assisted Living Residents and complaint
process.

The licensee's undated Assisted Living Bill of
Rights policy directed the license provide all
residents at admission with a written notice of the
Assisted Living Bill of Rights and complaint
process and residents will be asked to sign a
document indicating they were informed of these
rights.

No further information was provided.

TIME PERIOD FOR CORRECTION:
Twenty-One (21) days
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Minnesota Department of Health
Food Pools & Lodging Services
P.O. Box 64975
St Paul, MN 55164-0975
651 201 4500

Type:
Date:
Time:
Report:

Full
07/05/22
12:48:36
8058221119

Food  and Beverage  Establishment
Inspection  Report

Location:
Rise Home Health Care
547 Continental Drive
New Brighton, MN55112
Ramsey County, 62

Establishment  Info:
ID #: 0037864
Risk:
Announced Inspection: No

License  Categories: Operator:

Page 1

Expires on: / /
Phone #: 6122075920
ID #:

The violations listed in this report include any previously issued orders and deficiencies identified
during this inspection. Compliance dates are shown for each item.

The following orders were issued during this inspection.

7-200 Toxic Supplies  and  Applications
7-201.11A ** Priority  1 **

MN Rule 4626.1600A Separate poisonous or toxic materials from food, equipment, utensils, linens, and
single-service and single-use articles by spacing or partitioning.
REMOVE BLEACH FROM SHARED STORAGE WITH POTS AND PANS - CORRECTED ON SITE
Comply By: 07/05/22

2-100 Supervision
2-102.12AMN

MN Rule 4626.0033A Employ a certified food protection manager (CFPM) for the establishment.
NO CFPM POSTED
Comply By: 07/29/22

4-500 Equipment  Maintenance  and  Operation
4-501.11AB

MN Rule 4626.0735AB All equipment and components must be in good repair and maintained and adjusted in
accordance with manufacturer's specifications.
REFRIGERATOR DOOR DOES NOT COMPLETELY CLOSE - REPAIR OR REPLACE REFRIGERATOR

Comply By: 08/31/22
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6-300 Physical  Facility  Numbers  and  Capacities
6-304.11A

MN Rule 4626.1475A Provide sufficient mechanical tempered make-up air and exhaust ventilation to keep
rooms free of grease, excessive heat, steam condensation, vapors, obnoxious or disagreeable odors, smoke, and
fumes according to State Building and Mechanical codes.
MICROWAVE/VENT IS NOT CONNECTED TO EXTERIOR VENT (RETURNS INTO ROOM) GREASE
HAS BEGUN TO COLLECT ON SURFACE OF WALLS AND CEILINGS - CONNECT TO EXTERIOR
VENT
Comply By: 08/31/22

6-500 Physical  Facility  Maintenance/ Operation  and  Pest  Control
6-501.111ABD

MN Rule 4626.1565ABD Provide control of insects, rodents, and other pests by routinely inspecting incoming
food and supply shipments; routinely inspecting the premises for evidence of pests; and eliminating harborage
conditions.
ANTS PRESENT DURING INSPECTION
Comply By: 07/06/22

Food  and  Equipment  Temperatures

Process/Item: CHERRY
Temperature: 39 Degrees Fahrenheit - Location: COOLER
Violation Issued: No
Process/Item: TOMATO
Temperature: 40 Degrees Fahrenheit - Location: COOLER
Violation Issued: No

Total Orders In This Report Priority 1
1

Priority 2
0

Priority 3
4

SINGLE FAMILY HOME SET IN RESIDENTIAL NEIGHBORHOOD

HRD INSPECTOR: ROBYN WOOLLEY
FACILITY REP: HAWA HERSI

KITCHEN IN RESIDENTIAL STYLE WITH RESIDENTIAL EQUIPMENT AND FINISHES
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NOTE:  Plans  and  specifications  must  be submitted  for  review and  approval  prior  to new construction,  remodeling  or
alterations.

I acknowledge receipt of the Minnesota Department of Health inspection report
number 8058221119 of 07/05/22.

Certified Food Protection Manager:

Certification Number: Expires: / /

Inspection  report  reviewed  with  person  in charge  and  emailed.

Signed:
HAWA HERSI

Signed:
Inspector Number 8058
Sanitarian 3
MDH Metro Office
651 201 4500
health.foodlodging@state.mn.us


