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

NOTICE OF PROVISIONAL EXTENSION AND CONDITIONAL LICENSE

Electronically Delivered

June 3, 2026

Licensee
Alliance Home & Care Provider
6676 Central Ave Northeast
Fridley, MN 55432

RE: Provisional Conditional License Number 420319
Health Facility Identification Number (HFID) 41618
Project Number(s) SL41618015-0

Dear Licensee:

The Minnesota  Department  of Health (MDH) completed  a survey on May 6, 2026, for the  purpose  of
assessing compliance with state  licensing statutes.  Based on the  survey results  you were  found not  to  be
in substantial  compliance with the  laws pursuant  to Minnesota  Statutes,  Chapter 144G.

As a result,  pursuant  to  Minn. Stat. § 144G.16, Subd. 3(b)(2), MDH is extending  the  provisional license for
90-days and applying conditions necessary  to  bring the  facility into substantial  compliance.  The provisional
lic ens e extens ion and conditions are  due to expire September  1, 2026.

STATE CORRECTION ORDERS
The enclosed  State  Form documents  the  state  correction  orders.  MDH documents  state  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 $500 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
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§ 144G.20.

MDH may assess  fines based  on the  level and scope  of the  orders  outlined  below. The total  amount  of
po te  ntia  l fines that  may be ass es sed rel ated  to thes e correc  tio n orders is $1,00 0. 00. MD H is not  imp osin g
these  fines against  your provisional  license  at  this  time.

0775 - 144g.45 Subd. 2. (a) - Fire Protection  And Physical Environment  - $1,000.00

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

DOCUMENTATION OF ACTION TO COMPLY
In acc ordanc e with Minn. Stat. § 14 4G .30, Subd. 5(c), the  provis ional lic ens ee  must doc um ent  actions
taken  to  comply with the  correction  orders  and immediately  correct  any reissued  orders  outlined  on the
state  form; howe ver, plans of correc  tio n are  not  re quired to  be subm itted  for approval. If corrections  are
not  made,  MDH may impose  fines as described  above  and  in accordance  with  Minnesota  Statutes  144G.

The correction  order  documentation  should include the  following:

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

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

· Identify what  changes  to  your systems  and practices  were  made  to  ensure  compliance with the
specific statute( s).

CORRECTION ORDER RECONSIDERATION PROCESS
In accordance  with Minn. Stat. § 144G.32, Subd. 2, you may challenge the  correction  order(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

CONDITIONAL LICENSE ISSUED:
MDH will issue Alliance Home & Care Provider a conditional provisional assisted  living facility license for
90 calendar  days from the  date  of this notice.  At an unannounced  point  in time,  within the  90 calendar
days, MDH will conduct  a follow-up survey, as defined  in Minn. Stat. § 144G.30, Subd. 6. Based on the
results  of the  follow-up survey, MDH will determine  if Alliance Home & Care Provider is in substantial
compliance.

The following conditions  apply on the  conditional provisional assisted  living facility license:

a. Health  Facil ity Co nstru  ctio n Permi t: Alliance Home & Care Provider, will contact
The Minnesota  Department  of Labor and Industry (MNDLI) or City with delegated
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authority  to  review and inspect  State  Licensed Facilities in accordance  with Minn.
Stat. § 326B.103, Subd. 13 and obtain  a construction  permit  for a health  facility. 
Within 21-days from the  date  of this notice,  Alliance Home & Care Provider, will
provide MDH with a copy of the  permit  obtained  from MNDLI or City with
delegated  authority.

b. Co nstru  ctio n Plan Sub mittal  Form fo r Assisted Li vin g Prov ide rs: Alliance Home &
Care Provider will submit  a Construction Plan Submittal Form, along with A PDF
copy of clear, legible, and dimensioned  final construction  plans detailing the
alteration  work to  MDH (health. assistedliving@state. mn.us) via email within
21-days of the  date  of this notice.

c. Genera  l Con tractor  : Alliance Home & Care Provider must  provide the  following to
Stephanie  Jones de Palma (stephanie. jones.de.palma@state. mn.us) via email
within 21-days of the  date  of this notice:

i. Name
ii. License Number
iii. Contact Information

d. Egress Win do w Requi rements:  Alliance Home & Care Provider will replace  at
least  one  window in occupied resident  sleeping rooms  #2 and #3, meeting  the
minimum size requirements.

i. Must have a minimum openable  width of no less than  20 inches
ii. Must have a minimum openable  height of no less than  20 inches
iii. Must have a total  openable  area  of no less than  648 square  inches (4.5

square  feet)
iv. Must have a windowsill height  of no more  than  48 inches from the  floor to

the  clear opening
v. All measurements  must  be achieved under  normal  operation  of opening

window without  the  use  of a key, tool  or special knowledge

RESULTS OF FOLLOW-UP EVALUATION DURING THE CONDITIONAL PROVISIONAL LICENSE PERIOD:
MDH will determine  if Alliance Home & Care Provider is in substantial  compliance based  on the  results  of
the  follow up survey. MDH will make this determination  within the  90-day conditional provisional license
period.  If MDH determines  Alliance Home & Care Provider is in substantial  compliance on the  follow up
survey, MDH will remove  the  conditions  and grant  the  assisted  living facility license to  Alliance Home &
Care Provider. If MDH determines  Alliance Home & Care Provider is not  in substantial  compliance, MDH
may deny the  license pursuant  to  Minn. Stat. § 144G.16, Subd. 3 (b) (2).

REQUEST FOR RECONSIDERATION:
Pursuant  to  Minn. Stat. §144G.16, Subd. 4, if a provisional licensee  whose  assisted  living facility license
has been  denied,  or extended  with conditions,  disagrees  with the  action  taken  against  the  provisional
license under  this section,  the  provisional licensee  may request  a reconsideration  no later  than  15
calendar  da ys afte r provis ional lic ens ee  re ceives noti ce of the  ac tion. This is your only ability to  request
a reconsideration  under  this  enforcement  action.
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To submit  a reconsideration  request,  please  visit:
https: / / forms.web. health. state. mn.us/ form/ HRDAppealsForm

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  Kelly Thorson directly at:  320-223-7336 or email at:
kelly.thorson@ state. mn.us.

Sincerely,

Rick Michals, J.D.
Executive Regional Operations  Manager

Minnesota  Department  of Health
Health Regulation  Division

JMD
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*****ATTENTION*****

ASSISTED  LIVING PROVIDER  LICENSING
CORRECTION  ORDER( S)

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

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

INITIAL COMMENTS:

Minnesota  Department  of Health  is
documenting  the  State  Licensing
Correction  Orders  using  federal  software.
Tag numbers  have  been  assigned  to
Minnesota  State  Statutes  for Assisted
Living License  Providers.  The  assigned
tag  number  appears  in the  far-left column
entitled  "ID Prefix  Tag." The  state  Statute
number  and  the  corresponding  text  of the
state  Statute  out  of compliance  is listed  in
the  "Summary  Statement  of Deficiencies"
column.  This  column  also  includes  the
findings  which  are  in violation of the  state
requirement  after  the  statement,  "This
Minnesota  requirement  is not  met  as
evidenced  by." Following  the  surveyors'
findings  is the  Time  Period  for Correction.

SL41618015

On  May 4, 2026,  through  May 6,  2026,  the
Minnesota  Department  of Health  conducted  a  full
survey  at  the  above  provider  and  the  following
correction  orders  are  issued.  At the  time  of the
survey,  there  were  4 residents;  4 receiving
services  under  the  Provisional  Assisted  Living
Facility license.

An immediate  correction  order  was  identified  on
May 05,  2026,  issued  for SL41618015- 0,  tag
identification  0775.

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
subd.  1,  2,  and  3.

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

0 480

(a)  Except  as  provided  in paragraph  (b), food
Minnesota  Department  of Health
LABORATORY DIRECTOR' S  OR  PROVIDER/ SUPPLIER  REPRESENTATIVE' S  SIGNATURE TITLE (X6) DATE

STATE FORM 6899  33PJ11 If continuation  sheet  1 of 30
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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
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

0 480

Minnesota  Department  of Health
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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.

0 480

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to ensure  food  was
prepared  and  served  according  to the  Minnesota
Food  Code.

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

The  findings  include:

Please  refer  to the  document  titled,  Food  and
Beverage  Establishment  Inspection  Report
(FBEIR)  dated  May 4,  2026,  for the  specific
Minnesota  Food  Code  violations.  The  Inspection
Report  was  provided  to the  licensee  within 24
hours  of the  inspection.

TIME PERIOD  FOR  CORRECTION:  Please  refer
Minnesota  Department  of Health
STATE FORM 6899 33PJ11  If continuation  sheet  3 of 30
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to the  FBEIR for any  compliance  dates.

0 480

0 650  144G. 42  Subd.  8 (a)  Staff  records
SS= F

(a)  The  facility must  maintain  current  records  of
each  paid  staff  member,  each  regularly
scheduled  volunteer  providing  services,  and  each
individual  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
qualifications,  responsibilities,  and  identification  of
staff  persons  providing  supervision;
(4) documentation  of annual  performance
reviews  that  identify areas  of improvement
needed  and  training  needs;
(5) for individuals  providing  assisted  living
services,  verification  that  required  health
screenings  under  subdivision  9 have  taken  place
and  the  dates  of those  screenings;  and
(6) documentation  of the  background  study  as
required  under  section  144. 057.

0 650

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to ensure  employee
records  contained  the  required  content  for one  of
two employees  (unlicensed  personnel  (ULP)-C).

This  practice  resulted  in a  level  two violation  (a
violation that  did not  harm  a  resident' s  health  or

Minnesota  Department  of Health
STATE FORM 6899 33PJ11 If continuation  sheet  4 of 30
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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 the  residents) .

0 650

The  findings  include:

ULP-C began  employment  on  December  3,  2025.

On  May 4, 2026,  at  12:05  p.m. , the  surveyor
observed  ULP-C administer  an  oral  medication
and  administer  insulin  to R2.

ULP-C's  employee  record  lacked  the  following:
- records  of competency  evaluations.

On  May 5, 2026,  at  10:25  a. m. , ULP-C stated  she
did get  trained  and  had  to demonstrate
competency  to the  nurse  for all medications  and
cares.

On  May 5, 2026,  at  10:30  a. m. , clinical nurse
supervisor  (CNS) -B stated  when  she  started,  she
had  all staff  demonstrate  medication
administration  and  cares  but  did not  fill out  the
paperwork  as  completely  as  she  should  have.

The  licensee' s  Employee  Records  policy dated
August  1,  2025,  indicated  employee  records  for
each  person  will include  verification  of completed
orientation  and  annual  training  and  competency
testing  as  required.

No further  information  was  provided.

TIME PERIOD  FOR  CORRECTION:  Twenty-One
Minnesota  Department  of Health
STATE FORM 6899 33PJ11 If continuation  sheet  5 of 30
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(21)  days

0 650

0 775  144G. 45  Subd.  2.  (a)  Fire  protection  and  physical  0 775
SS= I 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
by:
Based  on  observation  and  interview,  the  licensee
failed  to comply  with Minnesota  Fire  Code,
Minnesota  Rules  7511.  This  had  the  potential  to
directly  affect  two residents  and  staff.

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

The  findings  include:

EGRESS  WINDOWS  OCCUPIED  SLEEPING
ROOMS
On  May 5, 2026,  at  1:45  p.m. , the  surveyor  toured
the  facility with owner/ licensed  assisted  living
director  (O/LALD)-A. The  egress  windows  in
occupied  resident  sleeping  rooms  were  opened
by O/LALD-A and  measured  by the  surveyor.  The
egress  windows  in occupied  resident  bedrooms
two and  three  did not  meet  the  minimum
requirements  for safe  egress.
Egress  window measurements:

Minnesota  Department  of Health
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Occupied  bedroom  two - the  clear  open  area
window #1 measured  25  inches  width, 23. 125
inches  height,  with a  total  clear  area  of 578
square  inches,  window #2 measured  25. 5 inches
width, 22. 5 inches  height,  with a  total  clear  area
of 573  square  inches,  and  window #3 measured
26  inches  width, 23  inches  height,  with a  total
clear  area  of 598  square  inches.
Occupied  bedroom  three  - the  clear  open  area  of
the  window #1 measured  24. 25  inches  width,
25. 5 inches  height,  with a  total  clear  area  of 618
square  inches,  and  the  clear  open  area  of the
window #2 measured  23  inches  width, 27  inches
height,  with a  total  clear  area  of 634  square
inches.

0 775

One  window in each  resident  sleeping  room  must
meet  the  minimum  window opening  size  of at
least  20  inches  in width and,  a  minimum  height  of
20  inches,  with a  total  clear  area  of at  least  648
square  inches  (4.5 square  feet) .
During  the  facility tour  interview,  O/LALD-A
verified  the  egress  window measurements.

TIME PERIOD  FOR  CORRECTION:  Immediate

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

0 810

(b) Each  assisted  living facility shall  develop  and
maintain  fire safety  and  evacuation  plans.  The
plans  shall  include  but  are  not  limited to:
(1) location  and  number  of resident  sleeping
rooms;
(2) staff  actions  to be  taken  in the  event  of a  fire
or similar  emergency;
(3) fire protection  procedures  necessary  for
residents;  and

Minnesota  Department  of Health
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(4) procedures  for resident  movement,
evacuation,  or relocation  during  a  fire or similar
emergency  including  the  identification  of unique
or unusual  resident  needs  for movement  or
evacuation.
(c) Staff  of assisted  living facilities  shall  receive
training  on  the  fire safety  and  evacuation  plans
upon  hiring and  at  least  twice  per  year  thereafter.
(d) Fire  safety  and  evacuation  plans  shall  be
readily  available  at  all times  within the  facility.
(e)  Residents  who are  capable  of assisting  in
their  own evacuation  shall  be  trained  on  the
proper  actions  to take  in the  event  of a  fire to
include  movement,  evacuation,  or relocation.  The
training  shall  be  made  available  to residents  at
least  once  per  year.
(f) Evacuation  drills are  required  for staff  twice
per  year  per  shift with at  least  one  evacuation  drill
every  other  month.  Evacuation  of the  residents  is
not  required.  Fire  alarm  system  activation  is not
required  to initiate  the  evacuation  drill.

0 810

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  record  review,  and
interview,  the  licensee  failed  to ensure  the
physical  environment  of the  facility was
maintained  in compliance  with the  requirements
of Minnesota  Statute  144G.

This  practice  resulted  in a  level  two violation  (a
violation that  did not  harm  a  resident' s  health  or
safety  but  had  the  potential  to have  harmed  a
resident' s  health  or safety,  but  was  not  likely to
cause  serious  injury, impairment,  or death)  and
was  issued  at  a  pattern  scope  (when  more  than  a
limited number  of residents  are  affected,  more
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than  a  limited number  of staff  are  involved,  or the
situation  has  occurred  repeatedly;  but  is not
found  to be  pervasive) .

0 810

The  findings  include:

Please  refer  to the  document  titled,  Physical
Environment  Inspection  Report  (PEIR)  dated  May
5,  2026,  for the  specific  violations  related  the
physical  environment  under  Minnesota  Statute
144G.

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

0 900  144G. 50  Subdivision  1 Contract  required
SS= D

(a)  An assisted  living facility may  not  offer or
provide  housing  or assisted  living services  to any
individual  unless  it has  executed  a  written
contract  with the  resident.
(b) The  contract  must  contain  all the  terms
concerning  the  provision  of:
(1) housing;
(2) assisted  living services,  whether  provided
directly  by the  facility or by management
agreement  or other  agreement;  and
(3) the  resident' s  service  plan,  if applicable.
(c) A facility must:
(1) offer to prospective  residents  and  provide  to
the  Office  of Ombudsman  for Long-Term Care  a
complete  unsigned  copy  of its contract;  and
(2) give  a  complete  copy  of any  signed  contract
and  any  addendums,  and  all supporting
documents  and  attachments,  to the  resident
promptly  after  a  contract  and  any  addendum  has
been  signed.
(d) A contract  under  this  section  is a  consumer
contract  under  sections  325G. 29  to 325G. 37.

0 900
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(e)  Before  or at  the  time  of execution  of the
contract,  the  facility must  offer the  resident  the
opportunity  to identify a  designated  representative
according  to subdivision  3.

(f) The  resident  must  agree  in writing to
any  additions  or amendments  to the  contract.
Upon  agreement  between  the  resident  and  the
facility, a  new  contract  or an  addendum  to the
existing  contract  must  be  executed  and  signed.

0 900

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to execute  a  written
contract  with the  required  content  for one  of one
resident  (R1) .

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:

R1 admitted  to the  facility and  began  receiving
services  on  February  27,  2026.

On  May 4, 2026,  at  11:50  a. m. , the  surveyor
observed  unlicensed  personnel  (ULP)-C check
R1's  blood  glucose.

R1's  record  lacked  evidence  that  R1  or R1's
designated  representative  had  authenticated  a
written  contract  prior to R1  being  provided  with
assisted  living services  and  housing  from the
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licensee.

0 900

On  May 5, 2026,  at  11:15  a. m. , owner/ licensed
assisted  living director  (O/LALD)-A stated  R1' s
guardian  is extremely  busy,  and  they  had  an
appointment  set  for May 11, 2026,  to get
paperwork  signed.  They  did get  him to DocuSign
(electronic  signatures)  the  contract  and  service
plan  yesterday  (May 4,  2026)  but  R1  did not  have
a  contract  or service  plan  signed  before  the  start
of services.

The  licensee' s  undated  Signing  an  Assisted
Living Contract  policy indicated  when  a
prospective  resident  decides  to move  into [the
facility], a  signed  Assisted  Living contract  is
signed  and  received  by the  facility.

No further  information  was  provided.

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

01060  144G. 52  Subd.  9 Emergency  relocation
SS= F

(a)  A facility may  remove  a  resident  from the
facility in an  emergency  if necessary  due  to a
resident' s  urgent  medical  needs  or an  imminent
risk the  resident  poses  to the  health  or safety  of
another  facility resident  or facility staff  member.
An emergency  relocation  is not  a  termination.
(b) In the  event  of an  emergency  relocation,  the
facility must  provide  a  written  notice  that  contains,
at  a  minimum:
(1) the  reason  for the  relocation;
(2) the  name  and  contact  information  for the
location  to which  the  resident  has  been  relocated
and  any  new  service  provider;
(3) contact  information  for the  Office of

01060
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Ombudsman  for Long-Term Care  and  the  Office
of Ombudsman  for Mental  Health  and
Developmental  Disabilities;
(4) if known  and  applicable,  the  approximate  date
or range  of dates  within which  the  resident  is
expected  to return  to the  facility, or a  statement
that  a  return  date  is not  currently  known;  and
(5) a  statement  that,  if the  facility refuses  to
provide  housing  or services  after  a  relocation,  the
resident  has  the  right to appeal  under  section
144G. 54.  The  facility must  provide  contact
information  for the  agency  to which  the  resident
may  submit  an  appeal.
(c) The  notice  required  under  paragraph  (b) must
be  delivered  as  soon  as  practicable  to:
(1) the  resident,  legal  representative,  and
designated  representative;
(2) for residents  who receive  home  and
community- based  waiver  services  under  chapter
256S  and  section  256B. 49,  the  resident' s  case
manager;  and
(3) the  Office  of Ombudsman  for Long- Term Care
if the  resident  has  been  relocated  and  has  not
returned  to the  facility within four days.
(d) Following an  emergency  relocation,  a  facility's
refusal  to provide  housing  or services  constitutes
a  termination  and  triggers  the  termination  process
in this  section. currently  known;  and

01060

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  interview  and  record  review,  the
licensee  failed  to provide  a  written  notice  with
required  content  for an  emergency  relocation  for
one  of one  resident  (R1) .

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

01060

The  findings  include:

R1 was  admitted  and  started  receiving  services
on  February  27,  2026.

R1's  service  plan  dated  May 4, 2026,  indicated
R1 received  assistance  with activities  of daily
living, medication  administration,  treatments,
housekeeping,  and  laundry.

R1's  record  indicated  R1  admitted  to the  hospital
on  March  2,  2026,  and  returned  on  March  4,
2026.

R1's  record  lacked  a  written  notice  including:
- the  name  and  contact  information  for the
location  to which  the  resident  has  been  relocated
and  any  new  service  provider;
- contact  information  for the  Office  of
Ombudsman  for Long-Term Care;
- if known  and  applicable,  the  approximate  date
or range  of dates  within which  the  resident  is
expected  to return  to the  facility, or a  statement
that  a  return  date  is not  currently  known;  and
- a  statement  that,  if the  facility refuses  to provide
housing  or services  after  a  relocation,  the
resident  has  the  right to appeal  under  section
144G. 54.  The  facility must  provide  contact
information  for the  agency  to which  the  resident
may  submit  an  appeal.

On  May 5, 2026,  at  1:35  p.m. , owner/ licensed
assisted  living director  (O/LALD)-A stated  they  did
not  provide  a  written  notice  for emergency
relocation  for R1.
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The  licensee' s  Emergency  Relocation  policy
dated  August  1,  2025,  indicated  in the  event  of an
emergency  relocation,  [the  facility] will provide  a
written  notice  that  contains,  at  a  minimum  the
above  required  information.

No further  information  was  provided.

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

01530  144G. 64  (a)  (1-2) Training  in Dementia,  Mental
SS= F Illness,  and  De-

01530

(a)  All assisted  living facilities  must  meet  the
following dementia  care,  mental  illness,  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
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 (5),
and  two hours  of initial training  on  mental  illness
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
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another  staff  member  on  site  who has  completed
the  initial eight  hours  of training  on  topics  related
to dementia  and  the  initial two hours  of training  on
topics  related  to mental  illness  and  de- escalation
and  who can  act  as  a  resource  and  assist  if
issues  arise.  A trainer  of the  requirements  under
paragraph  (b) or a  supervisor  meeting  the
requirements  in clause  (1) must  be  available  for
consultation  with the  new  staff  member  until the
training  requirement  is complete.  Direct- care  staff
must  have  at  least  two hours  of training  on  topics
related  to dementia  and  one  hour  of training  on
topics  related  to mental  illness  and  de- escalation
for each  12  months  of employment  thereafter;

01530

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  interview  and  record  review,  the
licensee  failed  to ensure  a  supervisor  of direct
care  staff  received  the  required  2 hours  of initial
training  on  mental  illness  and  de- escalation  topics
effective  July  1,  2025,  within the  first 120  hours
worked  for one  of one  employee  (clinical nurse
supervisor  (CNS) -B). This  had  the  potential  to
affect  all residents  and  staff.

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

The  findings  include:
Minnesota  Department  of Health
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CNS- B began  employment  on  February  16,
2026,  to provide  nursing  services  to the  licensee' s
residents  and  to supervise  direct  care  staff.

CNS- B's  employee  record  showed
documentation  of 1 hour  of mental  illness-
de- escalation  techniques  and  communication
training  completed.

On  May 5, 2026,  at  1:50  p.m. , CNS- B stated  she
was  not  sure  why only one  hour  of mental  illness
training  was  assigned  and  completed  for herself.

No further  information  was  provided.

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

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

01620

(a)  Residents  who are  not  receiving  any  assisted
living services  shall  not  be  required  to undergo  an
initial nursing  assessment.
(b) An assisted  living facility shall  conduct  a
nursing  assessment  by a  registered  nurse  of the
physical  and  cognitive  needs  of the  prospective
resident  and  propose  a  temporary  service  plan
prior to the  date  on  which  a  prospective  resident
executes  a  contract  with a  facility or the  date  on
which  a  prospective  resident  moves  in, whichever
is earlier.  If necessitated  by either  the  geographic
distance  between  the  prospective  resident  and
the  facility, or urgent  or unexpected
circumstances,  the  assessment  may  be
conducted  using  telecommunication  methods
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based  on  practice  standards  that  meet  the
resident' s  needs  and  reflect  person- centered
planning  and  care  delivery.
(c) Resident  reassessment  and  monitoring  must
be  conducted  by a  registered  nurse:
(1) no  more  than  14  calendar  days  after  initiation
of services;
(2) as  needed  based  on  changes  in the  resident' s
needs;  and
(3) at  least  every  90  calendar  days.
(d) Sections  of the  reassessment  and  monitoring
in paragraph  (c) may  be  completed  by a  licensed
practical  nurse  as  allowed  under  the  Nurse
Practice  Act in sections  148. 171  to 148. 285.  A
registered  nurse  must  review  the  findings  as  part
of the  resident' s  reassessment.
(e)  For  residents  only receiving  assisted  living
services  specified  in section  144G. 08,  subdivision
9,  clauses  (1) to (5), the  facility shall  complete  an
individualized  initial review  of the  resident' s  needs
and  preferences.  The  initial review  must  be
completed  within 30  calendar  days  of the  start  of
services.  Resident  monitoring  and  review  must
be  conducted  as  needed  based  on  changes  in
the  needs  of the  resident  and  cannot  exceed  90
calendar  days  from the  date  of the  last  review.
(f) A facility must  inform the  prospective  resident
of the  availability of and  contact  information  for
long- term  care  consultation  services  under
section  256B. 0911,  prior to the  date  on  which  a
prospective  resident  executes  a  contract  with a
facility or the  date  on  which  a  prospective
resident  moves  in, whichever  is earlier.

01620

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview  and  record
review,  the  licensee  failed  to ensure  a  registered
nurse  (RN) conducted  a  change  of condition
assessment  for one  of one  resident  (R1).
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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)  and  was  issued  at  a
widespread  scope  (when  problems  are  pervasive
or represent  a  systemic  failure  that  has  affected
or has  the  potential  to affect  a  large  portion  or all
the  residents) .

The  findings  include:

R1 was  admitted  and  started  receiving  services
on  February  27,  2026.

R1's  service  plan  dated  May 4, 2026,  indicated
R1 received  assistance  with activities  of daily
living, medication  administration,  treatments,
housekeeping,  and  laundry.

R1's  record  indicated  R1  admitted  to the  hospital
on  March  2,  2026,  and  returned  on  March  4,
2026.

R1's  record  did not  include  a  change  of condition
assessment.

On  May 5, 2026,  at  12:12  p.m. , clinical nurse
supervisor  (CNS) -B stated  she  did not  think she
needed  to complete  a  return  from hospital
assessment  for R1.

The  licensee' s  Assessments,  Reviews,  and
Monitoring  policy dated  August  1,  2022,  indicated
ongoing  resident  reassessment  and  monitoring
must  be  conducted  as  needed  based  on  changes
in the  needs  of the  resident  and  cannot  exceed
90  calendar  days  from the  last  date  of the
assessment.  The  facility will conduct  a  nursing
assessment  during  a  holiday,  and  the  weekend
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for a  resident  who is ready  to be  discharged  from
the  hospital  and  return  to the  facility

01620

No additional  information  was  provided.

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

01640  144G. 70  Subd.  4 (a-e)  Service  plan,
SS= D implementation  and  revisions  to

01640

(a)  No later  than  14  calendar  days  after  the  date
that  services  are  first provided,  an  assisted  living
facility shall  finalize a  current  written  service  plan.
(b) The  service  plan  and  any  revisions  must
include  a  signature  or other  authentication  by the
facility and  by the  resident  documenting
agreement  on  the  services  to be  provided.  The
service  plan  must  be  revised,  if needed,  based  on
resident  reassessment  under  subdivision  2.  The
facility must  provide  information  to the  resident
about  changes  to the  facility's  fee  for services
and  how to contact  the  Office  of Ombudsman  for
Long-Term Care  and  the  Office  of Ombudsman
for Mental  Health  and  Developmental  Disabilities.
(c) The  facility must  implement  and  provide  all
services  required  by the  current  service  plan.
(d) The  service  plan  and  the  revised  service  plan
must  be  entered  into the  resident  record,
including  notice  of a  change  in a  resident' s  fees
when  applicable.
(e)  Staff  providing  services  must  be  informed  of
the  current  written  service  plan.

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to ensure  the  current
service  plan  included  a  signature  or other
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authentication  by the  licensee  or resident  to
document  agreement  on  the  services  to be
provided  for one  of one  resident  (R1) .

01640

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:
R1 admitted  to the  facility and  began  receiving
services  on  February  27,  2026.

On  May 4, 2026,  at  11:50  a. m. , the  surveyor
observed  unlicensed  personnel  (ULP)-C check
R1's  blood  glucose.

R1's  record  lacked  evidence  that  R1  or R1's
designated  representative  had  authenticated  a
written  service  plan  documenting  agreement  on
the  services  to be  provided  prior to R1  being
provided  with assisted  living services  and  housing
from the  licensee.

On  May 5, 2026,  at  11:15  a. m. , owner/ licensed
assisted  living director  (O/LALD)-A stated  R1' s
guardian  is extremely  busy,  and  they  had  an
appointment  set  for May 11, 2026,  to get
paperwork  signed.  They  did get  him to DocuSign
(electronic  signatures)  the  contract  and  service
plan  yesterday  (May 4,  2026)  but  R1  did not  have
a  contract  or service  plan  signed  before  the  start
of services.

The  licensee' s  Service  Plan  policy dated  August
Minnesota  Department  of Health
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1,  2025,  indicated  within 14  days  after  the  date
that  services  are  first provided  to a  resident,  [the
facility] will finalize  a  written  service  plan.  The
service  plan  and  any  revisions  shall  include  a
signature  or other  authentication  by [the  facility]
and  by the  resident,  or resident' s  representative,
documenting  agreement  on  the  services  to be
provided.

01640

No further  information  provided.

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

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

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

Minnesota  Department  of Health
STATE FORM 6899  33PJ11 If continuation  sheet  21  of 30



Minnesota  Department  of Health
STATEMENT OF  DEFICIENCIES
AND PLAN OF  CORRECTION

(X1) PROVIDER/ SUPPLIER/ CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

A. BUILDING: ______________________

PRINTED:  06/03/ 2026
FORM  APPROVED

(X3) DATE SURVEY
COMPLETED

41618 B. WING _____________________________ 05/06/2026

NAME OF  PROVIDER  OR  SUPPLIER

ALLIANCE HOME & CARE  PROVIDER

STREET  ADDRESS,  CITY, STATE, ZIP CODE

6676  CENTRAL  AVE NE
FRIDLEY, MN 55432

(X4) ID
PREFIX

TAG

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

REGULATORY OR  LSC  IDENTIFYING INFORMATION)

ID
PREFIX

TAG

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

CROSS- REFERENCED  TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE

DATE

01650  Continued  From  page  21

and
(iv) the  circumstances  in which  emergency
medical  services  are  not  to be  summoned
consistent  with chapters  145B  and  145C,  and
declarations  made  by the  resident  under  those
chapters.

01650

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to ensure  resident
service  plans  included  all the  required  content  for
one  of one  resident  (R1) .

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:

R1 admitted  to the  facility and  began  receiving
services  on  February  27,  2026.

On  May 4, 2026,  at  11:50  a. m. , the  surveyor
observed  unlicensed  personnel  (ULP)-C check
R1's  blood  glucose.

R1's  service  plan  dated  and  signed  May 4,  2026,
lacked  the  following:

-Fees  for the  services  to be  provided
-the  schedule  and  methods  of monitoring
assessments  of the  resident
-the  schedule  and  methods  of monitoring  staff
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providing  services
-a  contingency  plan  that  includes  the  action  to be
taken  if the  scheduled  service  cannot  be  provided
-the  names  and  contact  information  of persons
the  resident  wishes  to have  notified  in an
emergency  or if there  is significant  adverse
change  in the  resident' s  condition,  including
identification  of and  information  as  to who has
authority  to sign  for the  resident  in an  emergency
-circumstances  in which  emergency  medical
services  are  not  to be  summoned  consistent  with
chapters  145B  and  145C,  and  declarations  made
by the  resident  under  those  chapters

01650

On  May 6, 2026,  at  9:55  a. m. , clinical nurse
supervisor  (CNS) -B stated  she  was  not  aware  of
all the  requirements  of the  service  plan.

The  licensee' s  Service  Plan  policy dated  August
1,  2025,  indicated  the  service  plan  will include  the
above  missing  information.

No further  information  provided.

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

01790  144G. 71  Subd.  10  Medication  management  for
SS= F residents  who will

01790

(2) for unplanned  time  away,  when  the  pharmacy
is not  able  to provide  the  medications,  a  licensed
nurse  or unlicensed  personnel  shall  provide
medications  in amounts  and  dosages  needed  for
the  length  of the  anticipated  absence,  not  to
exceed  seven  calendar  days;
(3) the  resident  must  be  provided  written
information  on  medications,  including  any  special
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instructions  for administering  or handling  the
medications,  including  controlled  substances;  and
(4) the  medications  must  be  placed  in a
medication  container  or containers  appropriate  to
the  provider' s  medication  system  and  must  be
labeled  with the  resident' s  name  and  the  dates
and  times  that  the  medications  are  scheduled.
(b) For  unplanned  time  away  when  the  licensed
nurse  is not  available,  the  registered  nurse  may
delegate  this  task  to unlicensed  personnel  if:
(1) the  registered  nurse  has  trained  the
unlicensed  staff  and  determined  the  unlicensed
staff  is competent  to follow the  procedures  for
giving medications  to residents;  and
(2) the  registered  nurse  has  developed  written
procedures  for the  unlicensed  personnel,
including  any  special  instructions  or procedures
regarding  controlled  substances  that  are
prescribed  for the  resident.  The  procedures  must
address:
(i) the  type  of container  or containers  to be  used
for the  medications  appropriate  to the  provider' s
medication  system;
(ii) how the  container  or containers  must  be
labeled;
(iii) written  information  about  the  medications  to
be  provided;
(iv) how the  unlicensed  staff  must  document  in
the  resident' s  record  that  medications  have  been
provided,  including  documenting  the  date  the
medications  were  provided  and  who received  the
medications,  the  person  who provided  the
medications  to the  resident,  the  number  of
medications  that  were  provided  to the  resident,
and  other  required  information;
(v) how the  registered  nurse  shall  be  notified  that
medications  have  been  provided  and  whether  the
registered  nurse  needs  to be  contacted  before
the  medications  are  given  to the  resident  or the

01790
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designated  representative;
(vi) a  review  by the  registered  nurse  of the
completion  of this  task  to verify that  this  task  was
completed  accurately  by the  unlicensed
personnel;  and
(vii) how the  unlicensed  personnel  must
document  in the  resident' s  record  any  unused
medications  that  are  returned  to the  facility,
including  the  name  of each  medication  and  the
doses  of each  returned  medication.

01790

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  interview  and  record  review,  the
licensee  failed  to ensure  the  registered  nurse
(RN) developed  training  and  competencies  for
unlicensed  personnel  (ULP) providing
medications  to residents  for unplanned  time  away
from home  when  the  licensed  nurse  was  not
available  for one  of one  employee  (ULP-C).

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 the  residents) .

The  findings  include:

ULP-C began  employment  on  December  3,  2025,
to provide  direct  care  services  to the  licensee' s
residents.

ULP-C's  employee  record  lacked  documentation
of training  and  competencies  for unplanned  time
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away  when  the  RN was  not  available.

01790

On  May 6, 2026,  at  10:00  a. m. , clinical nurse
supervisor  (CNS) -B stated  ULP-C missing  the
training  and  competency  for providing
medications  to residents  for unplanned  times
away  was  an  oversight.

The  licensee' s  Medication  Management  -
Planned  and  Unplanned  Time Away policy dated
August  1,  2025,  indicated  for unplanned  time
away,  when  the  pharmacy  is not  able  to provide
the  medications,  a  licensed  nurse  or properly
trained  and  competency  tested  unlicensed
personnel  may  give  the  resident  or resident' s
representative  medications  in amounts  and
dosages  needed  for the  length  of the  anticipated
absence,  not  to exceed  seven  (7) calendar  days.

No further  information  provided.

TIME PERIOD  FOR  CORRECTION:  Seven  (7)
days

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

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

01880

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to ensure  medications
were  stored  according  to manufacturer' s
instructions  for the  medication  refrigerator.  This
had  the  potential  to affect  all residents  in the
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facility.

01880

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 the  residents) .

The  findings  include:

On  May 4, 2026,  at  12:30  p.m.  owner/ licensed
assisted  living director  (O/LALD)-A stated  they  do
not  have  a  temperature  log for their  medication
refrigerator,  they  just  did not  think about  it.

The  refrigerator  contained  one  Ozempic  pen,  11
Lantus  insulin  pens,  and  23  Novolog  insulin  pens.

The  manufacturer' s  instructions  for Ozempic,
Lantus,  and  Novolog  indicated  store  unopened
(not  in use)  refrigerate  at  36F- 46F.

The  licensee' s  Medication  Storage  policy dated
August  1,  2025,  indicated  when  medications  are
managed  and  stored  by [the  facility], medications
will be  kept  securely  locked  and  stored  per
manufacturer' s  directions.

No further  information  was  provided.

TIME PERIOD  TO CORRECT:  Seven  (7) days.

01940  144G. 72  Subd.  3 Individualized  treatment  or
SS= F therapy  managemen

01940
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For  each  resident  receiving  management  of
ordered  or prescribed  treatments  or therapy
services,  the  assisted  living facility must  prepare
and  include  in the  service  plan  a  written
statement  of the  treatment  or therapy  services
that  will be  provided  to the  resident.  The  facility
must  also  develop  and  maintain  a  current
individualized  treatment  and  therapy
management  record  for each  resident  which  must
contain  at  least  the  following:
(1) a  statement  of the  type  of services  that  will be
provided;
(2) documentation  of specific  resident  instructions
relating  to the  treatments  or therapy
administration;
(3) identification  of treatment  or therapy  tasks  that
will be  delegated  to unlicensed  personnel;
(4) procedures  for notifying a  registered  nurse  or
appropriate  licensed  health  professional  when  a
problem  arises  with treatments  or therapy
services;  and
(5) any  resident- specific  requirements  relating  to
documentation  of treatment  and  therapy
received,  verification  that  all treatment  and
therapy  was  administered  as  prescribed,  and
monitoring  of treatment  or therapy  to prevent
possible  complications  or adverse  reactions.  The
treatment  or therapy  management  record  must
be  current  and  updated  when  there  are  any
changes.

01940

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to develop  and
implement  a  treatment  or therapy  management
plan  to include  all required  content  for one  of one
resident  (R1) .

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

01940

The  findings  include:
R1 admitted  to the  facility and  began  receiving
services  on  February  27,  2026.

R1's  service  plan  dated  May 4, 2026,  indicated
R1 received  services  including  blood  glucose
monitoring.

On  May 4, 2026,  at  11:50  a. m. , the  surveyor
observed  unlicensed  personnel  (ULP)-C check
R1's  blood  glucose.

R1's  Treatment  and  Therapy  Plan  Assessment
dated  (as  of) March  2, 2026,  did not  indicate  R1
was  receiving  treatments  or therapies  to include
blood  glucose  monitoring.  The  treatment  and
therapy  plan  lacked  the  following requirements
regarding  these  treatments  or therapies:
- a  statement  of the  type  of services  that  will be
provided
-documentation  of specific  resident  instructions
relating  to the  treatments  or therapy
administration
-any  resident- specific  requirements  relating  to
documentation  of treatment  and  therapy  received,
verification  that  all treatment  and  therapy  was
administered  as  prescribed,  and  monitoring  of
treatment  or therapy  to prevent  possible
complications  or adverse  reactions.
On  May 6, 2026,  at  9:55  a. m. , clinical nurse
supervisor  (CNS) -B stated  she  was  not  aware  of
the  requirements  of a  treatment  or therapy
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management  plan.

01940

The  licensee' s  Treatment  & Therapy
Management  Plan  policy dated  August  5,  2025,
indicated  for each  resident  at  [the  facility]
receiving  management  of ordered  or prescribed
treatments  or therapy  services,  the  facility will
prepare  and  include  in the  service  plan  a  written
statement  of the  treatment  or therapy  services
that  will be  provided  to the  resident.  [The  facility]
will develop  and  maintain  a  current  individualized
treatment  and  therapy  management  record  for
each  resident  which  must  contain  at  least  the
following:
a.  A statement  of the  type  of services  that  will be

provided
b.  Documentation  of specific  resident  instructions

relating  to the  treatments  or therapy
administration
c.  Identification  of treatment  or therapy  tasks  that
will be  delegated  to unlicensed  personnel
d.  Procedures  for notifying a  registered  nurse  or
appropriate  licensed  health  professional  when  a
problem  arises  with treatments  or therapy
services
e.  any  resident  specific  requirements  relating  to
documentation  of treatment  and  therapy  received
f. Verification that  all treatment  and  therapy  was
administered  as  prescribed
g.  Monitoring  of treatment  or therapy  to prevent
possible  complications  or adverse  reactions.

No further  information  was  provided.

TIME PERIOD  FOR  CORRECTION:  Seven  (7)
days
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St Cloud District Office
Minnesota Department of Health
4140 Thielman Lane, Suite 101
St Cloud, MN 56301
Phone: 651-201-4500

Food & Beverage Inspection Report Page: 1

Establishment Info
Alliance Home & Care Provider
6676 Central Ave NE
Fridley, MN 55432
Anoka County
Parcel:

Phone:

License Info
License: HFID 41618

Risk:
License:
Expires on:
CFPM: Dennis O. Makiya
CFPM #: 122014; Exp: 02/01/2027

Inspection Info
Report Number: F1051261110
Inspection Type: Full - Single
Date: 5/4/2026 Time: 10:50:00 AM
Duration: 45 minutes
Announced Inspection: No
Total Priority 1 Orders: 0
Total Priority 2 Orders: 0
Total Priority 3 Orders: 1
Delivery: Emailed

New Order: 6-300 Physical Facility Numbers and Capacities
6-301.14A Priority Level: Priority 3 CFP#: 10
MN Rule 4626.1457 Provide a sign or poster at all handwashing sinks used by food employees that notifies them to wash
their hands.
COMMENT:
AT THE TIME OF INSPECTION, THERE IS NO EMPLOYEE HANDWASHING SIGN IN THE MAIN FLOOR RESTROOM.
Comply By: 5/4/2026 Originally Issued On: 5/4/2026

Food & Beverage General Comment

MET WITH THE NURSE EVALUATOR, WENDY ROBARGE.

DISCUSSED THE FOLLOWING WITH THE MANAGER, MARIAMA:

EMPLOYEE ILLNESS LOG
VOMIT CLEAN-UP PROCEDURES
HANDWASHING & GLOVE USE/DISPOSAL
NOROVIRUS

IN THE KITCHEN, THERE IS A HIGH TEMPERATURE DISHWASHER, STONE MATERIAL COUNTERTOPS WITH
HOLLOW BASES, LUXURY VINYL PLANK FLOORS, MDH WOODEN CABINETS, AND POPCORN TEXTURE CEILING.

NOTE: All new food equipment must meet the applicable standards of the American National Standards Institute (ANSI). Plans
and specifications must be submitted for review and approval prior to new construction, remodeling or alterations.

I  acknowledge receipt of the St Cloud District Office inspection report number F1051261110 from 5/4/2026

Mariama
Manager

Kai Yang,
Public Health Sanitarian 1
320-640-3532
kai.yang@state.mn.us



St Cloud District Office
Minnesota Department of Health
4140 Thielman Lane, Suite 101
St Cloud, MN 56301

Temperature Observations/Recordings Page: 1

Establishment Info
Alliance Home & Care Provider
Fridley
County/Group: Anoka County

Inspection Info
Report Number: F1051261110

Inspection Type: Full
Date: 5/4/2026

Time: 10:50:00 AM

Food Temperature: Product/Item/Unit: HONEY HAM; Temperature Process: Cold-Holding
Location: Upright Cooler at 40 Degrees F.
Comment:
Violation Issued?: No

Food Temperature: Product/Item/Unit: SLICED AMERICAN CHEESE; Temperature Process: Cold-Holding
Location: Upright Cooler at 41 Degrees F.
Comment:
Violation Issued?: No



Physical Environment Inspection Report
ENGINEERING | ASSISTED LIVING

Project No: SL41618015-0

Facility Name: Alliance Home and Care Provider

Facility Address: 6676 Central Avenue NE, Fridley, MN 55432

Date: May 5, 2026

�  TAG IDENTIFICATION: 0775

SCOPE/ SEVERITY: Level 3; Widespread TIME PERIOD OF CORRECTION: Immediate

1. Each assisted living facility must comply with the provisions of the Minnesota State Fire Code (MSFC) in
Minnesota Rules chapter 7511. [Minn. Stat. 144G.45 subd. 2]

2. Lighted matches, cigarettes, cigars or other burning objects shall not be discarded in such a manner
that could cause ignition of other combustible material. [Minn. Stat. 144G.45 subd. 2; MSFC 310.7]

Comments:
- Burnt cigarettes had been disposed of in the landscaping below the patio in the designated smoking
area at the front of the building.
- Burnt cigarettes were discarded inside a plastic planter containing potting soil and in the window well
containing dry leaves and trash on the side of the building.
Improper disposal of smoking materials creates a fire hazard.

3. Open junction boxes and open-wiring splices shall be prohibited. Approved covers shall be provided for
all switch and electrical outlet boxes. [Minn. Stat. 144G.45 subd. 2; MSFC 604.6]

Comments:
- There was an uncovered electrical junction box hanging loose in the basement mechanical room.
- There was an open blank space in the electrical panel installed on the wall in the basement recreation
room.
Electrical systems shall be maintained to prevent accidental contact with live electrical components by
the building occupants.

�  TAG IDENTIFICATION: 0810

Project Number: SL41618015-0
Facility Name: Alliance Home and Care Provider Date: May 5, 2026

Page | 1



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

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

Comments: Numbers were not posted at the resident bedroom doors. The emergency evacuation floor
plans displayed in the facility identified each resident bedroom with a number label. Resident bedroom
numbers are required to be posted and correspond with the number labels on the emergency
evacuation floor plans to provide efficient communication for exiting in the event of a fire or similar
emergency.

2. Each assisted living facility shall develop and maintain fire safety and evacuation plans (FSEP) that
include fire protection procedures necessary for residents. [Minn. Stat. 144G.45 subd.2]

Comments: The licensee failed to develop site specific fire safety and evacuation instructions for
residents evident by the lack of these procedures in the plan. The licensee stated these instructions had
been developed by the consultant they had been working with and most likely had not been printed out
when the binder was created.

Project Number: SL41618015-0
Facility Name: Alliance Home and Care Provider Date: May 5, 2026
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