DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of AIl Minnesotans

Electronically Delivered
March 10, 2026

Licensee

Global Case Management LLC
5231 Buchanan Street Northeast
Fridley, MN 55421

RE: Project Number SL33614016-0
Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on February 5, 2026, for the
purpose of evaluating and assessing compliance with state licensing statutes. At the time of the
survey, MDH noted violations of the laws pursuant to Minnesota Statute, Chapter 144G, Minnesota
Food Code, Minnesota Rules Chapter 4626, Minnesota Statute 626.5572 and/or Minnesota Statute
Chapter 260E.

MDH concludes the licensee is in substantial compliance. State law requires the facility must take
action to correct the state correction orders and document the actions taken to comply in the
facility's records. The Department reserves the right to return to the facility at any time should the
Department receive a complaint or deem it necessary to ensure the health, safety, and welfare of
residents in your care.

STATE CORRECTION ORDERS

The enclosed State Form documents the state correction orders. MDH documents state licensing
correction orders using federal software. Tag numbers are assigned to Minnesota state statutes for
Assisted Living Facilities. The 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
isted 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;
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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:

St - 0-0510 - 144g.41 Subd. 3 - Infection Control Program - $500.00

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

appeal.

DOCUMENTATION OF ACTION TO COMPLY
In accordance with Minn. Stat. § 144G.30, Subd. 5(c), the licensee must document actions taken to
comply with the correction orders within the time period outlined on the state form; however, plans

of correction are not required to be submitted for approval.
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 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.

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

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

including the level and scope, and any fine assessed through the correction order reconsideration
process. The request for reconsideration must be in writing and received by MDH within 15 calendar

days of the correction order receipt date.

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

REQUESTING A HEARING

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

If you have any questions, please contact me.

Sincerely,

;Z\ Qlﬂ Llia./\’\%’i S3B<

Kelly Thorson, Supervisor

State Evaluation Team

Email: Kelly.Thorson@state.mn.us

Telephone: 320-223-7336 Fax: 1-866-890-9290

HHH
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0 000| Initial Comments 0 000
AT TENTION Minnesota Department of Health is
documenting the State Correction Orders
ASSISTED LIVING PROVIDER LICENSING using federal software. Tag numbers have
CORRECTION ORDER(S) been assigned to Minnesota State
Statutes for Assisted Living Facilities. The
In accordance with Minnesota Statutes, section assigned tag number appears in the far
144G .08 to 144G.95, these correction orders are left column entitled "ID Prefix Tag.” The
Issued pursuant to a survey. state Statute number and the
corresponding text of the state Statute out
Determination of whether violations are corrected of compliance is listed in the "Summary
requires compliance with all requirements Statement of Deficiencies” column. This
provided at the Statute number indicated below. column also includes the findings which
When Minnesota Statute contains several items, are in violation of the state requirement
fallure to comply with any of the items will be after the statement, "This Minnesota
considered lack of compliance. requirement is not met as evidenced by."
Following the evaluators ' findings Is the
INITIAL COMMENTS: Time Period for Correction.
SL33614016-0 PLEASE DISREGARD THE HEADING OF
THE FOURTH COLUMN WHICH
On February 2, 2026, through February 5, 20206, 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 three residents; three
receiving services under the Assisted Living THERE IS NO REQUIREMENT TO
Facility license. SUBMIT A PLAN OF CORRECTION FOR
VIOLATIONS OF MINNESOTA STATE
STATUTES.
THE LETTER IN THE LEFT COLUMN IS
USED FOR TRACKING PURPOSES AND
REFLECTS THE SCOPE AND LEVEL
ISSUED PURSUANT TO 144G.31
SUBDIVISION 1-3.
0 345 144G.30 Subd. 5. (¢)(2), (d) Correction orders 0 345
SS=C
(c)(2) make available, in a manner readily

(X6) DATE

STATE FORM 6899
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accessible to residents and others, including
provision of a paper copy upon request, the most
recent plan of correction documenting the actions
taken by the facility to comply with the correction
order.

(d) After the plan of correction is made available
under paragraph (c), clause (2), the facility must
provide a copy of the facility's most recent plan of
correction to any individual who requests it. A
copy of the most recent plan of correction must
be provided within 30 days after the request and
In a format determined by the facility, except the
facility must make reasonable accommodations
In providing the plan of correction in another
format, including a paper copy, upon request.

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to develop a written plan of
correction (POC) documenting the actions taken
by the licensee to address correction orders

Issued for the licensee's survey completed
December 12, 2023.

This practice resulted in a level one violation (a
violation that has no potential to cause more than
a minimal impact on the resident and does not
affect health or safety) and was issued at a
widespread scope (when problems are pervasive
or represent a systemic failure that has affected
or has the potential to affect a large portion or all
the residents).

On January 8, 2024, the licensee was provided
with the results of their survey along with the form
2567 (a form on which citations are documented
with findings of the survey).

Minnesota Department of Health
STATE FORM 6899 362Y 11 If continuation sheet 2 of 30
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On February 3, 2026, at 11:58 a.m., the surveyor
requested a copy of the licensee's documented
POC related to the previous survey. Licensed
assisted living director (LALD)-A stated the POC
was located at their office location and
administrator (A)-B would forward it via emaill.
Surveyor requested POC again on February 4,
2026, at 10:23 a.m., and February 5, 2026, at
10:22 a.m. POC was not received.

No further information provided.

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

0 510, 144G.41 Subd. 3 Infection control program 0510
SS=F
(a) All assisted living facilities must establish and
maintain an infection control program that
complies with accepted health care, medical, and
nursing standards for infection control.

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

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

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to establish and
maintain an effective infection control program to
comply with accepted health care, medical, and
nursing standards for infection control and current
recommendations for hand hygiene. This had the

Minnesota Department of Health
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potential to affect all the licensee’s residents,
staff, and visitors.

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

The findings include:

On February 2, 2026, at 1:03 p.m., the surveyor
observed unlicensed personnel (ULP)-C perform
medication administration for R3. ULP-C
gathered a pre-filled Genoah (pharmacy) bubble
pack that contained R3's medications from the
medication cart. She placed the medications into
the plastic cup and entered R3's private room.
ULP-C provided a glass of juice and the
medication cup to R3. R3 took her medications
and returned the plastic cup and empty glass to
ULP-C to discard. ULP-C walked to the kitchen,
gathered a plate of unwrapped cookies, and
returned to R3's room to deliver them. ULP-C
exited R3's room without performing hand
hygiene at any point during R3's medication
administration.

On February 2, 2026, at 1:07 p.m., ULP-C stated
she did not wash her hands before or after
medication administration. She stated she was
trained to wash hands and wear gloves when
making lunch or handling any food. ULP-C stated,
'l was wearing gloves when | put the cookies on
the plate".

On February 4, 2026, at 10:34 a.m., clinical nurse

Minnesota Department of Health
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supervisor (CNS)-D stated staff are trained to
wash hands when administering medications.
She stated, "they should wash their hands before,
after, and in-between If needed, and wear
gloves”.

The Center of Disease Control (CDC) Core
Infection Prevention and Control Practices
regarding hand hygiene dated November 29,
2022, recommends healthcare personnel should
use an alcohol-based rub or wash with soap and
water for the following clinical indications:
Immediately before touching a patient, before
performing aseptic task or handling invasive
medical devices, before moving from work on a
soiled body site to a clean body site on the same
patient, after touching a patient or the patient's
Immediate environment, after contact with blood,
body fluids, or contaminated services, and
Immediately after glove removal.

The licensee's Infection Control policy dated May
26, 2020, indicated hands should be washed at
the following times:

- before assisting with medications

- before and after treatments

- after removing gloves

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (/)
days

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

Each assisted living facility must comply with the
State Fire Code in Minnesota Rules, chapter
/911, and:

Minnesota Department of Health
STATE FORM 6899 362Y 11 If continuation sheet 5 of 30
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This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure the physical
environment of the facility was maintained in
compliance with the requirements of Minnesota
Statute 144G.

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

The findings include:

Please refer to the document titled, Physical
Environment Inspection Report (PEIR) dated
February 3, 2026, for the specific violations
related the physical environment under Minnesota
Statute 144G.

TIME PERIOD FOR CORRECTION: SEVEN (7)
days

0 950| 144G .50 Subd. 3 Designation of representative 0 950
SS=C
(a) Before or at the time of execution of an
assisted living contract, an assisted living facility
must offer the resident the opportunity to identify
a designated representative in writing in the
contract and must provide the following verbatim
notice on a document separate from the contract:

Minnesota Department of Health
STATE FORM 6899 362Y 11 If continuation sheet 6 of 30
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"RIGHT TO DESIGNATE A REPRESENTATIVE
FOR CERTAIN PURPOSES.

You have the right to name anyone as your
"Designated Representative.” A Designated
Representative can assist you, receive certain
Information and notices about you, including
some information related to your health care, and
advocate on your behalf. A Desighated
Representative does not take the place of your
guardian, conservator, power of attorney
("attorney-in-fact”), or health care power of
attorney ("health care agent"), if applicable.”

(b) The contract must contain a page or space for
the name and contact information of the
designated representative and a box the resident
must initial if the resident declines to name a
desighated representative. Notwithstanding
subdivision 1, paragraph (f), the resident has the
right at any time to add, remove, or change the
name and contact information of the designated
representative.

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure the assisted living
contract included the designation of
representative statutory language for three of
three residents (R1, R2, and R3).

This practice resulted in a level one violation (a
violation that will cause only minimal impact on
the resident and does not affect health or safety)
and was Issued at a widespread scope (when
problems are pervasive or represent a systemic
fallure that has affected or has the potential to
affect a large portion or all the residents).

Minnesota Department of Health
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The findings include:

On February 3, 2026, at 8:40 a.m., licensed
assisted living director (LALD)-A provided R1's
Assisted Living Contract dated May 6, 2025.

The Assisted Living Contract lacked the verbatim
notice and a page or space for the name and
contact information of the designated
representative and a box the resident must initial
If the resident declined to name a designhated
representative.

On February 5, 2026, at 10:05 a.m., LALD-A
stated the same contract was used for all
residents who resided at the facility, and she was
aware that it was missing the required verbatim
notice.

No further information was provided.

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

01500 144G.63 Subd. 5 Required annual training 01500
SS=F
(a) All staff that perform direct services must
complete at least eight hours of annual training
for each 12 months of employment. The training
may be obtained from the facility or another
source and must include topics relevant to the
provision of assisted living services. The annual
training must include:

(1) training on reporting of maltreatment of
vulnerable adults under section 626.557;

(2) review of the assisted living bill of rights and
staff responsibilities related to ensuring the
exercise and protection of those rights;

(3) review of infection control techniques used In

Minnesota Department of Health
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the home and implementation of infection control
standards including a review of hand washing
techniques; the need for and use of protective
gloves, gowns, and masks; appropriate disposal
of contaminated materials and equipment, such
as dressings, needles, syringes, and razor
blades; disinfecting reusable equipment;
disinfecting environmental surfaces; and
reporting communicable diseases;

(4) effective approaches to use to problem solve
when working with a resident's challenging
behaviors, and how to communicate with
residents who have dementia, Alzheimer's
disease, or related disorders;

(5) review of the facility's policies and procedures
relating to the provision of assisted living services
and how to implement those policies and
procedures; and

(6) the principles of person-centered planning
and service delivery and how they apply to direct
support services provided by the staff person.

(b) In addition to the topics In paragraph (a),
annual training may also contain training on
providing services to residents with hearing loss.
Any training on hearing loss provided under this
subdivision must be high quality and research
based, may include online training, and must
Include training on one or more of the following
topics:

(1) an explanation of age-related hearing loss
and how it manifests itself, its prevalence, and
challenges it poses to communication;

(2) the health impacts related to untreated
age-related hearing loss, such as increased
Incidence of dementia, falls, hospitalizations,
Isolation, and depression; or

(3) iInformation about strategies and technology
that may enhance communication and
Involvement, including communication strategies,

Minnesota Department of Health
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assistive listening devices, hearing aids, visual
and tactile alerting devices, communication
access In real time, and closed captions.

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure an employee received at
least eight hours of annual training for each 12
months of employment for one of two employees
(licensed assisted living director (LALD)-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 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 the residents).

The findings Include:

LALD-A began employment on May 20, 2019, as
unlicensed personnel (ULP) to provide direct care
services. LALD-A began working in her current
position on December 8, 2024, to provide direct
care services and supervision of staff.

LALD-A's employee record lacked required
annual training for the years 2022, 2023, 2024,
and 2025 that included:

-reporting maltreatment of vulnerable adults or
minors

-assisted living bill of rights

-Infection control techniques

-effective approaches to use to problem solve
when working with a resident's challenging
behaviors, and how to communicate with

Minnesota Department of Health
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residents who have dementia, Alzheimer's
disease, or related disorders

-review of provider's policies and procedures
-principles of person-centered planning and
service delivery

On February 5, 2026, at 3:30 p.m., LALD-A stated
she did not have additional training records but
had completed training since date of hire.

The licensee's Staff Orientation and Education
policy dated May 26, 2020, indicated all staff
providing direct home care will complete at least
eight (8) hours of education for every twelve (12)
months of employment. [The facility] will maintain
proof of education in the personnel files.

No further information was provided.

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

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

Minnesota Department of Health
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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 iliness 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
licensee failed to provide two hours of annual
training related to dementia and two hours of
Initial training on mental iliness and de-escalation
topics effective July 1, 2025, for one of two
employees, (licensed assisted living director
(LALD)-A). 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
Minnesota Department of Health
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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
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 the residents).

The findings include:

LALD-A began employment on May 20, 2019, as
unlicensed personnel (ULP) to provide direct care
services. LALD-A began working in her current
position on December 8, 2024, to provide direct
care services and supervision of staff.

LALD-A's employee record lacked two hours of
required dementia training for the years 2022,
2023, 2024, and 2025. In addition, the record
lacked two hours of initial training on mental
lllness and de-escalation topics.

On February 5, 2026, at 3:30 p.m., LALD-A stated
she did not have additional training records but
had completed required training since date of
hire.

The licensee's Staff Orientation and Education
policy dated May 26, 2020, indicated [the facility]
does not provide training related to Alzheimer's
Disease.

No further information was provided.

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

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

Minnesota Department of Health
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(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
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
heeds: and

(3) at least every 90 calendar days.

(d) Sections of the reassessment and monitoring
In paragraph (c) may be completed by a licensed
practical nurse as allowed under the Nurse
Practice Act in sections 148.171 to 148.285. A
registered nurse must review the findings as part
of the resident's reassessment.

(e) For residents only receiving assisted living
services specified in section 144G.08, subdivision
9, clauses (1) to (9), the facility shall complete an
Individualized Initial review of the resident's needs
and preferences. The initial review must be
completed within 30 calendar days of the start of
services. Resident monitoring and review must

Minnesota Department of Health
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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.

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure the registered nurse
used the uniform assessment tool for ongoing

assessments and monitoring for one of three
residents (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
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 began receiving services on
May 5, 2025.

R1's record included an eight (8) page initial
assessment tittled Comprehensive Physical
Assessment Start of Care (SOC) dated May 6,
2025, a 14-day one (1) page assessment titled
Monitoring and Reassessment 14-day visit dated
May 19, 2025, and a 90-day two (2) page
assessment titled 90 Day Home Care

Minnesota Department of Health
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Reassessments dated August 5, 2025.

All the assessments lacked required uniform
assessment tool information as indicated in the
Minnesota Administrative Rule 4659.0150

Uniform Assessment Tool.

On February 4,10:43 a.m., CNS-D stated she
was not aware of the uniform assessment tool
requirement, and the same forms are used for all
residents. CNS-D stated, "| use what was
provided when | started".

The Minnesota Administrative Rule 4659.0150
dated March 24, 2025, indicated each facility
must develop a uniform assessment tool to
Include all the required elements.

The licensee's undated Assessment policy
Indicated the registered nurse (RN) will provide
the admission visit and conduct a comprehensive
assessment, including the following

a. Client Evaluation

b. Vulnerability Assessment

c. Falls Risk Assessment (if appropriate)

d. Mental Status Assessment (if appropriate)
e. Home Safety Checklist (if appropriate)

f. Medication Profile (if appropriate)

g. Home Health Aide Care Plan

No further information was provided.

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

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

(f) The service plan must include:

Minnesota Department of Health
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(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:

() the action to be taken if the scheduled service
cannot be provided;

() iInformation and a method to contact the
faclility;

(1) the names and contact information of persons
the resident wishes to have notified in an
emergency or if there Is a significant adverse
change in the resident's condition, including
Identification of and information as to who has
authority to sign for the resident in an emergency;
and

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

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure resident service plans

Included all the required content for two of three
residents (R1 and R2).

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

Minnesota Department of Health
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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 the residents).

The findings Include:

R1 was admitted to the licensee on May 5, 2025,
to receive assisted living services.

R1's diagnosis included schizophrenia.

R1's Service Plan dated May 6, 2025, indicated
R1 recelved assistance with oral care, hair care,
nail care, bathing, dressing, medication set-up
and administration, socialization, meal
preparation, transportation, and mental health
management.

R2 was admitted to the licensee on October 30,
2018, to recelve assisted living services.

R2's diagnosis included diabetes.

R2's Service Plan dated July 1, 2025, indicated
R2 received assistance with oral care, hair care,
nail care, bathing, dressing, medication set-up
and administration, socialization, meal
preparation, transportation, and mental health
management.

R1 and R2's service plans lacked:

-description of service fees

-methods of monitoring assessments of residents
-schedule and methods of monitoring staff

-name and contact info of person to have notified

In an emergency and who has authority to sign for
the resident in an emergency

On February 4, 2026, at 10:55 a.m., clinical nurse

Minnesota Department of Health
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supervisor (CNS)-D stated she was not aware the
service plans were missing required information.
She stated she wasn't sure if updates had been
completed when services were changed, "l don't
remember, to be honest".

The licensee's Service Plan policy dated May 26,
2020, indicated the service plan must be revised,
If needed, based on client review or
reassessment. The service plan includes the
following:

-the fees for services and the frequency of each
service, according to the client's current review or
assessment and client preferences

-the schedule and methods of monitoring reviews
or assessments of the client

-the schedule and methods of monitoring staff
providing home care services

-names and contact information of persons the
client wishes to have notified in an emergency or
If there Is a significant adverse change in the
client's condition

No further information was provided.

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

01/60] 144G.71 Subd. 8 Documentation of 01760
SS=D | administration of medication

Each medication administered by the assisted
living facility staff must be documented in the
resident's record. The documentation must
Include the sighature and title of the person who
administered the medication. The documentation
must Include the medication name, dosage, date
and time administered, and method and route of
administration. The staff must document the

Minnesota Department of Health
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reason why medication administration was not
completed as prescribed and document any
follow-up procedures that were provided to meet
the resident's needs when medication was not
administered as prescribed and in compliance
with the resident's medication management plan.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview and record
review, the licensee failed to ensure prescriber
orders for medications were correctly transcribed
for one of three residents (R1).

This practice resulted in a level two violation (a
violation that did not harm a client's/resident’'s
health or safety but had the potential to have
harmed a client's/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
clients/residents are affected or one or a limited
number of staff are involved, or the situation has
occurred only occasionally).

The findings include:

R1 was admitted to the licensee on May 5, 2025,
to recelve assisted living services.

R1's diagnosis included schizophrenia.

R1's Service Plan dated May 6, 2025, indicated
R1 recelved assistance with oral care, hair care,
nail care, bathing, dressing, medication set-up
and administration, socialization, meal
preparation, transportation, and mental health
management.

R1's Provider Orders signed on June 5, 2025,
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Included albuterol sulfate HFA 90 microgram
(mcg) actuation aerosol inhaler (Ventolin), inhale
one - two (1-2) puffs by mouth every four (4)
hours If needed for wheezing or shortness of
breath.

On February 2, 2026, at 11:45 a.m., the surveyor
observed the medication cart with licensed
assisted living director (LALD)-A and observed
one (1) opened Ventolin 90 mcg Inhaler
prescribed to R1.

R1's Medication Administration Records (MAR)
dated January 2026, and February 2026, lacked
the Ventolin inhaler medication.

On February 2, 2026, at 11:51 a.m., LALD-A
stated, "he's our newest resident and he doesn't
use it often, you will need to ask the nurse".

On February 4, 2026, at 10:36 a.m., clinical nurse
supervisor (CNS)-D stated staff are trained to use
an |-Pad (tablet computer) to verify the scheduled
medications against their Extended Care
Professional (ECP) electronic medical
administration record (EMAR) and document
when the medications were given. CNS-D stated
she was unsure why it [Ventolin] was not listed on
the medication administration record.

The licensee’'s Medication Documentation policy
dated May 29, 2020, indicated each medication
administered by [the facility] staff will be
documented in the client's clinical record.
Documentation of medication administration and
medication set up will be completed promptly. For
as needed (PRN) medications, documentation
will include, when appropriate, the reason for the
medication and follow-up to determine its
effectiveness. Complete documentation of
medication administration includes the following:

Minnesota Department of Health
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-client's name

-medication name

-medication dosage

-date and time of administration
-method/route of administration

-Initials of staff administering the medication

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

01820 144G.71 Subd. 13 Prescriptions 01820
SS=D
There must be a current written or electronically
recorded prescription as defined in section
151.01, subdivision 16a, for all prescribed
medications that the assisted living facility Is
managing for the resident.

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure written or electronically
recorded prescriptions were obtained 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:

Minnesota Department of Health
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On February 2, 2026, during the entrance
conference at approximately 11:00 a.m., licensed
assisted living director (LALD)-A and
administrator (A)-B stated they assist with
obtaining copies of physician orders for the
resident's medical records as needed.

R1 was admitted to the licensee on May 5, 2025,
to receive assisted living services.

R1's diagnosis included schizophrenia.

R1's Service Plan dated May 6, 2025, indicated
R1 recelved assistance with oral care, hair care,
nail care, bathing, dressing, medication set-up
and administration, socialization, meal
preparation, transportation, and mental health
management.

R1's Medication Administration Record (MAR)
dated January 1, 2026, through January 31,
2026, listed the medications, times to administer,
and staff initials to indicate the medications had
been administered. The MAR indicated that R1
had received the following scheduled
medications:

-vitamin D-3 (supplement) 1000 units (u) take one
capsule by mouth daily

-fluoxetine (anti-depressant) 40 milligrams (mg)
take one capsule by mouth daily

R1's record included the prescription orders
dated May 6, 2025.

-vitamin D-3 (supplement) 1000 units (u) take two
capsules by mouth daily

-fluoxetine (anti-depressant) 20 milligrams (mg)
take one capsule by mouth every night at
bedtime.

R1's MAR included propranolol (anti-anxiety) 10
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mg take one tablet as needed for anxiety. R1's
record lacked a prescription for propranolol.

R1's prescription orders May 6, 2025, included
Senexon-S (stool softener) 8.6-50 mg take 1 tab

by mouth twice daily. R1's MAR lacked
transcription of this order.

On February 4, 2026, at 10:46 a.m. clinical nurse
supervisor (CNS)-D stated she was aware the
facility was required to have physician orders for
all medications but she did not know why R1 was
missing orders in his medical record.

The licensee's Prescriber Orders policy dated
May 29, 2020, indicated [the facility] will maintain
a current written or electronically recorded
prescription for all prescribed medications
managed for the client.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (/)
days

01880| 144G.71 Subd. 19 Storage of medications 01330
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.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure prescription
medications were stored in securely locked and
substantially constructed compartments
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permitting only authorized personnel to have
access.

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

The findings include:

On February 2, 2026, at 12:04, p.m. the surveyor
observed unlicensed personnel (ULP)-C remove
R2's blood glucose meter, test strip and lancing
device from the unlocked medication cart to
perform R2's blood sugar check. The surveyor
noted a key was In the locking mechanism and it
was In the unlocked position. In addition, the
medication cart was located in an unsecured
office.

On February 2, 2026, at 2:35 p.m., the survey
observed the refrigerator in the main kitchen and
found two insulin pens (medical device used to
Inject insulin) prescribed to R2 located in an
unsecured drawer labeled, "snack center".
-Tresiba (degludec insulin)100 units (u)/milliliter
(ml)

-FIASP (aspart insulin) 100 u/ml

R2's January 2026 Medication Administration
Record indicated both insulins had been given
throughout the month.

On February 2, 2026, at 2:27 p.m., ULP-C
confirmed she had not locked the medication cart
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throughout her shift. She stated she was aware
the medications needed to be secured.

On February 4, 2026, at 10:32 a.m., clinical nurse
supervisor (CNS)-D stated she was not aware the
medication cart was not being locked. She stated
ULPs have been trained to keep the medication
cart locked and to carry the medication key with
them during their scheduled shift.

On February 4, 2026, at 10:42 a.m., CNS-D
stated there is a small lock box located in the
Kitchen refrigerator to keep medications In.
Surveyor informed CNS-D there was not a lock
box, and two (2) insulin pens were in a
refrigerator drawer, unsecured. CNS-D stated, "l
thought they had a box In the refrigerator, the
medications need to be in a locked box".

The licensee's Storage/Control of Medications
policy dated May 29, 2020, indicated that
medications are stored in a secured medication
cabinet. Only authorized nursing personnel have
access to the locked cabinet. Medications
requiring refrigeration are clearly labeled and
stored in an enclosed container or area separated
from foods.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (/)
days

01890, 144G.71 Subd. 20 Prescription drugs 01890
SS=D
A prescription drug, prior to being set up for
Immediate or later administration, must be kept In
the original container in which it was dispensed
by the pharmacy bearing the original prescription
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label with legible information including the
expiration or beyond-use date of a time-dated
drug.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure time
sensitive medications included the opened or
expiration date for one of three residents (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 imited number of staff are involved or the
situation has occurred only occasionally).

The findings Include:

On February 2, 2026, at 11:45 a.m., the surveyor
observed the medication cart with licensed
assisted living director (LALD)-A. R1's Ventolin 90
microgram (mcg) inhaler lacked an opened or
expiration date.

On February 2, 2026, at 11:51 a.m., LALD-A
confirmed that the Ventolin 90 mcg inhaler did not
Indicate an opened or expiration date. She stated
staff are trained to write the open date on time
sensitive medications.

On February 4, 2026, at 10:40 a.m., clinical nurse
supervisor (CNS)-D stated every time sensitive
medication should be dated. She stated, "I've
trained the staff in dating the time sensitive
medications like inhalers, insulin, and other
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medications'.

The manufacturer's instructions for Ventolin 90
mcg Inhaler dated December 2014, indicated to
throw the inhaler away when the counter reads
000 or 12 months after you opened the foil pouch,
whichever comes first.

The licensee's Storage/Control of Medications
policy dated May 29, 2020, indicated the licensed
nurse Is responsible for dating time-sensitive
medications when opened.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (/)
days

02320 144G.91 Subd. 4 (b) Appropriate care and 02320
SS=F | services

(b) Residents have the right to receive health
care and other assisted living services with
continuity from people who are properly trained
and competent to perform their duties and Iin
sufficient numbers to adequately provide the
services agreed to in the assisted living contract
and the service plan.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure the steps of
the medication administration process were
followed for one of one employee (unlicensed
personnel (ULP)-C).

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

The findings include:

On February 2, 2026, at 1:03 p.m., the surveyor
observed ULP-C provide medication
administration to R3. ULP-C gathered a pre-filled
Genoah (pharmacy) bubble pack that contained
hydroxyzine hydrochloride (HCL) 50 mg tablet
(anxiety) and gabapentin 800 mg capsule
(anxiety) from the medication cart. She placed the
medications into a plastic cup and brought them
to R3's private room. ULP-C provided a glass of
juice and the medication cup to R3. R3 took her
medications and returned the plastic cup and
empty glass to ULP-C to discard.

ULP-C failed to complete the required steps of
medication administration including:

-verify medications to the medication
administration record prior to administering
-document administration on the medication
administration record

ULP-C's employee record included Educare
(training program) transcripts that indicated a
medication administration module was completed
on September 9, 2024. Medication administration
competency by a registered nurse (RN) was
completed on September 27, 2024.

On February 2, 2026, at 1:07 p.m., ULP-C stated
she does not always verify the medications being
given to the medication administration record
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because they are set up in bubble packs and
have the correct medications in them. ULP-C
stated she usually charts medication
administration at the end of her shift for all
residents. In addition, she stated she couldn't
chart right now because the |-Pad (tablet
computer) she uses was not working because the
battery had not been charged.

On February 4, 2026, at 10:36 a.m., clinical nurse
supervisor (CNS)-D stated staff are trained to use
an |-Pad to verify the scheduled medications
against their Extended Care Professional (ECP)
electronic medical administration record (EMAR)
and documents right after the medications are
given.

The licensee’'s Medication Documentation policy
dated May 29, 2020, indicated documentation of
medication administration and medication set up
will be completed promptly. Each medication
administered by the licensee staff will be
documented in the resident's clinical record.
Documentation will be complete, accurate and
legible. Complete documentation medication
administration includes the following:

- residents name

- medication nhame

- medication dosage

- date and time of administration

- method/route of administration

- sighature and title of staff administering the
medication.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

Minnesota Department of Health
STATE FORM 6899 362Y 11 If continuation sheet 30 of 30



Metro District Office
m Minnesota Department of Health
625 Robert St N, PO BOX 64975

DEPARTMENT St Paul, MN 55164

OF HEALTH Phone: 651-201-4500
Food & Beverage Inspection Report Page: 1
—Establishment Info ——  —License Info —Inspection Info —— M8
Global Case Management License: HFID 33614 Report Number: F7963261026
5231 Buchanan Street NE Inspection Type: Full - Single
Fridley, MN 55421 Risk: Date: 2/3/2026 Time: 1:23:09 PM
Anoka County License: Duration: minutes
Parcel: EXxpires on: Announced Inspection: No
CFPM: Yasin Abshir Total Priority 1 Orders: 0

Phone: CFPM #: 945527; Exp: 6/16/2027 Total Priority 2 Orders: 0

Total Priority 3 Orders: 0

Delivery: Emailed
\ J \. J

No orders were issued for this inspection report.

Food & Beverage General Comment

MET WITH IFRAH ABSHIR. MDH NURSE SURVEYOR LISA SCHWINTEK WAS NOT ON SITE DURING INSPECTION.
DISCUSSED THE FOLLOWING-

-EMPLOYEE ILLNESS POLICY AND LOG
-VOMIT/FECAL CLEAN UP POLICY
-SUSCEPTIBLE POPULATION RESTRICTIONS
-SAME DAY FOOD SERVICE

-STORAGE OF RAW SHELL EGGS

THIS IS A RESIDENTIAL HOME THAT USES SAME DAY FOOD SERVICE. IT HAS A DISHWASHER FOR SANITIZING
DISHES AND UTENSILS.

LINOLEUM FLOORING, LAMINATE COUNTERTOPS, POPCORN CEILING AND WOOD CABINETRY.

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 Metro District Office inspection report number F7963261026 from 2/3/2026

gy KL —

Ifran Mohamed Abshir Peggy Spadafore,
Director Public Health Sanitarian Supervisor

651-201-3979
peggy.spadafore@state.mn.us




Metro District Office
m Minnesota Department of Health
625 Robert St N, PO BOX 64975

DEPARTMENT St Paul, MN 55164

OF HEALTH
Temperature Observations/Recordings Page: 1
Establishment Info Inspection Info \
Global Case Management Report Number: F7963261026
Fridley Inspection Type: Full
County/Group: Anoka County Date: 2/3/2026
Time: 1:23:09 PM

Food Temperature: Product/Iltem/Unit: LUNCH MEAT; Temperature Process:
Location: REFRIGERATOR at 41 Degrees F.

Comment:

Violation Issued?: No

Food Temperature: Product/ltem/Unit: MILK; Temperature Process:
Location: REFRIGERATOR at 39 Degrees F.

Comment:
Violation Issued?: No




Metro District Office
m Minnesota Department of Health
625 Robert St N, PO BOX 64975

DEPARTMENT St Paul, MN 55164

OF HEALTH
Sanitizer Observations/Recordings Page: 1
Establishment INfo — Inspection Info —
Global Case Management Report Number: F7963261026
Fridley Inspection Type: Full
County/Group: Anoka County Date: 2/3/2026
Time: 1:23:09 PM

Sanitizing Equipment: Product: Hot Water; Sanitizing Process:
Location: DISHWASHER RINSE Equal To 160 Degrees F.
Comment:

Violation Issued?: No

Sanitizing Chemical: Product: Chlorine; Sanitizing Process:
Location: SANITIZER SPRAY Equal To 100 PPM

Comment:

Violation Issued?: No



m' % DEPARTMENT
= OF HEALTH

Physical Environment Inspection Report
ENGINEERING | ASSISTED LIVING

Project No: 5133614016 Date: 2/3/2026

Facility Name: Global Case Management

Facility Address: 5231 BUCHANAN STREET NE FRIDLEY,

X TAG IDENTIFICATION: 0775

SCOPE/ SEVERITY: Level 2; Isolated TIME PERIOD OF CORRECTION: Seven (7) days

1. The means of egress shall be maintained free of obstructions or impediments to full instant use in case
of fire or other emergency. [Minn. Stat. 144G.45 subd. 2; MSFC 1031.2]

Comments: The emergency exit door, going out from the office to the backyard, did not have the snow
removed so that there was a clear pathway leading to a public way.

Page | 1
Project Number: SL3361016
Facility Name: Global Case Management Date: 02/3/2026



