DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of AIl Minnesotans

Electronically Delivered
December 29, 2025

Licensee

Golden Nest LLC

1918 19th Avenue Northeast
Minneapolis, MN 55418

RE: Project Number(s) SL27473016
Dear Licensee:

On November 13, 2025, 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 August 15, 2025.
This follow-up survey determined your facility had not corrected all of the state correction orders
iIssued pursuant to the August 15, 2025 survey.

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

DOCUMENTATION OF ACTION TO COMPLY

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

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

We urge you to review these orders carefully. If you have questions, please contact Casey DeVries
at 651-201-5917.

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,

An equal opportunity employer. Letter ID: 8GKP Revised 04/14/2023
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\M\\&fw‘s

Casey DeVries, Supervisor

State Evaluation Team

Email: Casey.DeVries@state.mn.us

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

CLN
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Minnesota Department of Health
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{0 000}/ Initial Comments {0 000}
AT TENTION Minnesota Department of Health is
documenting the State Correction Orders
ASSISTED LIVING PROVIDER FOLLOW UP using federal software. Tag numbers have
SURVEY WITH RE-ISSUE OF ORDERS been assigned to Minnesota State
Statutes for Assisted Living Facilities. The
INITIAL COMMENTS assigned tag number appears in the
far-left column entitled "ID Prefix Tag.” The
SL27473016-1 state Statute number and the
corresponding text of the state Statute out
On November 12, 2025, through November 13, of compliance is listed in the "Summary
2025, the Minnesota Department of Health Statement of Deficiencies” column. This
conducted a follow-up survey at the above column also includes the findings which
provider to follow-up on orders issued pursuant to are in violation of the state requirement
a survey completed on August 15, 2025. At the after the statement, "This Minnesota
time of the survey, there were 23 residents requirement is not met as evidenced by."
receiving services under the Assisted Living Following the evaluators' findings is the
license. As a result of the follow-up survey, the Time Period for Correction.

following orders were issued and/or reissued.
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.

{0470} 144G .41 Subdivision 1 Minimum requirements {0 470}
SS=F

(11) develop and implement a staffing plan for

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

STATE FORM 6899 2VvV8U12 If continuation sheet 1 of 9
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A. BUILDING: COMPLETED
R
B. WING 11/13/2025

NAME OF PROVIDER OR SUPPLIER

1918 19TH AVENUE NE
MINNEAPOLIS, MN 55418

GOLDEN NEST LLC

STREET ADDRESS, CITY, STATE, ZIP CODE

determining its staffing level that:

() Includes an evaluation, to be conducted at
least twice a year, of the appropriateness of
staffing levels in the facility;

(1) 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

(1) 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:

() awake;

(1) 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:

(1lf) 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 develop and
Implement a written staffing plan that included an
evaluation completed by the clinical nurse
supervisor (CNS) (as indicated in Minnesota
Administrative Rule 4659.0180). The licensee
falled to ensure the staffing plan was posted for
residents, staff, and visitors to review as required.
This had the potential to affect all residents, staff,
and visitors.

Minnesota Department of Health
STATE FORM

6899

2V8U12

(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)
{0470} | Continued From page 1 {0 470}

If continuation sheet 2 of 9



PRINTED: 12/29/2025

FORMAPPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: _ COMPLETED
A. BUILDING:
R
27473 B. WING 11/13/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1918 19TH AVENUE NE
GOLDEN NEST LLC
MINNEAPOLIS, MN 55418
(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)
{0470} | Continued From page 2 {0470}

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

The findings include:

On November 12, 2025, at 10:35 a.m., the
surveyor requested the licensee's staffing plan
from CNS-Q. CNS-Q stated they had never
developed or signed a staffing plan and if a
staffing plan was located, it was developed under
the previous CNS who no longer worked for
licensee.

On November 12, 2025, at 10:37 a.m., licensed
assisted living director (LALD)-D stated licensee's
staffing plan was stored in a different location of
the facility and they would retrieve it. LALD-D left
the lower level where the surveyor and CNS-Q
were speaking and went to the main level.
LALD-D returned within one minute with the
licensee’s daily schedule which had been posted
at the main entrance of the facility. LALD-D
provided the licensee's staffing policy and daily
schedule and stated the documents were the
licensee's staffing plan.

No staffing plan was developed and implemented
by a CNS which addressed the required content

of a staffing plan per Minnesota Administrative
Rule 4659.0180.

The licensee's Staffing policy dated April 13,

Minnesota Department of Health

STATE FORM

6899

2V8U12
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requirements; required food services

(a) Except as provided in paragraph (b), food
must be prepared and served according to the
Minnesota Food Code, Minnesota Rules, chapter
4626.

(b) For an assisted living facility with a licensed
capacity of ten or fewer residents:

(1) notwithstanding Minnesota Rules, part
4626.0033, item A, the facility may share a
certified food protection manager (CFPM) with
one other facility located within a 60-mile radius
and under common management provided the
CFPM is present at each facility frequently
enough to effectively administer, manage, and
supervise each facility's food service operation;
(2) notwithstanding Minnesota Rules, part
4626.0545, item A, kick plates that are not
removable or cannot be rotated open are allowed
unless the facility has been issued repeated
correction orders for violations of Minnesota
Rules, part 4626.1565 or 4626.1570;

(3) notwithstanding Minnesota Rules, part
4626.0685, item A, the facility i1s not required to
provide integral drainboards, utensil racks, or
tables large enough to accommodate soiled and
clean items that may accumulate during hours of
operation provided soliled items do not
contaminate clean items, surfaces, or food, and
clean equipment and dishes are air dried in a
manner that prevents contamination before

Minnesota Department of Health
STATE FORM

6899

2V8U12
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{0470} | Continued From page 3 {0470}
2023, indicated a CNS would develop and
Implement a staffing plan to address the needs of
the residents, which included the reasonably
foreseeable needs of each resident.
No further information was provided.
{0 480} 144G.41 Subdivision 1 Subd. 1a (a-b) Minimum | {0 480}
SS=F
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SUMMARY STATEMENT OF DEFICIENCIES
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{0 480)

{01440}
SS=D

Continued From page 4

storage;

(4) notwithstanding Minnesota Rules, part
4626.1070, item A, the facility is not required to
Install a dedicated handwashing sink in its
existing kitchen provided it designates one well of
a two-compartment sink for use only as a
handwashing sink;

(5) notwithstanding Minnesota Rules, parts
4626.1325, 4626.1335, and 4626.1360, item A,
existing floor, wall, and ceiling finishes are
allowed provided the facility keeps them clean
and in good condition;

(6) notwithstanding Minnesota Rules, part
4626.1375, shielded or shatter-resistant
lightbulbs are not required, but if a light bulb
breaks, the facility must discard all exposed food
and fully clean all equipment, dishes, and
surfaces to remove any glass particles; and

(/) notwithstanding Minnesota Rules, part
4626.1390, toilet rooms are not required to be
provided with a self-closing door.

This MN Requirement Is not met as evidenced
by:

144G .62 Subd. 4 Supervision of staff providing
delegated nurs

(a) Staff who perform delegated nursing or
therapy tasks must be supervised by an
appropriate licensed health professional or a
registered nurse according to the assisted living
facility's policy where the services are being
provided to verify that the work is being
performed competently and to identify problems
and solutions related to the staff person's ability

Minnesota Department of Health

STATE FORM

{0 480}

{01440}

6899

2V8U12

Not reviewed during this survey.

If continuation sheet 5 of 9



Minnesota Department of Health

PRINTED: 12/29/2025

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

27473

FORMAPPROVED
(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A. BUILDING: COMPLETED
R
B. WING 11/13/2025

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

to perform the tasks. Supervision of staff
performing medication or treatment
administration shall be provided by a registered
nurse or appropriate licensed health professional
and must include observation of the staff
administering the medication or treatment and the
Interaction with the resident.

(b) The direct supervision of staff performing
delegated tasks must be provided within 30
calendar days after the date on which the
Individual begins working for the facility and first
performs the delegated tasks for residents and
thereafter as needed based on performance. This
requirement also applies to staff who have not
performed delegated tasks for one year or longer.

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure a registered nurse (RN)
conducted direct supervision of staff performing a
delegated task within 30 days of providing

services for one of six unlicensed personnel
(ULP)-A).

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-A was hired on June 17, 2025, to provide
assisted living services to residents.

Minnesota Department of Health

STATE FORM

6899

2V8U12
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Continued From page 6

ULP-A's Home health Aide Medication
Competency Evaluation and Additional Home
Health Aide Competency Evaluation Skills
documents both dated August 22, 2025, indicated
ULP-A was trained, found competent, and was
delegated nursing task from a RN.

ULP-A's record lacked evidence a RN completed
a 30-day supervision of ULP-A performing
delegated nursing tasks.

On November 12, 2025, at 1:00 p.m., clinical
nurse supervisor (CNS)-Q stated the licensee
was aware ULPs required a 30-day supervision
visit for delegated nursing tasks. CNS-Q stated
ULP-A worked weekends only and CNS-Q had a
difficult time coordinating time to complete the
30-day supervision but was aware the supervision
was required.

The licensee's Supervision: Unlicensed Staff
policy dated August 1, 2021, indicated direct
supervision of ULPs who performed delegated
tasks would be completed and documented within

30 days.

No further information was provided.

144G .64 (a) (1-2) Training in Dementia, Mental
lliness, and De-

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

(1) supervisors of direct-care staff must have at
least eight hours of initial training on dementia
topics specified under paragraph (b), clauses (1)
to (5), and two hours of initial training on mental
Illness and de-escalation topics specified under

Minnesota Department of Health
STATE FORM

{01440}

{01530}

6899

2V8U12
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paragraph (b), clauses (6) to (8), within 120
working hours of the employment start date.
Supervisors must have at least two hours of
training on topics related to dementia and one
hour of training on topics related to mental illness
and de-escalation for each 12 months of
employment thereafter;

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

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the license
falled to provide two hours of initial training on
mental illness and de-escalation for employees
hired prior to July 1, 2025, for one of six
unlicensed personnel ((ULP)-A).

Minnesota Department of Health

STATE FORM

6899

2V8U12

GOLDEN NEST LLC
MINNEAPOLIS, MN 55418
(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)
{01530} | Continued From page 7 {01530}

If continuation sheet 8 of 9



Minnesota Department of Health

PRINTED: 12/29/2025

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

27473

FORMAPPROVED
(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A. BUILDING: COMPLETED
R
B. WING 11/13/2025

NAME OF PROVIDER OR SUPPLIER

1918 19TH AVENUE NE

STREET ADDRESS, CITY, STATE, ZIP CODE

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident’'s health or safety, but was not likely to
cause serious Injury, impairment, or death), and
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-A was hired on June 17, 2025, to provide
assisted living services to residents.

ULP-A's Orientation Checklist dated June 17,
2025, was Identified by clinical nurse supervisor
(CNS)-Q as ULP-A's list of completed orientation
documentation ULP-A had received since they
were hired. The checklist lacked identification
ULP-A received any orientation or training related
to mental iliness requirements.

On November 12, 2025, at 1:00 p.m., CNS-Q
stated the licensee had been actively training all
employees on mental illness training, but ULP-A's
training had not been completed and documented
yet. CNS-Q stated the licensee was aware all
staff were required to have the two hours of
mental iliness training completed by July 1, 2025,
but the licensee had not completed all the training
yet.

The licensee lacked a policy to address the
required mental iliness training requirements.

No further information was provided.

Minnesota Department of Health
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m DEPARTMENT
i OF HEALTH

Protecting, Maintaining and Improving the Health of AIll Minnesotans

Electronically Delivered
September 12, 2025

Licensee

Golden Nest LLC

1918 19th Avenue Northeast
Minneapolis, MN 55418

RE: Project Number(s) SL27473016
Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on August 15, 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 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 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 S500 per violation, in addition to any enforcement mechanism authorized in
§ 144G.20;

Level 3: a fine of $1,000 per incident, in addition to any enforcement mechanism
authorized in § 144G.20;

Level 4: a fine of $3,000 per incident, in addition to any enforcement mechanism authorized in
§ 144G.20;

Level 5: a fine of $5,000 per violation, 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



Golden Nest LLC
September 12, 2025
Page 2

St - 0 - 0420 - 144g.40 Subdivision 1 - Responsibility For Housing And Services - $1,000.00
St -0-0470 - 144g.41 Subdivision 1 - Minimum Requirements - $1,000.00

St - 0 - 0495 - 144g.41 Subdivision. 1 (13) - Minimum Requirements - $1,000.00

St - 0-0775 - 144g.45 Subd. 2. (a) - Fire Protection And Physical Environment - $3,000.00
St - 0-0810 - 144g.45 Subd. 2 (b-F) - Fire Protection And Physical Environment - $1,000.00
St - 0 - 0820 - 144g.45 Subd. 2 (g) - Fire Protection And Physical Environment - $1,000.00
St -0-1290 - 144g.60 Subdivision 1 - Background Studies Required - $1,000.00

St -0-1420 - 144g.62 Subd. 2 - Delegation Of Assisted Living Services - $1,000.00
St-0-1620 - 144g.70 Subd. 2 (c-E) - Initial Reviews, Assessments, And Monitoring - $1,000.00
St-0-1750 - 144g.71 Subd. 7 - Delegation Of Medication Administration - $1,000.00

St - 0-1950 - 144g.72 Subd. 4 - Administration Of Treatments And Therapy - $1,000.00

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, the total amount you are
assessed is $13,000.00. 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 I|dentify how the area(s) of noncompliance was corrected related to the
resident(s)/employee(s) identified in the correction order.

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

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

CORRECTION ORDER RECONSIDERATION PROCESS

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

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

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



Golden Nest LLC
September 12, 2025
Page 3

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
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,

m\\k\mn

Casey DeVries, Supervisor

State Evaluation Team

Email: Casey.DeVries@state.mn.us

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

HHH
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documenting the State Correction Orders
ASSISTED LIVING PROVIDER LICENSING using federal software. Tag numbers have
CORRECTION ORDER(S) been assigned to Minnesota State
Statutes for Assisted Living Facilities. The
In accordance with Minnesota Statutes, section assigned tag number appears in the
144G.08 to 144G.95, these correction orders are far-left column entitled "ID Prefix Tag." The
Issued pursuant to a survey. state Statute number and the
corresponding text of the state Statute out
Determination of whether violations are corrected of compliance is listed in the "Summary
requires compliance with all requirements Statement of Deficiencies" column. This
provided at the Statute number indicated below. column also includes the findings which
When Minnesota Statute contains several items, are in violation of the state requirement
failure to comply with any of the items will be after the statement, "This Minnesota
considered lack of compliance. requirement is not met as evidenced by."
Following the evaluators' findings is the
INITIAL COMMENTS: Time Period for Correction.
SL27473016-0 PLEASE DISREGARD THE HEADING OF
THE FOURTH COLUMN WHICH
On August 11, 2025, through August 15, 2025, STATES,"PROVIDER'S PLAN OF
the Minnesota Department of Health conducted a CORRECTION." THIS APPLIES TO
full survey at the above provider and the following FEDERAL DEFICIENCIES ONLY. THIS
correction orders are issued. At the time of the WILL APPEAR ON EACH PAGE.
survey, there were 22 residents all of whom
received services under the Assisted Living THERE IS NO REQUIREMENT TO
Facility license. SUBMIT A PLAN OF CORRECTION FOR
VIOLATIONS OF MINNESOTA STATE
An immediate correction order was identified on STATUTES.
August 11, 20295, issued for SL27473016-0, tag
identification 1290. During the survey, the THE LETTER IN THE LEFT COLUMN IS
licensee took action to mitigate the immediate USED FOR TRACKING PURPOSES AND
risk. However, noncompliance remained, and the REFLECTS THE SCOPE AND LEVEL
scope and level remain unchanged. ISSUED PURSUANT TO 144G.31
SUBDIVISION 1-3.
An immediate correction order was identified on
August 12, 2025, issued for SL27473016-0, tag
identification 0470. During the survey, the
licensee took action to mitigate the immediate
Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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risk. However, noncompliance remained, and the
scope and level remain unchanged.

An immediate correction order was identified on
August 13, 2025, issued for SL27473016-0, tag
identification 1620. During the survey, the
licensee did not take sufficient action to mitigate
the immediate risk.

An immediate correction order was identified on
August 14, 2025, issued for SL27473016-0, tag
identification 0495. During the survey, the
licensee did not take sufficient action to mitigate
the immediate risk.

An immediate correction order was identified on
August 14, 2025, issued for SL27473016-0, tag
iIdentification 1750. During the survey, the
licensee did not take sufficient action to mitigate
the immediate risk.

An immediate correction order was identified on
August 15, 2025, issued for SL27473016-0, tag
identification 1420. During the survey, the
licensee did not take sufficient action to mitigate
the immediate risk.

An immediate correction order was identified on
August 15, 2025, issued for SL27473016-0, tag
identification 0775. During the survey, the
licensee did not take sufficient action to mitigate
the immediate risk.

An immediate correction order was identified on
August 15, 2025, issued for SL274/73016-0, tag
identification 0820. During the survey, the
licensee did not take sufficient action to mitigate
the immediate risk.

An immediate correction order was identified on

Minnesota Department of Health
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August 15, 2025, issued for SL27473016-0, tag
identification 1820. During the survey, the
licensee did not take sufficient action to mitigate
the immediate risk.

An immediate correction order was identified on
August 15, 2025, issued for SL27473016-0, tag
identification 1950. During the survey, the
licensee did not take sufficient action to mitigate
the immediate risk.

0 115 144G.10 Subd. 2 Licensure categories 0115
SS=F
(a) The categories in this subdivision are
established for assisted living facility licensure.
(1) The assisted living facility category is for
assisted living facilities that only provide assisted
living services.

(2) The assisted living facility with dementia care
category is for assisted living facilities that
provide assisted living services and dementia
care services. An assisted living facility with
dementia care may also provide dementia care
services in a secured dementia care unit.

(b) An assisted living facility that has a secured
dementia care unit must be licensed as an
assisted living facility with dementia care.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to obtain an assisted
living facility with dementia care license when the
licensee provided dementia care services, and
utilized a lock to secure an area of the facility so
residents could not exit the locked door without
removing the eye hook lock at the top of the door.
This had the potential to affect all residents in the
lower level of the facility.

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

The findings include:

The facility received an assisted living facility
license effective August 1, 2021, for a capacity of
24 residents. The licensee most recently renewed
their application in April 2025 and had a renewed
license granted effective June 1, 2025.

On August 13, 2025, at approximately 10:35 a.m.,
the surveyor asked unlicensed personnel (ULP)-B
who was sitting in the dining room with residents,
to go in R1 and R2's room along with surveyor.
After the surveyor and ULP-B went in the
resident's room together, when the surveyor tried
to leave the unit, the surveyor noted the door to
exit the unit to another area of the building was
locked with a black hook and eye lock which was
installed at 69 inches from the finished floor. The
surveyor inquired to ULP-B why the door was
locked and ULP-B stated they locked the door
because R6 has tried to leave without staff
supervision in the past.

On August 13, 2025, at approximately 3:45 p.m.,
the surveyor went upstairs to return to the
above-mentioned unit and was unable to enter as
the door was locked from the other side. ULP-K
opened the door for the surveyor. ULP-K stated
they locked the door because they were changing

Minnesota Department of Health
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a resident who required two persons assist and
so that R6 did not exit during that time.

On August 13, 2025, at 1:41 p.m., licensed
assisted living director (LALD)-D and clinical
nurse supervisor (CNS)-C stated R6 wanders,
which was why the door was locked. LALD-D
stated the licensee also used a camera/monitor
so they could watch R6 after-hours. LALD-D
stated R6 was never left alone and always
needed one to one supervision. When asked,
LALD-D state they did not think R6 needed a
secure care facility but did need continuous one
on one supervision.

R6's Resident Assessment dated, July 17, 2025,
iIncluded a section labeled Vulnerability which
iIndicated, "[R6] has a dx [diagnosis] of late onset
Alzheimer/dementia Staff will provide supervision
and monitoring 24/7."

The licensee was previously cited for the same
deficient practice following an initial full survey
conducted September 19, 2022, through
September 21, 2022.

The licensee's Unsafe Assisted Living Situations
policy dated, August 1, 2021, indicated, "It is the
responsibility of [Licensee] to assess the level of
safety in an assisted living care plan, and
wherever possible resolve safety concerns. The
process will ensure that the staff has taken
adequate steps to consider both the resident's
autonomy (right to make decisions) and the need

for the assisted living facility to act benevolently
(do good)."

No further information was provided.

TIME PERIOD FOR CORRECTION: Two (2)
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days

0 420| 144G.40 Subdivision 1 Responsibility for housing | 0420
SS=l| and services

The facility is directly responsible to the resident
for all housing and service-related matters
provided, irrespective of a management contract.
Housing and service-related matters include but
are not limited to the handling of complaints, the
provision of notices, and the initiation of any
adverse action against the resident involving
housing or services provided by the facility.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to provide sufficient
management, control, and operation of the
housing and services provided by the assisted
living facility. This had the potential to affect all
residents.

This practice resulted in a level three violation (a
violation that harmed a resident's health or safety
or a violation that had the potential to cause more
than minimal harm to the resident) 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 had an assisted living license,
effective August 1, 2021. The licensee most
recently renewed their application in April 2025
and had a renewed license granted effective June
1, 2025.

Minnesota Department of Health
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The licensee's (renewal) "Application for Assisted
Living License”, section titled "Official Verification
of Owner or Authorized Agent", (page four and
five of the application), identified an affirmative
checkmark next to the statement, "l declare that,
as the owner or authorized agent, | attest that |
have read Minn. Stat. chapter 144G, and
Minnesota Rules, chapter 4659, governing the
provision of assisted living facilities, and
understand as the licensee | am legally
responsible for the management, control, and
operation of the facility, regardless of the
existence of a management agreement or
subcontract.”

Another checkmark was noted at the statement,
"l have examined this application and all
attachments, and checked the above boxes
indicating my review and understanding of
Minnesota Statutes, Rules, and requirements
related to assisted living licensure. To the best of
my knowledge and believe, this information is
true, correct and complete. | will notify MDH, in
writing, of any changes to this information as
required.”

Page six was electronically signed by the owner
on April 18, 2025.

As a result of this survey, the following orders
were issued under tag identification numbers
0115, 0470, 0480, 0495, 0550, 0570, 0650, 0660,
0680, 0775, 0810, 0820, 0830, 0910, 0970, 1290,
1360, 1410, 1420, 1440, 1530, 1560, 1620, 1640,
1750, 1790, 1810, 1820, 1830, 1870, 1950, 1960,
2410, and 3090, which indicated the licensee's
understanding of the Minnesota statutes were
limited, or not evident for compliance with
Minnesota Statutes, section 144G.01 to 144G.95.
Minnesota Department of Health
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TIME PERIOD FOR CORRECTION: Twenty-one
(21) days

0470] 144G.41 Subdivision 1 Minimum requirements 0470
SS=|
(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;

(i) 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:

(i) 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 sufficient

Minnesota Department of Health
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staffing to meet the needs of two of two residents
(R1, R2) who required two-person transfers with
a mechanical lift.

This practice resulted in a level three violation (a
violation that harmed a resident's health or safety,
or a violation that had the potential to cause more
than minimal harm to the resident) 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 lacked sufficient staffing to meet R1
and R2's needs on a 24-hour basis as required by
the resident assessment and service plan.

The licensee's current staffing plan dated October
17, 2023, indicated the licensee had two staff
present for all three meals and two staff present
for all transfers for activities of daily living (ADLS)
for non-ambulatory residents. The plan indicated
the staffing requirements included two direct care
staff for morning shift, two direct care staff for
evening shift, and one awake and one on-call
staff person for night shift.

The licensee's staffing schedule dated August 11
through August 17, 2025, indicated unlicensed
personnel (ULP)-F was a back-up staff for
overnight shift (10:00 p.m., to 7:00 a.m.,) on the
following days: August 11, 12, 14, 15, 16 and 17.
The staffing schedule did not indicate a backup
staff for August 13. ULP-F was listed to work the
overnight shift on August 17, 2025, and ULP-F
was also listed as the back-up staff on the same
day. The licensee's undated employee roster only
had one person by the ULP-F's name.

Minnesota Department of Health
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R1

R1's diagnoses included hemiplegia,
hyperlipidemia, mild cognitive impairment,
dementia, hypertension, and diabetes mellitus.

R1's service plan, dated April 25, 2025, indicated
R1 required a two-person assist for all transfers.
The service plan read "Back up staff plan each
night shift staff on call for assist with transfers as
needed."

R1's 90-day nursing reassessment form, dated
June 19, 2025, indicated R1 was totally
dependent and required an assist of two persons
for transfer with a mechanical lift. The
assessment also indicated the resident would
require two persons assist to safely evacuate
during an emergency.

R2

R2's diagnoses included type 2 diabetes mellitus,
hyperlipidemia, unspecified dementia without
behavioral disturbance, altered mental status,
and adult failure to thrive.

R2's service plan, dated November 15, 2024,
indicated R2 required a two-person assist for all
transfers. The service plan read "Back up staff
plan each night shift staff on call for assist with
transfers as needed.”

R2's 90-day nursing reassessment form, dated
June 26, 2025, indicated R2 required an assist of
two persons for transfer with a mechanical lift.
The assessment also indicated the resident
would require two persons assist to safely
evacuate during an emergency.

On August 11, 2025, at approximately 11:00 a.m.,

Minnesota Department of Health
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during the entrance conference, licensed assisted
living director (LALD)-D stated one (unlicensed

personnel) ULP was scheduled to work the night
shift from 10:00 p.m., to 7:00 a.m.

On August 12, 2025, at 11:44 a.m., ULP-E stated
there was one person scheduled to work
overnight and directed the surveyor to the daily
schedule posted on the wall which indicated two
ULPs and one lead staff for 1st shift, two ULPs
for 2nd shift, and one ULP for 3rd shift.

On August 12, 2025, at 12:19 p.m., clinical nurse
supervisor (CNS)-C stated they had one ULP
scheduled for overnight with another ULP who
lives close by if needed.

On August 12, 2025, at 12:25 p.m., licensed
assisted living director (LALD)-D stated they had
one staff scheduled for overnight. LALD-D stated
In case of an emergency they had three staff who
lived five minutes away from the facility who could
come in and help.

Minnesota Administrative Rule 4659.0180 Subp.
5., read. "Direct-care staff availability.

A minimum of two direct-care staff must be
scheduled and available to assist at all times
whenever a resident requires the assistance of
two direct-care staff for scheduled reasonably
foreseeable and unscheduled needs, as reflected
In the resident's assessments and service plan."

The licensee's staffing policy revised April 13,
2023, read "At least two (2) home health aides
will be scheduled and available for residents
requiring the assistance of two home health aides
for scheduled and reasonably foreseeable
unscheduled needs as reflected in the
assessment and service plan."

Minnesota Department of Health
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No further information was provided.

TIME PERIOD FOR CORRECTION: Immediate

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

(a) Except as provided in paragraph (b), food
must be prepared and served according to the
Minnesota Food Code, Minnesota Rules, chapter
4626.

(b) For an assisted living facility with a licensed
capacity of ten or fewer residents:

(1) notwithstanding Minnesota Rules, part
4626.0033, item A, the facility may share a
certified food protection manager (CFPM) with
one other facility located within a 60-mile radius
and under common management provided the
CFPM is present at each facility frequently
enough to effectively administer, manage, and
supervise each facility's food service operation;
(2) notwithstanding Minnesota Rules, part
4626.0545, item A, kick plates that are not
removable or cannot be rotated open are allowed
unless the facility has been issued repeated
correction orders for violations of Minnesota
Rules, part 4626.1565 or 4626.1570;

(3) notwithstanding Minnesota Rules, part
4626.0685, item A, the facility is not required to
provide integral drainboards, utensil racks, or
tables large enough to accommodate soiled and
clean items that may accumulate during hours of
operation provided soiled items do not
contaminate clean items, surfaces, or food, and
clean equipment and dishes are air dried in a
manner that prevents contamination before
storage;

(4) notwithstanding Minnesota Rules, part

Minnesota Department of Health
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4626.1070, item A, the facility is not required to
iInstall a dedicated handwashing sink in its
existing kitchen provided it designates one well of
a two-compartment sink for use only as a
handwashing sink;

(5) notwithstanding Minnesota Rules, parts
4626.1325, 4626.1335, and 4626.1360, item A,
existing floor, wall, and ceiling finishes are
allowed provided the facility keeps them clean
and in good condition;

(6) notwithstanding Minnesota Rules, part
4626.1375, shielded or shatter-resistant
lightbulbs are not required, but if a light bulb
breaks, the facility must discard all exposed food
and fully clean all equipment, dishes, and
surfaces to remove any glass particles; and

(7) notwithstanding Minnesota Rules, part
4626.1390, toilet rooms are not required to be
provided with a self-closing door.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure food was
prepared and served according to the Minnesota
Food Code.

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

The findings include:
Minnesota Department of Health
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Please refer to the document titled, Food and
Beverage Establishment Inspection Report
(FBEIR) dated August 11, 2025, for the specific
Minnesota Food Code violations. The Inspection
Report was provided to the licensee within 24
hours of the inspection.

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

0 495/ 144G.41 Subdivision. 1 (13) Minimum 0 495
SS=l| Requirements

(13) provide staff access to an on-call registered
nurse 24 hours per day, seven days per week.

This MN Requirement is not met as evidenced
by:

Based on observation and interview, the licensee
failed to ensure that a registered nurse was
available on-call 24 hours a day, seven days per
week. This had the potential to affect all residents
and staff of the facility.

This practice resulted in a level three violation (a
violation that harmed a resident's health or safety,
or a violation that had the potential to cause more
than minimal harm to the resident) 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 August 11, 2025, at 10:30 a.m., during the
entrance conference, licensed assisted living
director (LALD)-D stated clinical nurse supervisor

Minnesota Department of Health
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(CNS)-C was currently performing the role of the
clinical nurse supervisor for the licensee.

On August 13, 2025, at 11:07 a.m., previous
clinical nurse supervisor (P/CNS)-G stated if
residents requested a PRN (as needed)
medication on the overnight shift, the staff called
LALD-D, and sometimes LALD-D would go in and
administer the medication.

On August 13, 2025, 11:36 a.m., CNS-C stated
she was not hired to be on-call. CNS-C verbalized
she found out from LALD-D during the survey
entrance conference that she was supposed to
be on-call for the licensee. In addition, CNS-C
stated she was told by LALD-D, P/CNS-G was
still actively employed by the licensee and was
the on-call nurse for the licensee.

On August 13, 2025, at 11:44 a.m., P/CNS-G
stated, via phone, she was not currently
employed by the licensee but would occasionally
work at their other licensed location. P/CNS-G
stated since she was not on-call for the licensee
then there was no nurse on-call for the licensee
at this time. During this conversation, LALD-D
was also present and stated the employees
called her when there<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>