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Electronically Delivered

February 19, 2025

Licensee
Elder Homestead
11400 4th Street North
Minnetonka, MN  55343

RE:  Project Number(s) SL20104016

Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on January 9, 2025, for the purpose
of evaluating and assessing compliance with state licensing statutes. At the time of the survey, MDH
noted violations of the laws pursuant to Minnesota Statute, Chapter 144G, Minnesota Food Code,
Minnesota Rules Chapter 4626, Minnesota Statute 626.5572 and/or Minnesota Statute Chapter 260E.

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
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 . . ."    

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

DOCUMENTATION OF ACTION TO COMPLY
In accordance with Minn. Stat. § 144G.30, Subd. 5(c),  the licensee must document actions taken to
comply with the correction orders 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:

� Identify how the area(s) of noncompliance was corrected related to the
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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

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

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

If you have any questions, please contact me.

Sincerely,

Jess Schoenecker, Supervisor
State Evaluation Team
Email: Jess.Schoenecker@state.mn.us
Telephone: 651-201-3789 Fax: 1-866-890-9290

HHH
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*****ATTENTION******

ASSISTED LIVING PROVIDER LICENSING
CORRECTION ORDER

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:
Project # SL20104016

On January 6, 2025, through January 9, 2025, the
Minnesota Department of Health conducted a
survey at the above provider, and the following
correction orders are issued. At the time of the
survey, there were thirty-seven (37) residents
receiving services under the provider's Assisted
Living with Dementia Care license.

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

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

THERE IS NO REQUIREMENT TO
SUBMIT A PLAN OF CORRECTION FOR
VIOLATIONS OF MINNESOTA STATE
STATUTES.

THE LETTER IN THE LEFT COLUMN IS
USED FOR TRACKING PURPOSES AND
REFLECTS THE SCOPE AND LEVEL
ISSUED PURSUANT TO 144G.31
SUBDIVISION 1-3.

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

0 780

Minnesota Department of Health
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0 780 Continued From page 1

for dwellings or sleeping units, as defined in the
State Fire Code:
(i) provide smoke alarms in each room used for
sleeping purposes;
(ii) provide smoke alarms outside each separate
sleeping area in the immediate vicinity of
bedrooms;
(iii) provide smoke alarms on each story within a
dwelling unit, including basements, but not
including crawl spaces and unoccupied attics;
(iv) where more than one smoke alarm is
required within an individual dwelling unit or
sleeping unit, interconnect all smoke alarms so
that actuation of one alarm causes all alarms in
the individual dwelling unit or sleeping unit to
operate; and
(v) ensure the power supply for existing smoke
alarms complies with the State Fire Code, except
that newly introduced smoke alarms in existing
buildings may be battery operated;

0 780

This MN Requirement is not met as evidenced
by:
Based on observation and interview, the licensee
failed to comply with Minnesota State Fire Code
and Minnesota Rule 7511. This had the potential
to directly affect all residents, staff, and visitors.

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

Minnesota Department of Health
STATE FORM 6899 36X411 If continuation sheet 2 of 15
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Findings include:

On January 7. 2025, from approximately 2:00
p.m. to 4:44 p.m., the surveyor toured the facility
with licensed assisted living director (LALD)-D.
During the tour, the surveyor observed the
following:

The door leading from the hallway to the fire
panel room was damaged and pieces of wood
were attached to the door with clamps and epoxy
or resin was applied to the door. Upon
questioning LALD-A stated that the facility was
attempting to repair the fire door with the wood.
Fire rated assemblies including the fire doors
must be maintained using only approved
materials and methods to maintain rating.
LALD-A confirmed they understood that these
modifications are not an approved method of
modifying or maintaining fire rated assembly as it
would limit or nullify fire protection rating of the
fire door and assembly.

Holes were present in the wall in garage and fire
panel room, which may permit passage to smoke
or fire. The separation between areas of the
facility must be maintained.

A hole was present surrounding the sprinkler
head in beauty salon. LALD-D indicated this hole
was for access to plumbing due to a leak that
was repaired. Ceiling must be maintained so that
sprinkler head activates properly during fire.

Emergency lights in gathering room did not
function properly when tested. Emergency lights
should turn on when test button is pressed to
simulate loss of connection to building power so
that lighting operates properly during emergency.

Minnesota Department of Health
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These deficient conditions were visually verified
by LALD-D accompanying on the tour and
LALD-D stated they understood requirements.

TIME PERIOD FOR CORRECTION: Two (2)
days.

01290 144G.60 Subdivision 1 Background studies
SS=E required

01290

(a) Employees, contractors, and regularly
scheduled volunteers of the facility are subject to
the background study required by section
144.057 and may be disqualified under chapter
245C. Nothing in this subdivision shall be
construed to prohibit the facility from requiring
self-disclosure of criminal conviction information.
(b) Data collected under this subdivision shall be
classified as private data on individuals under
section 13.02, subdivision 12.
(c) Termination of a staff member in good faith
reliance on information or records obtained under
this section regarding a confirmed conviction
does not subject the assisted living facility to civil
liability or liability for unemployment benefits.

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to ensure a background study was
cleared and affiliated to the licensee's health
facility identification number (HFID) as required
for two of three employees (registered nurse
(RN)-A, licensed practical nurse (LPN)-C).

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 pattern scope (when more than a
limited number of residents are affected, more
than a limited number of staff are involved, or the
situation has occurred repeatedly; but is not
found to be pervasive).

01290

The findings include:

RN-A
RN-A was hired on April 9, 2024, and provided
direct care services to the licensee's residents.

RN-A was licensed as a registered nurse by the
Minnesota Board of Nursing on June 2, 2015.

RN-A's record included an "Accurate"
Background Screening Results dated April 3,
2024.

RN-A's record lacked a Department of Human
Services (DHS) NETStudy 2.0 background study.

LPN-C
LPN-C was hired on March 22, 2016, and
provided direct care services to the licensee's
residents.

LPN-C was licensed as a licensed practical nurse
by the Minnesota Board of Nursing on May 12,
2011.

LPN-C's background study dated March 14,
2016, indicated LPN-C's background study had
cleared under the licensee's comprehensive
license and was not affiliated to the assisted living
license.

Minnesota Department of Health
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On January 8, 2025, at 1:00 p.m., licensed
assisted living director (LALD)-D stated the
licensee had not affiliated LPN-C's employee
background to the current license. LALD-D stated
the licensee was aware of the requirement to
affiliate background studies for all employees to
the current license, but it was an oversight. Also,
LALD-D acknowledged RN-A's background study
was processed by "Accurate" and not DHS
NETStudy 2.0 and that RN-A was with staffing
agency.

01290

The licensee's Pre-Employment Background
Screening policy dated January 8, 2019, indicated
"All applicants must complete and sign the
appropriate Background Release Form. If the
applicant is hired, the forms are submitted to the
appropriate state agency or background
screening agency, as appropriate by State, for
processing."

No further information was provided.

TIME PERIOD FOR CORRECTION: Two (2)
days

01440 144G.62 Subd. 4 Supervision of staff providing
SS=D delegated nurs

01440

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

Minnesota Department of Health
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01440 Continued From page 6 01440

administration shall be provided by a registered
nurse or appropriate licensed health professional
and must include observation of the staff
administering the medication or treatment and the
interaction with the resident.
(b) The direct supervision of staff performing
delegated tasks must be provided within 30
calendar days after the date on which the
individual begins working for the facility and first
performs the delegated tasks for residents and
thereafter as needed based on performance. This
requirement also applies to staff who have not
performed delegated tasks for one year or longer.

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure direct
supervision of staff performing delegated tasks
was provided within 30 calendar days after the
date on which the individual begins working for
the licensee or performing the task for one of one
unlicensed personnel (ULP-B).

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

The findings include:

ULP-B was hired on July 25, 2022.

On January 7, 2025, at 7:30 a.m., ULP-B
provided oral medications to multiple residents in

Minnesota Department of Health
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01440 Continued From page 7

licensee's secured memory care unit.

01440

ULP-B's record lacked documentation direct
supervision of ULP-B performing delegated tasks
within 30 calendar days after the date on which
ULP-B began working for the facility or first
performed the delegated tasks for residents.

On January 8, 2025, at 1:30 p.m., licensed
assisted living director (LALD)-D stated ULP-B's
record lacked documentation of a 30-day
supervision for the delegated tasks of medication
administration. LALD-D indicated licensee was
aware of the lack of documentation but had yet to
audit ULP-B's record and complete the missing
documentation.

The licensee's Supervision of Unlicensed
Personnel policy dated September 8, 2023,
indicated "Supervision of Unlicensed Staff
Performing Nursing or Delegated Nursing,
Delegated Treatment or Assigned Therapy
Services. Frequency of Supervision Direct
supervision will be provided: within 30 days after
the person begins work for our facility and first
performs the delegated task for resident."

No further information provided.

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

01470 144G.63 Subd. 2 Content of required orientation
SS=D

(a) The orientation must contain the following
topics:
(1) an overview of this chapter;
(2) an introduction and review of the facility's
policies and procedures related to the provision

01470

Minnesota Department of Health
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01470 Continued From page 8

of assisted living services by the individual staff
person;
(3) handling of emergencies and use of
emergency services;
(4) compliance with and reporting of the
maltreatment of vulnerable adults under section
626.557 to the Minnesota Adult Abuse Reporting
Center (MAARC);
(5) the assisted living bill of rights and staff
responsibilities related to ensuring the exercise
and protection of those rights;
(6) the principles of person-centered planning
and service delivery and how they apply to direct
support services provided by the staff person;
(7) handling of residents' complaints, reporting of
complaints, and where to report complaints,
including information on the Office of Health
Facility Complaints;
(8) consumer advocacy services of the Office of
Ombudsman for Long-Term Care, Office of
Ombudsman for Mental Health and
Developmental Disabilities, Managed Care
Ombudsman at the Department of Human
Services, county-managed care advocates, or
other relevant advocacy services; and
(9) a review of the types of assisted living
services the staff member will be providing and
the facility's category of licensure.
(b) In addition to the topics in paragraph (a),
orientation 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
the challenges it poses to communication;

01470
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01470 Continued From page 9

(2) health impacts related to untreated
age-related hearing loss, such as increased
incidence of dementia, falls, hospitalizations,
isolation, and depression; or
(3) information about strategies and technology
that may enhance communication and
involvement, including communication strategies,
assistive listening devices, hearing aids, visual
and tactile alerting devices, communication
access in real time, and closed captions.

01470

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to ensure employees received all
required assisted living orientation content for one
of two employees (registered nurse (RN)-A).

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

The findings include:

RN-A was hired April 9, 2024, and provided direct
care services to the licensee's residents.

RN-A's employee records did not contain
documentation of completed required assisted
living licensing and regulation orientation content
before providing assisted living services to

Minnesota Department of Health
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residents which included:
- an overview of Assisted Living laws 144G;
- an introduction and review of the facility's
policies and procedures related to the provision of
assisted living services by the individual staff
person;
- handling of emergencies and use of emergency
services;
- the assisted living bill of rights and staff
responsibilities related to ensuring the exercise
and protection of those rights;
- the principles of person-centered planning and
service delivery and how they apply to direct
support services provided by the staff person:
and
- handling of residents' complaints, reporting of
complaints, and where to report complaints,
including information on the Office of Health
Facility Complaints.

On January 8, 2025, at 1:30 p.m., licensed
assisted living director (LALD)-D stated RN-A's
record missing the required assisted living
orientation content listed above. LALD-D stated
RN-A was with a staffing agency and LALD-D
assumed the training was completed but it was
an oversite.

The licensee Orientation and Training All Staff
Providing Assisted Living Services policy dated
August 2021, indicated "newly hired staff
providing and supervising direct services must
complete an orientation to Assisted Living license
requirements and regulations on the topics
required before providing services to assisted
living residents."

No further information was provided.

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

01470

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

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 prescription
medications were securely locked in a
substantially constructed compartment and
permitted 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 an isolated scope (when one or a
limited number of residents are affected or one or
a limited number of staff are involved or the
situation has occurred only occasionally).

The findings include:

R2 was admitted October 4, 2021, and had
diagnoses to include dementia and diabetes.

On January 6, 2025, at 12:30 p.m., the surveyor
observed with unlicensed personnel (ULP)-B the
contents of R2's medication storage and the
unopened insulin pens were stored in the
refrigerator in the resident's apartment. However,

Minnesota Department of Health
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R2 was in a memory care unit, and the insulin
was not securely stored or locked in a
substantially constructed compartment.

01880

On January 8, 2025, 1:30 p.m., registered nurse
(RN)-A acknowledged the unopened insulin pens
were stored in the refrigerator in the resident's
apartment. RN-A stated R2 recently moved from
assisted living to the memory care unit last
month. RN-A stated residents who were in the
memory care unit had their unopened insulin
pens stored in the refrigerator in the nurse's
office. RN-A was not sure why unopen insulin
pens were in R2's apartment and RN-A stated
she will retrain staff.

The licensee's Control and Storage of
Medications policy dated March 21, 2023,
indicated, "A registered nurse must conduct a
nursing assessment of a resident/client's need for
medication management services, including the
appropriate way to store the medications and
whether secured storage is appropriate given the
resident/client's functional and cognitive status,
concerns about the potential for drug diversion or
other considerations. Based on this assessment,
the RN will develop an individualized medication
management plan for the resident/client that will
address storage of the resident/client's
medications."

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

01890 144G.71 Subd. 20 Prescription drugs
SS=D

A prescription drug, prior to being set up for
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immediate or later administration, must be kept in
the original container in which it was dispensed
by the pharmacy bearing the original prescription
label with legible information including the
expiration or beyond-use date of a time-dated
drug.

01890

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure medications
were labeled correctly for one of one resident
(R2).

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

The findings include:

On January 7, 2025, at 7:30 a.m., the surveyor
observed unlicensed personnel (ULP)-B assist
R2 with blood glucose monitoring (blood sugar
levels). R2's prescribed Basaglar Kwik pen
(long-acting insulin used to treat diabetes) lacked
the date the pen had been opened, and when the
pen would expire. ULP-B stated she was not sure
when insulin should have been labeled and
discarded, and she would ask a nurse.

R1's med admin [medication administration]
summary dated January 2025, indicated staff
administered scheduled Basaglar Kwik Pen 100
Unit/milliliter (ML) 20 unit in the mornings.

Minnesota Department of Health
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On January 8, 2025, at 1:30 p.m., registered
nurse (RN)-A stated R2's insulin pen lacked the
dates the pen had been opened, and when the
pen would expire. RN-A stated the medication
labeling process was for the insulin pen to have
the date filled out by staff, when first taken out of
the medication refrigerator for use. RN-A stated
insulin should have been labeled and discarded
after 28 days. RN-A stated she will retrain staff.

The manufacturer's instructions for Basaglar Kwik
Pen (insulin glargine injection) dated 2015,
directed to discard the pen 28 days after opening,
even if it had insulin in it.

The licensee's Control and Storage of
Medications dated March 21, 2023, indicated RN
will provide education to the resident/client on
proper storage of medications in the home. Until
the medication is set up for immediate or later
administration by a nurse, a legend drug must be
kept in its original container bearing the original
prescription label with legible information stating
the prescription number, name of drug, strength
and quantity of drug, expiration date of time-dated
drug, and directions for use.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days
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Minnesota Department of Health
Food, Pools, & Lodging Services
P.O. Box 64975
St. Paul, MN 55164-0975
651-201-4500

Type:
Date:
Time:
Report:

Full
01/06/25
13:00:00
8041251003

Location:
Elder Homestead
11400 4th Street North
Minnetonka, MN55343
Hennepin County, 27

Food  and Beverage  Establishment
Inspection  Report

Establishment  Info:
ID #: 0037562
Risk:
Announced Inspection: No

License  Categories: Operator:

Page 1

Expires on: / /
Phone #: 9522832600
ID #:

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

No NEW orders were issued during this inspection.

Total Orders In This Report Priority 1
0

Priority 2
0

Priority 3
0

Met on site with Katelin Kinneman (Residence Director) and Tracy Johnson (District Manager- Cura
Hospitality). Safia Hassan was the HRD Nurse Evaluator.

The food service area in this assisted living facility is ran by a third party, Cura Hospitality, and is licensed and
inspected by the City of Minnetonka.

No inspection completed during this site visit.
NOTE:  Plans  and  specifications  must  be submitted  for  review and  approval  prior  to new construction,  remodeling  or
alterations.

I acknowledge receipt of the Minnesota Department of Health inspection report
number 8041251003 of 01/06/25.

Certified Food Protection Manager:

Certification Number: Expires: / /

Inspection  report  reviewed  with  person  in charge  and  emailed.

Signed:
Katelin Kinneman
Residence Director

Signed:
Sarah Conboy
Public Health San. Supervisor
651-201-3984
sarah.conboy@state.mn.us


