m DEPARTMENT
OF HEALTH
Protecting, Maintaining and Improving the Health of AIll Minnesotans

Electronically Delivered
July 8, 2025

Licensee

Generous Home Care Services
3835 Saratoga Lane North
Plymouth, MN 55441

RE: Project Number(s) SL36234016

Dear Licensee:

On May 14, 2025, the Minnesota Department of Health completed a follow-up survey of your facility
to determine correction of orders from the survey completed on February 13, 2025. This follow-up
survey verified that the facility is in substantial compliance.

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

Please feel free to call me with any questions.

Sincerely,

W\M\m

Casey DeVries, Supervisor

State Evaluation Team

Email: casey.devries@state.mn.us

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

JMD
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m DEPARTMENT
i OF HEALTH

Protecting, Maintaining and Improving the Health of AIll Minnesotans

Electronically Delivered
March 18, 2025

Licensee

Generous Home Care Services
3835 Saratoga Lane North
Plymouth, MN 55441

RE: Project Number(s) SL36234016
Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on February 13, 2025, for the
purpose of evaluating and assessing compliance with state licensing statutes. At the time of the
survey, MDH noted violations of the laws pursuant to Minnesota Statute, Chapter 144G, Minnesota
Food Code, Minnesota Rules Chapter 4626, Minnesota Statute 626.5572 and/or Minnesota Statute
Chapter 260E.

STATE CORRECTION ORDERS

The enclosed State Form documents the state correction orders. MDH documents state licensing
correction orders using federal software. Tag numbers are assigned to Minnesota state statutes for
Assisted Living Facilities. The assighed tag number appears in the far left column entitled "ID Prefix
ag." 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 may be imposed immediately with no opportunity
to correct the violation first as follows:

Level 1: no fines or enforcement.

Level 2: a fine of $500 per violation, in addition to any enforcement mechanism authorized in
§ 144G.20 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.

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

An equal opportunity employer. Letter ID: IS7N REVISED 09/13/2021
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0470 - 144g.41 Subdivision 1 - Minimum Requirements - $3,000.00

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, the total amount you are
assessed is $3,000.00. You will be invoiced approximately 30 days after receipt of this notice, subject

to appeal.

DOCUMENTATION OF ACTION TO COMPLY

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

The correction order documentation should include the following:

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

e I|dentify how the area(s) of noncompliance was corrected for all of the provider’s
resident(s)/employees that may be affected by the noncompliance.

e |dentify what changes to your systems and practices were made to ensure compliance with
the specific statute(s).

CORRECTION ORDER RECONSIDERATION PROCESS

In accordance with Minn. Stat. § 144G.32, Subd. 2, you may challenge the correction order(s) issued,
including the level and scope, and any fine assessed through the correction order reconsideration
process. The request for reconsideration must be in writing and received by MDH within 15 calendar

days of the correction order receipt date.

To submit a reconsideration request, please visit:
https://forms.web.health.state.mn.us/form/HRDAppealsForm

REQUESTING A HEARING

Alternatively, in accordance with Minn. Stat. § 144G.31, Subd. 5(d), an assisted living provider that has
been assessed a fine under this subdivision has a right to a reconsideration or a hearing under this
section and chapter 14. Pursuant to Minn. Stat. § 144G.20, Subd. 14 and Subd. 18, a request for a
hearing must be in writing and received by the Department of Health within 15 business days of the
correction order receipt date. The request must contain a brief and plain statement describing each
matter or issue contested and any new information you believe constitutes a defense or mitigating
factor.

To submit a hearing request, please visit:
https://forms.web.health.state.mn.us/form/HRDAppealsForm

To appeal fines via reconsideration, please follow the procedure outlined above. Please note that you
may request a reconsideration or a hearing, but not both. If you wish to contest tags without fines in
a reconsideration and tags with the fines at a hearing, please submit two separate appeals forms at
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the website listed above.

The MDH Health Regulation Division (HRD) values your feedback about your experience during the
survey and/or investigation process. Please fill out this anonymous provider feedback questionnaire
at your convenience at this link: https://forms.office.com/g/Bm5uQEpHVa. Your input is important
to us and will enable MDH to improve its processes and communication with providers. If you have
any questions regarding the questionnaire, please contact Susan Winkelmann at
susan.winkelmann@state.mn.us or call 651-201-5952.

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

If you have any questions, please contact me.

Sincerely,

W\&&m

Casey DeVries, Supervisor
State Evaluation Team

Email: casey.devries@state.mn.us
Telephone: 651-201-5917 Fax: 1-866-890-9290

JMD
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0 000] Initial Comments 0 000
AT TENTION* **** Minnesota Department of Health is
documenting the State Correction Orders
ASSISTED LIVING PROVIDER LICENSING using federal software. Tag numbers have
CORRECTION ORDER(S) been assigned to Minnesota State
In accordance with Minnesota Statutes, section Statutes for Assisted Living License
144G.08 to 144G.95, these correction orders are Providers. The assigned tag number
Issued pursuant to a survey. appears in the far-left column entitled "ID
Prefix Tag." The state Statute number and
Determination of whether violations are corrected the corresponding text of the state Statute
requires compliance with all requirements out of compliance is listed in the
provided at the Statute number indicated below. "Summary Statement of Deficiencies”
When Minnesota Statute contains several items, column. This column also includes the
failure to comply with any of the items will be findings which are in violation of the state
considered lack of compliance. requirement after the statement, "This
Minnesota requirement is not met as
INITIAL COMMENTS: evidenced by." Following the surveyors'
findings is the Time Period for Correction.
SL36234016-0
PLEASE DISREGARD THE HEADING OF
On February 10, 2025, through February 13, THE FOURTH COLUMN WHICH
2025, the Minnesota Department of Health STATES,"PROVIDER'S PLAN OF
conducted a full survey at the above provider, and CORRECTION." THIS APPLIES TO
the following correction orders are issued. At the FEDERAL DEFICIENCIES ONLY. THIS
time of the survey, there were two residents, both WILL APPEAR ON EACH PAGE.
received services under the Assisted Living
license. THERE IS NO REQUIREMENT TO
SUBMIT A PLAN OF CORRECTION FOR
VIOLATIONS OF MINNESOTA STATE
STATUTES.
The letter in the left column is used for
tracking purposes and reflects the scope
and level issued pursuant to 144G.31
subd. 1, 2, and 3.
0470 144G.41 Subdivision 1 Minimum requirements 0470
SS=|
(11) develop and implement a staffing plan for
determining its staffing level that:
Minnesota Department of Health
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(i) includes an evaluation, to be conducted at
least twice a year, of the appropriateness of
staffing levels in the facility;

(if) 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

(i) 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:

(1) awake;

(i) 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;

(i) capable of communicating with residents;

(iv) capable of providing or summoning the
appropriate assistance; and

(v) capable of following directions;

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 were available 24 hours per day,
seven days per week, who were responsible for
responding to the requests of residents for
assistance with health or safety needs for one of
two residents (R2).

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,
Minnesota Department of Health
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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:

The licensee held an assisted living license and
was licensed for a capacity of four residents. At
the time of the survey, there were two residents,
both received services from the licensee.

The licensee's undated Facility Staffing Plan
iIndicated one direct care staff would be available
each shift Monday through Sunday for the
following shifts:

-morning (AM) shift 8:00 a.m., to 2:00 p.m.,
-evening (PM) shift 2:00 p.m., to 11:00 p.m., and
-overnight (NOC) shift 11:00 p.m., to 8:00 a.m.

On February 11, 2025, at 10:40 a.m., R2 stated
they were left alone by themselves with no staff or
other residents in the building for up to four to five
hours on some days.

R2 was admitted to the licensee on March 13,
2023. R2's diagnoses included functional
cognitive disability, vision loss, and
cerebrovascular accident (stroke).

R2's Client Evaluation (admission assessment)
dated March 13, 2023, indicated R2 had vision
loss (partial blindness in the one eye (the right
eye)). The admission assessment, a five-page
document, lacked inclusion of all areas required
by MN Rule 4659.0150 Subdivision 2. R2's
subsequent assessments, including the most
recent assessment dated September 4, 2024,

Minnesota Department of Health
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was a two-page document, which indicated
physical exam body system line items such as
neurosensory, cardiovascular, respiratory,
gastrointestinal, etc., and included areas to check
whether there had been a change or no change
from the last assessment. The subsequent

assessment also lacked inclusion of all areas
required by MN Rule 4659.0150 Subdivision 2.

R2's record lacked a current comprehensive
assessment.

R2's Service Plan dated March 13, 2023,
indicated home health aide service/care plan
available 24 hours a day and 7 days a week. The
service plan indicated R2 received assistance for
the following services: clothing, oral care,
shampoo, shaving, nail care, skin care, plate set
up at mealtimes, medication administration,
weekly blood pressure checks, housekeeping,
shopping, linen changes, and laundry.

The licensee's Uniform Disclosure of Assisted
Living Service and Amenities (UDALSA), sighed
and dated by R2 on April 27, 2024, page 2,
indicated: "unlicensed staff are in the building and
available to respond to resident request 24/7".

The licensee's Emergency Evacuation Plan
signed and dated by R2 on June 20, 2024,
indicated: "Evacuation Procedures Fire or
Emergency Alarm Activation: The staff member
will immediately assess the situation to determine
If evacuation is necessary. Staff will guide both
clients toward the exit at the same time, keeping
them close and providing verbal instructions to
maintain calm. Escort both clients out of the
building using the closest and safest exit route.
Lead them toward the designated safe meeting
point at the mailbox. Staff will provide verbal
Minnesota Department of Health
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guidance and reassurance to clients who may
need emotional support during the evacuation.
Once outside, the staff member should ensure
that both clients are safely escorted to the
mailbox. Upon arrival at the mailbox, conduct a
headcount to confirm that both clients are present
and safe. The staff member will remain in verbal
communication with both clients throughout the
evacuation process, providing clear and calm
instructions."

On February 11, 2025, at 10:50 a.m., licensed
assisted living director/clinical nurse supervisor
(LALD/CNS)-C stated they have staff available
24/7, however, they do not get paid for 24 hours
In a day for R2; R2 can stay by themselves
sometimes if staff had to take R1 to
appointments. LALD/CNS-C further stated R2's
case worker told them verbally that R2 could be
left alone for up to nine hours a day.

R2's service plan and assessment did not
indicate the plan to leave R2 by themselves for up
to nine hours a day.

On February 11, 2025, at 11:45 a.m., unlicensed
personnel (ULP)-B stated they took R1 to social
activities twice a week, and to shopping centers
up to two to three times a week for about one to
two hours a day. ULP-B stated R2 stayed at
home by themselves when they took R1 to social
activities. ULP-B further stated R2 sometimes
went out to shopping centers with R1 but not
always.

On February 11, 2025, at 12:00p.m.,
LALD/CNS-C stated even though R2 only paid for
14 hours a day, R2 had 24 hours supervision
before the licensee admitted R1, who needed to
go out to certain activities. LALD/CNS-C stated
Minnesota Department of Health
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after the licensee admitted R1, they did not have
to hire another staff since R2 can stay by
themselves for up to nine hours per day.

The licensee's Staffing policy dated February 24,
2022, indicated "5. Residents are provided with a
means to request assistance for health and
safety needs 24 hours/day 7 days/week; during
night shifts, the home health aide will respond to
resident requests for assistance as soon as
possible."

No further information was provided.

TIME PERIOD FOR CORRECTION: Immediate

0 550 144G.41 Subd. 7 Resident grievances; reporting | 09550
SS=F | maltreatment

All facilities must post in a conspicuous place
information about the facilities' grievance
procedure, and the name, telephone number, and
email contact information for the individuals who
are responsible for handling resident grievances.
The notice must also have the contact
information for the Office of Ombudsman for
Long-Term Care and the Office of Ombudsman
for Mental Health and Developmental Disabilities
and must have information for reporting
suspected maltreatment to the Minnesota Adult
Abuse Reporting Center. The notice must also
state that if an individual has a complaint about
the facility or person providing services, the
individual may contact the Office of Health Facility

Complaints at the Minnesota Department of
Health.

This MN Requirement is not met as evidenced
by:

Minnesota Department of Health
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Based on observation, interview, and record
review, the licensee failed to post the required
information related to the grievance procedure
and reporting contact information for the Office of
Health Facility Complaints (OHFC).

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 February 10, 2025, at 11:02 a.m. during the
facility tour, the surveyor observed contact
information for office of ombudsman for long term
care facility (OOLTC), Office of Ombudsman for
Mental Health and Developmental Disabilities
(OMHDD), Minnesota Adult Abuse Reporting
Center (MAARC) posted on a bulletin board on
the hallway. The surveyor observed the licensee
lacked the following postings:

- OHFC.

On February 10, 2025, at 11:19 a.m., licensed
assisted living director/clinical nurse supervisor
(LALD/CNS)-C stated they thought OOLTC
contact information was the same as OHFC.

No further information was provided.

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

Minnesota Department of Health
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0630| 144G.42 Subd. 6 (b) Compliance with 0 630

SS=F | requirements for reporting ma

(b) The facility must develop and implement an
individual abuse prevention plan for each
vulnerable adult. The plan shall contain an
individualized review or assessment of the
person's susceptibility to abuse by another
individual, including other vulnerable adults; the
person's risk of abusing other vulnerable adults;
and statements of the specific measures to be
taken to minimize the risk of abuse to that person
and other vulnerable adults. For purposes of the
abuse prevention plan, abuse includes
self-abuse.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure an individual abuse
prevention plan (IAPP) was developed to include
the required content for one of two residents (R2).

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious injury, impairment, or death), and
was issued at 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 to the licensee on March 13,
2023. R2's diagnoses included functional
cognitive disability, vision loss, and
cerebrovascular accident.

Minnesota Department of Health
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R2's Service Plan dated March 13, 2023,
iIndicated R2 received assistance for the following
services: clothing, oral care, shampoo, shaving,
nail care, skin care, plate set up at mealtimes,
medication administration, weekly blood pressure
checks, housekeeping, shopping, linen changes,
and laundry.

R2's undated IAPP indicated R2 was at risk for
abusing other vulnerable adults and was unable
to report abuse/ neglect concerns. R2's IAPP did
not include the required statements of the specific
measures to be taken to minimize the risk of
abuse to that person.

On February 11, 2025, at 12:00 p.m., licensed
assisted living director/ clinical nurse supervisor
(LALD/CNS)-C stated the IAPP did not address
the interventions because they thought
iInterventions were only needed for the case
worker; LALD/CNS-C further stated they did put
Interventions on a form for R2's case worker, but
they did not have the copy of the form saved.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

0640 144G.42 Subd. 7 Posting information for 0 640
SS=F | reporting suspected ¢

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;

Minnesota Department of Health
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(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 and interview, the licensee
failed to post the 911 emergency number in
common areas and near telephones provided by
the assisted living facility. This had the potential
to affect all 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, 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:

On February 10, 2025, at 11:02 a.m., the
surveyor observed one black and silver wireless
landline phone on a small table, in the living room
area, which lacked the required posting of the 911
emergency number.

On February 10, 2025, at 11:02 a.m., licensed
assisted living director/ clinical nurse supervisor
(LALD/CNS)-C stated the phone was used by
residents and staff. LALD/CNS-C stated the
licensee was not aware of the requirement and
would post 911 emergency number by the phone.

Minnesota Department of Health
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No further information was provided.

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

0 650| 144G.42 Subd. 8 (a) Staff records 0 650
SS=F
(a) The facility must maintain current records of
each paid staff member, each regularly
scheduled volunteer providing services, and each
iIndividual contractor providing services. The
records must include the following infomation:

(1) evidence of current professional licensure,
registration, or certification if licensure,
registration, or certification is required by this
chapter or rules;

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

(3) current job description, including

qgualifications, responsibilities, and identification of
staff persons providing supervision;

(4) documentation of annual performance

reviews that identify areas of improvement
needed and training needs;

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

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

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure employee records
included all required content for three of three
employees (registered nurse (RN)-D, unlicensed
personnel (ULP)-A, ULP-B).

Minnesota Department of Health
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This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious injury, impairment, or death) and
was issued at a widespread scope (when
problems are pervasive or represent a systemic
failure that has affected or has potential to affect
a large portion or all of the residents).

The findings include:

RN-D was hired on October 18, 2023, to provide
supervision and oversite to unlicensed personnel
and to provide direct care services to residents.

ULP-A was hired on October 30, 2022, to provide
direct care services to residents.

ULP-B was hired on August 1, 2021, to provide
direct care services to residents.

RN-D, ULP-A and ULP-B's employee records
lacked documentation of annual performance
reviews identifying areas of improvement needed
and training needs.

On February 12, 2025, at 12:42 p.m., licensed
assisted living director/ clinical nurse supervisor
(LALD/CNS)-C stated they were not aware of the
requirement to do annual performance reviews
and did not do the annual performance reviews
for any employees. LALD/CNS-C further stated
they only did 30-day supervision for employees
upon hire.

The licensee's Performance Evaluation policy
dated February 24, 2022, indicated a formal
performance review evaluation will be conducted
Minnesota Department of Health
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for all staff providing cares at least annually.
No further information was provided.

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

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

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

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

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to maintain a tuberculosis (TB)
prevention and control program, based on the
most current guidelines issued by the Centers for
Disease Control and Prevention (CDC), which
Included a two-step tuberculin skin test (TST) or
other evidence of TB screening such as a blood
test, for two of three employees (unlicensed
personnel (ULP)-B, registered nurse (RN)-D).

Minnesota Department of Health
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This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious injury, impairment, or death), and
was issued at a widespread scope (when
problems are pervasive or represent a systemic
failure that has affected or has potential to affect
a large portion or all of the residents).

The findings include:

RN-D

RN-D was hired on October 18, 2023, to provide
supervision and oversite to unlicensed personnel
and to provide direct care services to residents.

RN-D's employee record included the baseline
TB symptom screening and health history
completed on October 18, 2023. RN-D's
employee record also included QuantiFERON-
TB- gold plus result dated June 29, 2022. RN-D's
employee record lacked TST or other evidence of
TB screening such as a blood test, dated within
90 days before hire.

ULP-B
ULP-B was hired on August 1, 2021, to provide
direct care services to residents.

ULP-B's employee record included undated
Baseline TB Screening Tool for Health Care
Workers with a completed health history and
baseline TB symptom screening for ULP-B.
ULP-B'S employee record also included a test
result from Minute Clinic which indicated ULP-B
received the first step TST on January 28, 2022,
with negative results read on January 30, 2022.
ULP-B's employee record lacked evidence the
second step TST was completed or other
Minnesota Department of Health
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evidence of TB screening such as a blood test,
was completed, within 90 days before hire.

On February 12, 2025, at 12:39 p.m., licensed
assisted living director/clinical nurse supervisor
(LALD/CNS)-C stated they thought they had
everything related TB for ULP-B; LALD/CNS-C
stated they would ask ULP-B if they had the
second step TST screening done.

On February 12, 2025, at 12:40 p.m.,
LALD/CNS-C stated they did not do TB test for
RN-D upon hire because they stated a previous
surveyor told them a TB test was good for two
years.

On February 12, 2025, at 12:45 p.m., ULP-B
stated they did take the first TST, but they did not
remember if they did do the second step TST.

The licensee's Tuberculosis
Screening/Prevention Policy dated February 24,
2022, indicated "Baseline testing is completed on
hire for all direct care providers and anyone who
visits residents (including volunteers). Test results
1) provide a basis for comparison in the event of
a potential or known exposure to M. tuberculosis
and 2) facilitate the detection and treatment of
LTBI or TB disease in a staff member before
employment begins and reduces the risk to
patients and other staff members.

1. Employees receive baseline TB screening
upon hire to test for infection with M. tuberculosis.
2. Baseline screening includes an assessment for
TB history and current TB symptoms.

3. An employee's history of BCG vaccination will
be disregarded when administering and
interpreting TST results.

4. The baseline test may be either TST (2-step)
or BAMT.

Minnesota Department of Health
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5. If the first-step TST Is negative, the
second-step TST will be administered 1--3 weeks
after the first TST result was read.

6. If the first and second-step TST results are
both negative, the person is classified as not
infected with M. tuberculosis. Additional TB
screening is not necessary unless an exposure to
M. tuberculosis occurs.

7. Written documentation for all TST results
iIncludes the mm induration, the interpretation
(either positive or negative), the date read and a
signature on letterhead.

8. Employees with written documentation of a
previous positive TST or BAMT do not need a
repeat TST or BAMT:

0 Assess for current TB symptoms

o If they provide written documentation of the
results of a chest x-ray indicating no active TB
disease that is dated after the date of the positive
TST or TB blood test result, they do not need
another chest x-ray at the time of  hire.

o If they do not have the written
documentation from above, they must receive a
chest x-ray to exclude a diagnosis of infectious
TB disease before having direct patient contact.

0 Assess these employees annually for
current TB symptoms. Instruct them to seek
medical evaluation if TB symptoms develop at
any time.

0 After the baseline chest x-ray is performed
and the result is documented, repeat x-rays are
not needed unless symptoms or signs of TB
disease develop or a clinician recommends a
repeat chest radiograph.

9. Employees with a verbal, but undocumented,
history of a previous positive TST or BAMT will
undergo the same screening process as those
without previous positive results. Staff should be
encouraged to keep copies of the results of the
TB screening, for future use.

Minnesota Department of Health
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10. Employees with a documented history of prior
treatment for LTBI or active TB disease do not
need a TST or BAMT:

0 Assess for current TB symptoms.

o Keep written documentation on file of a
chest x-ray indicating no active TB disease that is
dated after the date of the initial diagnosis of LTBI
or active TB disease.

0 Assess these employees annually for
current TB symptoms. Instruct them to seek
medical evaluation if TB symptoms develop at
any time.

"Repeat chest x-rays are not needed unless
symptoms or signs of active TB disease develop
or a clinician recommends a repeat chest
radiograph.

"Consult with the MOH TB Prevention and
Control Program (651-201-5414) regarding
employees with a history of previous active TB
disease, as needed.

11. Employees with a newly-identified positive
TST or BAMT:

0 Assess for current TB symptoms and risk
factors for progression to active TB disease.

o Obtain a chest x-ray to exclude a
diagnosis of active infectious TB disease before
direct resident contact.

o For employees with LTBI, consult a
physician regarding the need for treatment to
prevent progression to active TB disease.

o After documentation of negative results
from a baseline chest x-ray, repeat x- rays are not
needed unless signs/symptoms of active TB
disease develop or a
clinician recommends a repeat chest x-ray.

0 Assess these employees annually for
current TB symptoms. Instruct them to seek
medical evaluation if TB symptoms develop at
any time.

12. Pregnant employees
Minnesota Department of Health
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o Pregnant and nursing women will be
iIncluded in the same baseline and serial TB
screening program as other health care workers.
Pregnancy is not a contraindication for TB skin
testing.

0 A pregnant employee with a newly
identified positive TST or BAMT or signs and
symptoms of active TB disease is at increased
risk for active TB disease and can receive a chest
radiograph, using an abdominal shield.

13. Asecond TST is not needed if the employee
has a documented TST result within 90 days of
date of hire. If a new employee has had a
documented negative TST result within the
previous 90 days, a single TST can be
administered in the new setting before providing
care. This additional TST represents the second
stage of two-step testing. The second test
decreases the possibility that boosting on later
testing will lead to incorrect suspicion of
transmission of M. tuberculosis in the setting.

14. If the second test result of a two-step TST is
not read within 48--72 hours, administer a TST as
soon as possible (even if several months have
elapsed) and ensure that the result is read within
48--72 hours.

15. All reports or copies of the TST or BAMT,
chest x-ray results and medical examinations will
be maintained in the employee's record.

16. Any employee with symptoms consistent with
active TB disease, regardless of the results of the
TST or TB blood test, must be evaluated by a
physician within 72 hours in order to exclude a
diagnosis of active TB disease and may not
return to work until determined to be
non-infectious. The evaluation should include a
medical examination and symptom screen, a
chest x-ray and collection of sputum specimens
or additional testing if indicated. If active TB
disease is confirmed or suspected, the

Minnesota Department of Health
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diagnosing clinician should notify the Minnesota
Department of health within one working day."

The CDC document titled Tuberculosis
Screening, Testing, and Treatment of U.S. Health
Care Personnel dated May 17, 2019, indicated all
health personnel should have a baseline
screening and an individual risk assessment,
which is necessary for interpreting any test result.

The Minnesota Department of Health document
titted Regulations for Tuberculosis Control in
Minnesota Health Care Settings dated July 2013,
iIndicated baseline TB screening is required for all
health care workers.

Baseline TB screening consists of three
components:

1. Assessing for current symptoms of active TB
disease,

2. Assessing TB history, and

3. Testing for the presence of infection with
Mycobacterium tuberculosis by administering
either a

two-step TST or single TB blood test (IGRA).

An employee may begin working with patients
after a negative TB symptom screen (i.e., no
symptoms of active TB disease) and a negative
IGRA or TST (i.e., first step) dated within 90 days
before hire. The second TST may be performed
after the HCW starts working with patients.

The licensee's Tuberculosis: Care Staff policy
dated December 19, 2023, indicated, "The
Community will screen all care staff for
tuberculosis (TB) infection and disease, per state
regulations prior to the start of employment and
annually thereafter."

No further information was provided.

Minnesota Department of Health
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TIME PERIOD FOR CORRECTION: Twenty-one
(21) days
0 680| 144G.42 Subd. 10 Disaster planning and 0 680

SS=F | emergency preparedness

(a) The facility must meet the following
requirements:

(1) have a written emergency disaster plan that
contains a plan for evacuation, addresses
elements of sheltering in place, identifies
temporary relocation sites, and 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.

(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:

Based on interview and record review, the
licensee failed to maintain an emergency
preparedness (EP) plan with all the required
content as defined in Appendix Z. This had the
potential to affect all residents, staff, and visitors.
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This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious injury, impairment, or death), and
was issued at a widespread scope (when
problems are pervasive or represent a systemic
failure that has affected or has potential to affect
a large portion or all of the residents).

The findings include:

The licensee's Emergency Preparedness plan
last reviewed on July 5, 2024, lacked evidence of
the following required content:

- strategies for addressing facility and
community-based risks (evacuation plans,
staffing, surges/shortages, back-up plans);

- names and contact information;

- process for EP collaboration with local, tribal,
regional and State and Federal;

- subsistence needs for staff and residents;

- procedures for tracking of staff and patients;
- policies and procedures including evacuation;
- policies and procedures for sheltering;

- policies and procedures for medical documents;
- policies and procedures for volunteers;

- arrangement with other facilities;

- emergency official contact information;

- primary and alternative means for
communication;

- methods for sharing information;

- sharing information on occupancy and needs;
- long-term care family notifications;

- emergency preparation and testing
requirements and;

- quarterly review of missing resident.

On February 10, 2025, at 10:45 a.m., licensed
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assisted living director/ clinical nurse supervisor
(LALD/CNS)-C stated they did review the missing
resident policy twice a year, but they did not do
documentation of the review and stated "missing
resident policy is reviewed twice a year, my
problem is | do not document. | did not do any
documentation.”

On February 10, 2025, at 12:20 p.m.,
LALD/CNS-C stated the consultant took
everything out of the EP binder and put it
somewhere else and then it disappeared.
LALD/CNS-C stated they were aware they were
missing some required contents from the EP plan
and purchased new manual from different
company to correct the EPP.

The licensee's Emergency Preparedness policy,
dated February 24, 2022, indicated the licensee
will have an identified plan in place to assure the
safety and well-being of residents and staff during
periods of an emergency or disaster that disrupts
services.

The licensee's Missing Resident Policy dated
February 24, 2022, indicated the missing resident
procedure will be reviewed by the director and
clinical nurse supervisor at lease quarterly.

Minnesota Administrative Rule 4659.0110, Subp
4. dated August 11, 2021, indicated the assisted
living director and clinical nurse supervisor must
review the missing person plan at least quarterly
and document any changes to the plan.

No further information was provided.

TIME PERIOD FOR CORRECTION: Twenty-one
(21) days
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0 730] 144G .43 Subd. 3 Contents of resident record 0730
SS=F

Contents of a resident record include the
following for each resident:

(1) identifying information, including the resident's
name, date of birth, address, and telephone
number:;

(2) the name, address, and telephone number of
the resident's emergency contact, legal
representatives, and designated representative;
(3) names, addresses, and telephone numbers of
the resident’'s health and medical service
providers, if known;

(4) health information, including medical history,
allergies, and when the provider is managing
medications, treatments or therapies that require
documentation, and other relevant health
records:;

(5) the resident's advance directives, if any;

(6) copies of any health care directives,
guardianships, powers of attorney, or
conservatorships;

(7) the facility's current and previous
assessments and service plans;

(8) all records of communications pertinent to the
resident’'s services;

(9) documentation of significant changes in the
resident's status and actions taken in response to
the needs of the resident, including reporting to
the appropriate supervisor or health care
professional;

(10) documentation of incidents involving the
resident and actions taken in response to the
needs of the resident, including reporting to the
appropriate supervisor or health care
professional;

(11) documentation that services have been
provided as identified in the service plan;

(12) documentation that the resident has received
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and reviewed the assisted living bill of rights;
(13) documentation of complaints received and
any resolution;

(14) a discharge summary, including service
termination notice and related documentation,
when applicable; and

(15) other documentation required under this
chapter and relevant to the resident's services or
status.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to document provided services for
two of two residents (R1, R2) in resident records
as required.

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:

R1
R1 was admitted to the licensee on September
20, 2023. R1's diagnosis included schizophrenia.

R1's Exhibit 2: Service Plan dated September 20,
2023, indicated R1 received services for
dressing, oral care, bathing, shampoo, shaving,
nail care, skin care, foot care, plate set up, verbal
encouragement to eat, verbal reminders to take
medication, medication administration, weekly
blood pressure, and laundry.
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R1's Services Charting Sheet from February 1,
2025, through February 7, 2025, lacked the
following documentation for services provided
during multiple shifts:

- 1 of 7 scheduled services for daily reminders for
oral care:

- 5 of 7 scheduled services for daily reminders for
shampoo;

- 7 of 7 scheduled services for daily reminders for
shaving;

- 7 of 7 scheduled services for daily reminders for
nail care;

- 7 of 7 scheduled services for daily reminders for
foot care:

- 3 of 7 scheduled services for daily reminders for
skin care; and

- 13 of 21 scheduled services for assistance with
meal plate set-up.

R2

R2 was admitted to the licensee on March 13,
2023. R2's diagnoses included functional
cognitive disability, vision loss, and
cerebrovascular accident.

R2's Exhibit 2: Service Plan dated March 13,
2023, indicated R2 received services for
dressing, oral care, bathing, shampoo, shaving,
nail care, skin care, plate set up, verbal
reminders to take medication, medication
administration, weekly blood pressure, and
laundry.

R2's Services Charting Sheet from February 1,
2025, through February 7, 2025, lacked the
following documentation for services provided
during multiple shifts:

- 4 of 7 scheduled services for daily reminders for
clothing;
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- 4 of 7 scheduled services for daily reminders for

oral care;

- 4 of 7 scheduled services for daily reminders for

shampoo;

- 4 of 7 scheduled services for daily reminders for

shaving;

- 4 of 7 scheduled services for daily reminders for

nail care;

- 4 of 7 scheduled services for daily reminders for
skin care; and

- 13 of 21 scheduled services for assistance with
meal plate set-up.

On February 12, 2025, at 11:50 a.m., licensed
assisted living director/ clinical nurse supervisor
(LALD/CNS)-C stated they were aware staff had
not documented services on certain days.
LALD/CNS-C further stated they would do an
iInvestigation and provide retraining to the staff
providing care as needed.

The Licensee's Verbal Reminders for
Medications, Treatments, and Exercises policy
dated February 24, 2022, indicated home health
aides will document in the clinical record the
provision of verbal reminders to resident for
medication, treatments, and exercises.

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

0775 144G.45 Subd. 2. (a) Fire protection and physical | 0775
SS=F | environment

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

This MN Requirement is not met as evidenced
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STATE FORM 6899 2EXC11 If continuation sheet 26 of 75



PRINTED: 03/18/2025

FORM APPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: | COMPLETED
A. BUILDING:
36234 B. WING 02/13/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3835 SARATOGA LANE NORTH
GENEROUS HOME CARE SERVICES
PLYMOUTH, MN 55441
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
0 775 | Continued From page 26 0775
by:

Based on observation and interview, the licensee
failed to provide egress windows in compliance
with Minnesota State Fire Code in Minnesota
Rules chapter 7511. This deficient condition had
the ability to affect all staff and 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, 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:

On January 14, 2025, from 10:15 a.m. to 10:50
a.m., the surveyor toured the facility with licensed

assisted living director/clinical nurse supervisor
(LALD/CNS)-C. The following was observed.

On resident rooms 4 and 5 there were hasp locks
installed on the outside of the resident room
doors. LALD/CNS-C stated that the residents had
installed the hasp locks because they wanted
them. The hasp locks were removed from the
resident room doors during survey.

Doors shall be openable from the egress side
without special knowledge tools or effort.

LALD/CNS-C indicated that the designated
smoking area was located outside the service
door to the garage in the back yard. There was
no ashtray in the area, and cigarette butts were
being discarded onto the ground.
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Cigarettes shall be discarded into a sturdy
noncombustible ashtray placed on a sturdy
surface.

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

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

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

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

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

(i) 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 smoke alarms that functioned
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and were interconnected so that the actuation of
one alarm caused all alarms in the dwelling unit
to actuate. This deficient condition had the ability
to affect all staff and 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, 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:

On February 11, 2025, from 10:15 a.m. to 10:50
a.m., the surveyor toured the facility with licensed
assisted living director/clinical nurse supervisor
(LALD/CNS)-C. Survey staff asked O/HM-B to
Initiate a test of the smoke alarms throughout the
facility.

Upon testing, it was found that none of the smoke
alarms in the facility were interconnected. All
smoke alarms only sounded locally. LALD/CNS-C
stated that they had tested the smoke alarms the
day prior and they were interconnected.
LALD/CNS-C stated that they were not sure why
the smoke alarms were not interconnected.

All dwelling units required to have multiple smoke
alarms are required to have interconnected
alarms so activation of one alarm activates all
alarms within the dwelling unit.

TIME PERIOD FOR CORRECTION: Two (2)
days
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0 790| 144G.45 Subd. 2 (a) (2-3) Fire protection and 0790

SS=F | physical environment

(2) install and maintain portable fire extinguishers
In accordance with the State Fire Code;

(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 and interview, the licensee
failed to maintain the portable fire extinguishers.
This deficient condition had the potential to affect
all staff, residents, 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 November 18, 2024, from 11:40 a.m. to 12:30
p.m., the surveyor toured the facility with
owner/housing manager (O/HM)-B.

The portable fire extinguishers throughout the
facility lacked records to show monthly visual
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inspections were complete.

The dial on the fire extinguisher next to the
kKitchen indicated that the fire extinguisher was
empty. The fire extinguisher was also missing the
retention band to hold the safety pin in place.

TIME PERIOD FOR CORRECTION: Seven (7)
days

0 810| 144G.45 Subd. 2 (b-f) Fire protection and 0810
SS=F | physical environment

(b) Each assisted living facility shall develop and
maintain fire safety and evacuation plans. The
plans shall include but are not limited to:

(1) location and number of resident sleeping
rooms;

(2) staff actions to be taken in the event of a fire
or similar emergency;

(3) fire protection procedures necessary for
residents; and

(4) procedures for resident movement,
evacuation, or relocation during a fire or similar
emergency including the identification of unique
or unusual resident needs for movement or
evacuation.

(c) Staff of assisted living facilities shall receive
training on the fire safety and evacuation plans
upon hiring and at least twice per year thereafter.
(d) Fire safety and evacuation plans shall be
readily available at all times within the facility.
(e) Residents who are capable of assisting in
their own evacuation shall be trained on the
proper actions to take in the event of a fire to
Include movement, evacuation, or relocation. The
training shall be made available to residents at
least once per year.

(f) Evacuation drills are required for staff twice
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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 interview, and record review, the
licensee failed to develop the fire safety and
evacuation plan with the required content and
provide the required training and drills. This had
the potential to directly affect all 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 potential to affect a large portion or all of
the residents).

The findings include:

On February 11, 2025, licensed assisted living
director/clinical nurse supervisor (LALD/CNS)-C
provided documents on the fire safety and
evacuation plan (FSEP), fire safety and
evacuation training, and evacuation drills for the
facility.

FIRE SAFETY AND EVACUATION PLAN:
The licensee's FSEP, titled "Fire Safety", dated
August 1, 2021, failed to include the following:

The FSEP included standard employee
procedures but failed to provide specific
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employee actions to take in the event of a fire or
similar emergency relative to the facility's building
layout and environmental risks. The provided
FSEP was from a third-party provider and had not
been updated to the specific facility.

The FSEP did not identify specific fire protection
actions for residents. There was no section in the
policy that addressed the responsibilities or basic
evacuation procedures that residents should
follow in case of a fire or similar emergency.

The FSEP included standard resident evacuation
procedures but failed to provide specific
procedures for resident movement and
evacuation or relocation during a fire or similar
emergency including individualized unique needs
of residents. The plan included instructions to
evacuate residents but did not include any
procedures for assisting residents during
evacuation nor did it include instructions for staff
to follow in case of relocation.

TRAINING:

The licensee failed to provide evacuation training
to residents at least once per year. LALD/CNS-C
lacked documentation showing any training was
offered or training was scheduled for a future date
for residents on the fire safety and evacuation
plan.

The licensee failed to provide training to
employees on the FSEP upon hire and at least
twice per year. LALD/CNS-C stated that all the
employee training is done through Educare and
not on the facilities FSEP. No other training
documentation was provided.

TIME PERIOD FOR CORRECTION: Twenty-one
(21) days
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01290| 144G.60 Subdivision 1 Background studies 01290
SS=D | required

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

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

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure a background study was
submitted and received in affiliation with the
assisted living license for one of nine employees
(unlicensed personnel (ULP)-E).

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-E was hired on January 29, 2022, to provide
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direct cares and services to residents.

The licensee's NetStudy 2.0 employee roster
(web-based system for submitting background
study requests to the Department of Human
Services (DHS)), which the licensee accessed
and printed on February 10, 2025, indicated
ULP-E was affiliated under the licensee's
pervious health facility identification number
(HFID) #34867. ULP-E's record lacked evidence
the licensee submitted a background study for
ULP-E under the current assisted living license
and affiliated to the current HFID #36234.

On February 10, 2025, at 12:51 p.m., licensed
assisted living director/clinical nurse supervisor
(LALD/CNS)-C stated they were able to transfer
all employees to the new HFID, but they were
unable to transfer ULP-E. LALD/CNS-C stated
they would contact DHS to resolve the issue.

The licensee's Recruitment and Hiring Policy,
dated February 24, 2022, indicated the licensee's
employee may enter their own background study
demographics information using the facility
identification number provided and results of
background study will be maintained in
employee's personnel file.

No further information was provided.

TIME PERIOD FOR CORRECTION: Two (2)
days

01500, 144G.63 Subd. 5 Required annual training 01500
SS=D
(a) All staff that perform direct services must
complete at least eight hours of annual training
for each 12 months of employment. The training
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may be obtained from the facility or another
source and must include topics relevant to the
provision of ass<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>