
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

Electronically Delivered

February 23, 2026

Licensee
Sunrise Assisted Living
15236 Germanium Circle
Ramsey, MN 55303

RE: Project  Number(s) SL36918017

Dear Licensee:

On February 11, 2026, the  Minnesota  Department  of Health (MDH) completed  a follow-up survey of your
facility to determine  correction  of orders  found on the  survey completed  on November  6, 2025. This follow-up
survey determined  your facility had  not  corrected  all of the  state  correction  orders  issued pursuant  to  the
November  6, 2025 survey.

In accordance  with Minn. Stat. § 144G.31 Subd. 4 (a), state  correction  orders  issued pursuant  to  the  last
survey, completed  on November  6, 2025, found not  corrected  at  the  time  of the  February 11, 2026, follow-up
survey and/ or subject  to  penalty  assessment  are  as follows:

0810-Fire Protection  And Physical Environment- 144g.45 Subd. 2 (b-F) - $1,000.00

The details  of the  violations noted  at  the  time  of this follow-up survey completed  on February 11, 2026 (listed
above) , are  on the  attached  State  Form. Brackets around  the  ID Prefix Tag in the  left hand  column, e.g., {2 ----}
will identify the  uncorrected  tags.

Therefo re , in acc ordanc  e with Minn. Stat. §§ 144 G.01 to 144 G.99 99 , the  total  amount  you are  assessed  is
$1,000.00. You will be invoiced approximately  30 days after  receipt  of this notice,  subject  to  appeal.

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

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;

An equal  opportunity  employer. Letter ID: 8GKP Revised 04/ 14/2023



Sunrise Assisted Living
February 23, 2026
Page 2

Level 5: a fine of $5,000 per  violation, in addition  to any enforcement  mechanism  authorized  in
§ 144G.20.

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

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

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

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

To appea  l fine s via rec onsiderati  on, ple ase  fo llo w the  pro cedure  outlined  abo ve. Please no te  tha  t you may
reques  t a rec ons ide ratio n or a he aring, but  no t bo th.  If you wish to conte  st tags witho ut  fines in a
reconsideration  and  tags with the  fines at  a hearing,  please  submit  two separate  appeals  forms at  the  website
listed above.

We urge you to  review these  orders  carefully. If you have  questions,  please  contact  Kelly Thorson at
320-223-7336.

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

Sincerely,

Kelly Thorson, Supervisor
State  Evaluation Team
Email: Kelly.Thorson@state. mn.us
Telephone:  320-223-7336 Fax: 1-866-890-9290

CLN



Minnesota  Department  of Health
STATEMENT OF  DEFICIENCIES
AND PLAN OF  CORRECTION

(X1) PROVIDER/ SUPPLIER/ CLIA
IDENTIFICATION NUMBER:

36918

(X2) MULTIPLE CONSTRUCTION

A. BUILDING: ______________________

B. WING _____________________________

PRINTED:  02/23/ 2026
FORM  APPROVED

(X3) DATE SURVEY
COMPLETED

R
02/11/2026

NAME OF  PROVIDER  OR  SUPPLIER

SUNRISE  ASSISTED  LIVING

STREET  ADDRESS,  CITY, STATE, ZIP CODE

15236  GERMANIUM CIRCLE
RAMSEY,  MN 55303

(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

{0 000} Initial Comments {0 000}

******ATTENTION******

ASSISTED  LIVING PROVIDER  FOLLOW UP
SURVEY WITH RE- ISSUE  OF ORDERS

INITIAL COMMENTS

SL36918017- 1

On  February  2,  2026,  through  February  11, 2026,
the  Minnesota  Department  of Health  conducted  a
follow-up  survey  at  the  above  provider  to
follow-up  on  orders  issued  pursuant  to a  survey
completed  on  November  7, 2025.  At the  time  of
the  survey,  there  were  four (4) residents;  four (4)
receiving  services  under  the  Assisted  Living
license.  As a  result  of the  follow-up survey,  the
following orders  were  issued  and/ or reissued.

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.  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.

{0 490} 144G. 41  Subdivision  1b  Minimum requirements;  {0 490}
SS= F other  required  services

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

STATE FORM 6899  45ME12 If continuation  sheet  1 of 14
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{0 490} Continued  From  page  1 {0 490}

All assisted  living facilities  must  offer to provide  or
make  available  the  following services  to
residents:
(1) weekly  housekeeping;
(2) weekly  laundry  service;
(3) upon  the  request  of the  resident,  provide
direct  or reasonable  assistance  with arranging  for
transportation  to medical  and  social  services
appointments,  shopping,  and  other  recreation,
and  provide  the  name  of or other  identifying
information  about  the  persons  responsible  for
providing  this  assistance;
(4) upon  the  request  of the  resident,  provide
reasonable  assistance  with accessing  community
resources  and  social  services  available  in the
community,  and  provide  the  name  of or other
identifying information  about  persons  responsible
for providing  this  assistance;
(5) provide  culturally  sensitive  programs;  and
(6) have  a  daily program  of social  and
recreational  activities  that  are  based  upon
individual  and  group  interests,  physical,  mental,
and  psychosocial  needs,  and  that  creates
opportunities  for active  participation  in the
community  at  large.

This  MN Requirement  is not  met  as  evidenced
by:

Not reviewed  during  this  survey.

{0 680} 144G. 42  Subd.  10  Disaster  planning  and
SS= F emergency  preparedness

{0 680}

(a)  The  facility must  meet  the  following
requirements:
(1) have  a  written  emergency  disaster  plan  that
contains  a  plan  for evacuation,  addresses
elements  of sheltering  in place,  identifies

Minnesota  Department  of Health
STATE FORM 6899 45ME12 If continuation  sheet  2 of 14
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{0 680} Continued  From  page  2

temporary  relocation  sites,  and  details  staff
assignments  in the  event  of a  disaster  or an
emergency;
(2) post  an  emergency  disaster  plan  prominently;
(3) provide  building  emergency  exit diagrams  to
all residents;
(4) post  emergency  exit diagrams  on  each  floor;
and
(5) have  a  written  policy and  procedure  regarding
missing  residents.
(b) The  facility must  provide  emergency  and
disaster  training  to all staff  during  the  initial staff
orientation  and  annually  thereafter  and  must
make  emergency  and  disaster  training  annually
available  to all residents.  Staff  who have  not
received  emergency  and  disaster  training  are
allowed  to work only when  trained  staff  are  also
working  on  site.
(c) The  facility must  meet  any  additional
requirements  adopted  in rule.

{0 680}

This  MN Requirement  is not  met  as  evidenced
by:

Not reviewed  during  this  survey.

{0 700} 144G. 43  Subdivision  1 Resident  record
SS= F

(b) Resident  records,  whether  written  or
electronic,  must  be  protected  against  loss,
tampering,  or unauthorized  disclosure  in
compliance  with chapter  13  and  other  applicable
relevant  federal  and  state  laws.  The  facility shall
establish  and  implement  written  procedures  to
control  use,  storage,  and  security  of resident
records  and  establish  criteria  for release  of
resident  information.

{0 700}

This  MN Requirement  is not  met  as  evidenced
by:

Minnesota  Department  of Health
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{0 700} Continued  From  page  3 {0 700}

Not reviewed  during  this  survey.

{0 775} 144G. 45  Subd.  2.  (a)  Fire  protection  and  physical  {0 775}
SS= F environment

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

This  MN Requirement  is not  met  as  evidenced
by:

Not reviewed  during  this  survey.

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

{0 780}

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

Minnesota  Department  of Health
STATE FORM 6899 45ME12 If continuation  sheet  4 of 14
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{0 780} Continued  From  page  4 {0 780}

This  MN Requirement  is not  met  as  evidenced
by:

{0 800} 144G. 45  Subd.  2 (a)  (4) Fire  protection  and
SS= F physical  environment

{0 800}

(4) keep  the  physical  environment,  including
walls,  floors,  ceiling,  all furnishings,  grounds,
systems,  and  equipment  in a  continuous  state  of
good  repair  and  operation  with regard  to the
health,  safety,  comfort,  and  well-being  of the
residents  in accordance  with a  maintenance  and
repair  program.

Not reviewed  during  this  survey.

This  MN Requirement  is not  met  as  evidenced
by:

Not reviewed  during  this  survey.

{0 810} 144G. 45  Subd.  2 (b-f) Fire  protection  and
SS= I 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

Minnesota  Department  of Health
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{0 810} Continued  From  page  5 {0 810}

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

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to develop  the  fire
safety  and  evacuation  plan  with the  required
content  and  provide  the  required  training  and
drills. This  had  the  potential  to directly  affect  all
residents,  staff,  and  visitors.

This  practice  resulted  in a  level  three  violation (a
violation that  harmed  a  resident' s  health  or safety,
or a  violation that  had  the  potential  to cause  more
than  minimal  harm  to the  resident)  and  was
issued  at  a  widespread  scope  (when  problems

Minnesota  Department  of Health
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{0 810} Continued  From  page  6

are  pervasive  or represent  a  systemic  failure  that
has  affected  or has  potential  to affect  a  large
portion  or all of the  residents) .

{0 810}

On  Febuary  4,  2026  at  12:10  pm,  survey  staff
emailed  the  facility requesting  documenttion  on
the  fire saftey  evacuation  plan.  The  licensee
emailed  the  requested  information.  Upon  review
of the  documents  the  following .

FINDINGS  FROM  INITIAL SURVEY ON JUNE  3,
2025:

On  November  5, 2025,  licensed  assisted  living
director/ clinical nurse  supervisor  (LALD/CNS) -C
provided  documents  on  the  fire safety  and
evacuation  plan  (FSEP) , fire safety  and
evacuation  training,  and  evacuation  drills for the
facility.

FIRE  SAFETY  AND EVACUATION PLAN:
The  licensee' s  FSEP  failed  to include  the
following:

The  FSEP  included  standard  employee
procedures  but  failed  to provide  specific
employee  actions  to take  in the  event  of a  fire or
similar  emergency  relative  to the  facility's  building
layout  and  environmental  risks.  The  plan  included
the  acronym  R.A.C.E. (Rescue,  Alarm,  Confine,
and  Extinguish  or Evacuate)  but  the  plan  was
designed  for a  building  with life safety  systems
such  as  fire alarm  systems.  The  policy had  not
been  updated  to provide  complete  actions  for
employees  to take  in the  event  of a  fire or similar
emergency  at  the  licensed  facility which  did not
have  life safety  systems  or a  fire alarm  system.
The  provided  FSEP  emailed  on  2-4-26  was  from
a  third-party  provider  and  had  not  been  updated
to the  specific  facility.

Minnesota  Department  of Health
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TRAINING:
The  licensee  failed  to provide  evacuation  training
to residents  at  least  once  per  year.  LALD/CNS- C
lacked  documentation  showing  any  training  was
offered  or training  was  scheduled  for a  future  date
for residents  on  the  fire safety  and  evacuation
plan.  No training  documentation  was  provided  in
the  email  reseived  2-4-26.

The  licensee  failed  to provide  training  to
employees  on  the  FSEP  upon  hire  and  at  least
twice  per  year.  The  licensee' s  training  records
indicated  staff  were  trained  upon  hire,  but  no
additional  trainings  were  provided.  No other
training  documentation  was  provided.  No training
documentation  was  provided  in the  email
reseived  2-4-26.

DRILLS:
The  licensee  failed  to conduct  evacuation  drills
for employees  twice  per  year,  per  shift with at
least  one  evacuation  drill every  other  month.
Record  review  of licensee' s  evacuation  drill log
indicated  evacuation  drills were  conducted  on
5-25-25  for the  PM shift,  and  6-1-25  for the  AM
shift.  No other  documentation  was  provided.  The
emailed  fire drill log indicated  only two additional
fire drills were  completed  since  the  initial survey.
12-20-25  & 1-10-26.

{01470}  144G. 63  Subd.  2 Content  of required  orientation
SS= F

(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}
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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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(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:

Not reviewed  during  this  survey.

{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),

Minnesota  Department  of Health
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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
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;

This  MN Requirement  is not  met  as  evidenced
by:

Not reviewed  during  this  survey.

{01640}  144G. 70  Subd.  4 (a-e)  Service  plan,
SS= F 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

Minnesota  Department  of Health
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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.

{01640}

This  MN Requirement  is not  met  as  evidenced
by:

Not reviewed  during  this  survey.

{01770}  144G. 71  Subd.  9 Documentation  of medication
SS= F setup

{01770}

Documentation  of dates  of medication  setup,
name  of medication,  quantity  of dose,  times  to be
administered,  route  of administration,  and  name
of person  completing  medication  setup  must  be
done  at  the  time  of setup.

This  MN Requirement  is not  met  as  evidenced
by:

Not reviewed  during  this  survey.

{01820}  144G. 71  Subd.  13  Prescriptions
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.

{01820}
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{01820}  Continued  From  page  12

This  MN Requirement  is not  met  as  evidenced
by:

{01820}

Not reviewed  during  this  survey.

{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:

Not reviewed  during  this  survey.

{01890}  144G. 71  Subd.  20  Prescription  drugs
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
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:

Not reviewed  during  this  survey.

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

{01940}

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

Minnesota  Department  of Health
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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.

This  MN Requirement  is not  met  as  evidenced
by:

Not reviewed  during  this  survey.
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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

Electronically Delivered

December  10, 2025

Licensee
Sunrise Assisted Living
15236 Germanium Circle
Ramsey, MN 55303

RE: Project Number(s) SL36918017

Dear Licensee:

The Minnesota  Department  of Health (MDH) completed  a survey on November  6, 2025, for the
purpose  of evaluating and assessing compliance with state  licensing statutes.  At the  time of the
survey, MDH noted  violations of the  laws pursuant  to  Minnesota  Statute,  Chapter  144G, Minnesota
Food Code, Minnesota  Rules Chapter  4626, Minnesota  Statute  626.5572 and/ or Minnesota  Statute
Chapter  260E.

STATE CORRECTION ORDERS
The enclosed  State  Form documents  the  state  correction  orders.  MDH documents  state  licensing
correction  orders  using federal  software.  Tag numbers  are  assigned to  Minnesota  state  statutes  for
Assisted Living Facilities. The assigned tag number  appears  in the  far left column entitled  "ID Prefix
Tag." The state  statute  number  and the  corresponding  text  of the  state  statute  out  of compliance are
listed in the  "Summary Statement  of Deficiencies" column. This column also includes the  findings that
are  in violation of the  state  statute  after  the  statement,  "This MN Requirement  is not  met  as
evidenced  by . . ."

IMPOSITION OF FINES
In accordance  with Minn. Stat. § 144G.31, Subd. 4, fines and enforcement  actions  may be imposed
based  on the  level and scope of the  violations and may be imposed  immediately  with no opportunity
to  correct  the  violation first as follows:

Level 1: no fines or enforcement;
Level 2: a fine of $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

§ 144G.20.

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

An equal  opportunity  employer. Letter ID: IS7N REVISED 09/13/2021



Sunrise Assisted Living
December 10, 2025
Page 2
pursuant  to  this survey:

St - 0 - 0775 - 144g.45 Subd. 2. (a) - Fire Protection  And Physical Environment  - $500.00
St - 0 - 0780 - 144g.45 Subd. 2 (a) (1) - Fire Protection  And Physical Environment  - $500.00
St - 0 - 0810 - 144g.45 Subd. 2 (b-F) - Fire Protection  And Physical Environment  - $1,000.00
St - 0 - 1750 - 144g.71 Subd. 7 - Delegation  Of Medication  Administration  - $1,000.00
St - 0 - 2320 - 144g.91 Subd. 4 (b) - Appropriate  Care And Services - $1,000.00

The refor e, in accor danc e wit h Minn. Sta t. §§ 144G.01 to  144G.999 9, the  total  amount  you are
assessed  is $4,000.00. You will be invoiced approximately  30 days after  receipt  of this notice,  subject
to  appeal .

DOCUMENTATION OF ACTION TO COMPLY
In accorda nce with Mi nn. Stat.  § 144G.30, Sub d. 5(c), th e lic ens ee  mus t docum ent  ac tions 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
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

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

To appe  al fi nes via re cons iderat  ion , pl ease  follow the procedu  re outl ined abo ve. Plea se no te  tha  t you
may re que  st a rec onside rati on or a hearing, bu t not bot  h. If you wis h to cont  est  ta  gs with out  fine s 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 conv enien  ce at  thi s link: https: / / forms.office.com/ g/Bm5uQEpHVa. Your inpu t is import  ant
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,

Kelly Thorson, Supervisor
State  Evaluation Team
Email: Kelly.Thorson@state. mn.us
Telephone:  320-223-7336 Fax: 1-866-890-9290

CLN
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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  Correction  Orders
using  federal  software.  Tag numbers  have
been  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  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.

SL36918017- 0

On  November  3, 2025,  through  November  7,
2025,  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  five (5) residents;
five (5) receiving  services  under  the  Assisted
Living Facility license.

An immediate  correction  order  was  identified  on
November  6,  2025,  issued  for SL36918017,  tag
identification  2320.

An immediate  correction  order  was  identified  on
November  6,  2025,  issued  for SL36918017,  tag
identification  1750.

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.

During  the  survey,  the  licensee  took  action  to
mitigate  the  immediate  risk.  However,

Minnesota  Department  of Health
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noncompliance  remained,  and  the  scope  and
level  remain  unchanged.

0 000

0 490  144G. 41  Subdivision  1b  Minimum requirements;  0 490
SS= F other  required  services

All assisted  living facilities  must  offer to provide  or
make  available  the  following services  to
residents:
(1) weekly  housekeeping;
(2) weekly  laundry  service;
(3) upon  the  request  of the  resident,  provide
direct  or reasonable  assistance  with arranging  for
transportation  to medical  and  social  services
appointments,  shopping,  and  other  recreation,
and  provide  the  name  of or other  identifying
information  about  the  persons  responsible  for
providing  this  assistance;
(4) upon  the  request  of the  resident,  provide
reasonable  assistance  with accessing  community
resources  and  social  services  available  in the
community,  and  provide  the  name  of or other
identifying information  about  persons  responsible
for providing  this  assistance;
(5) provide  culturally  sensitive  programs;  and
(6) have  a  daily program  of social  and
recreational  activities  that  are  based  upon
individual  and  group  interests,  physical,  mental,
and  psychosocial  needs,  and  that  creates
opportunities  for active  participation  in the
community  at  large.

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to have  a  daily
program  of social  and  recreational  activities
based  on  individual  and  group  interests,  physical,
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mental,  and  psychosocial  needs,  which  create
opportunities  for active  participation  in the
community  at  large.  This  had  the  potential  to
affect  all five residents  of the  facility.

0 490

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

The  findings  include:

On  November  3, 2025,  at  10:45  a. m. , licensed
assisted  living director/ clinical nurse  supervisor
(LALD/CNS) -A stated  the  residents  did not  really
participate  in any  activities  they  have  offered.

On  November  3, 2025,  at  11:30  a. m. , during  a
facility tour,  the  surveyor  did not  observe  an
activities  calendar  posted.  LALD/CNS- A stated  he
does  not  see  the  activities  calendar  posted  and
will look to see  if he  can  find it.

During  the  survey  on  November  3,  2025,  through
November  7,  2025,  the  surveyor  did not  observe
any  planned  or offered  activities  for residents  to
attend.  The  surveyor  observed  some  residents
sitting  in the  dining  room  or go  outside  to smoke,
while other  residents  remained  in their  rooms
most  of the  day.

An activities  calendar  was  not  provided  to the
surveyor.

No further  information  was  provided.
Minnesota  Department  of Health
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TIME PERIOD  FOR  CORRECTION:  Twenty-one
(21)  days

0 680  144G. 42  Subd.  10  Disaster  planning  and
SS= F emergency  preparedness

0 680

(a)  The  facility must  meet  the  following
requirements:
(1) have  a  written  emergency  disaster  plan  that
contains  a  plan  for evacuation,  addresses
elements  of sheltering  in place,  identifies
temporary  relocation  sites,  and  details  staff
assignments  in the  event  of a  disaster  or an
emergency;
(2) post  an  emergency  disaster  plan  prominently;
(3) provide  building  emergency  exit diagrams  to
all residents;
(4) post  emergency  exit diagrams  on  each  floor;
and
(5) have  a  written  policy and  procedure  regarding
missing  residents.
(b) The  facility must  provide  emergency  and
disaster  training  to all staff  during  the  initial staff
orientation  and  annually  thereafter  and  must
make  emergency  and  disaster  training  annually
available  to all residents.  Staff  who have  not
received  emergency  and  disaster  training  are
allowed  to work only when  trained  staff  are  also
working  on  site.
(c) The  facility must  meet  any  additional
requirements  adopted  in rule.

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  interview  and  record  review,  the
licensee  failed  to develop  a  written  emergency
preparedness  plan  (EPP)  with all the  required
content.  This  had  the  potential  to affect  all
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residents,  employees,  and  visitors  to the  facility.

0 680

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  November  3, 2025,  at  12:55  p.m. , registered
nurse  (RN)-B provided  the  surveyor  with a  binder
that  contained  the  EPP  and  stated  if some  of the
items  are  missing  from the  EPP  could  be  at  the
office.
On  November  4, 2025,  at  1:47  p.m. , the  surveyor
received  an  updated  EPP  provided  by licensed
assisted  living director/ clinical nurse  supervisor
(LALD/CNS) -A.

The  licensee' s  undated  EPP  lacked  the  required
content:
- risk assessment  that  considers  hazards  like
care  related  emergencies,  equipment/ utility
failures,  interruptions  in
communications/ cyber- attacks,  loss  of all or
portion  of a  facility, interruption  to normal  supply
of essential  resources  and  medical  supplies;
- missing  resident  plan  and  quarterly  review;
- a  process  for emergency  preparedness  (EP)
collaboration  with tribal,  regional,  state  and
federal  officials/organizations;
- the  development  of policies/ procedures  to
address:

- subsistence  needs  for staff  and  residents;
- procedures  for evacuation;
- procedures  for sheltering;

Minnesota  Department  of Health
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- use  of volunteers;  and
- arrangement  with other  facilities.

- development  of a  communication  plan;
- names  and  contact  information  for staff,  entities
providing  services,  resident  physicians,  other
facilities,  and  volunteers;
- emergency  officials contact  information;
- develop  and  maintain  EP  training  and  testing
program;  and
- exercises  to test  the  EPP  at  least  twice  per  year,
including  unannounced  drills using  the  EPP.

0 680

On  November  5, 2025,  at  9:45  a. m. , LALD-A
stated  he  agrees  the  EPP  is missing  some  of the
required  information,  the  EPP  was  not  onsite  at
start  of the  survey,  he  was  not  aware  of the
required  missing  person  policy with quarterly
review,  and  had  not  completed  any  drill since  the
change  of ownership.

The  licensee' s  undated  Emergency  Management
policy indicated  the  facility will have  an  identified
plan  in place  to ensure  the  safety  and  well-being
of residents  and  employees  during  periods  of an
emergency  or a  disaster  that  disrupts  facility
services.

Per  Assisted  Living Facilities:  Minnesota  Rules
Chapter  4659,  4659. 0110,  Subd.  4.  Review
missing  resident  plan.  The  assisted  living director
and  clinical nurse  supervisor  must  review  the
missing  person  plan  at  least  quarterly  and
document  any  changes  to the  plan.

No further  information  was  provided.

TIME PERIOD  FOR  CORRECTION:  Twenty-one
(21)  days
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0 700  144G. 43  Subdivision  1 Resident  record
SS= F

(b) Resident  records,  whether  written  or
electronic,  must  be  protected  against  loss,
tampering,  or unauthorized  disclosure  in
compliance  with chapter  13  and  other  applicable
relevant  federal  and  state  laws.  The  facility shall
establish  and  implement  written  procedures  to
control  use,  storage,  and  security  of resident
records  and  establish  criteria  for release  of
resident  information.

0 700

0 700

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation  and  interview,  the  licensee
failed  to ensure  resident' s  personal  health  and
medical  information  was  kept  private.  This  had
the  potential  to affect  all residents  residing  within
the  facility.

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

The  findings  include:

On  November  5, 2025,  while upstairs  in the  living
room  registered  nurse  (RN)-B pulled  a  binder  out
of a  bookcase  in the  living room  to provide  a
treatment  plan  for the  surveyor.  RN-B stated  the
binder  is normally  in the  locked  file cabinet,  but
she  had  it out  because  of the  survey  and  did not
lock it back  up.
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On  November  6, 2025,  at  8:20  a. m. , while
upstairs  in the  living room  the  surveyor  observed
the  bookcase  and  observed  two binders  that
contained  resident  information.  The  surveyor  also
observed  an  after- visit summary  (AVS) for a
resident  of the  facility located  on  a  desk  in the
living room.

0 700

On  November  6, 2025,  at  9:00  a. m. , RN-B
acknowledged  the  binders  that  contained  resident
information  and  the  AVS were  not  locked  in the
file cabinet  and  should  have  not  been  left out
unsecured.

On  November  6, 2025,  at  9:00  a. m. , licensed
assisted  living director/ clinical nurse  supervisor
(LALD/CNS) -A stated  the  resident  information
should  always  be  locked  up.

The  licensee' s  undated  Resident  Privacy  Rights
policy indicated  the  licensee  will accommodate
resident  privacy  rights  as  specified  in the  privacy
rule  of the  Health  Information  Portability  Act
(HIPPA) regulation.

No further  information  was  provided.

TIME PERIOD  FOR  CORRECTION:  Seven  (7)
days

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

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

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

0 775

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

Findings  include:

On  November  5, 2025,  at  approximately  2:00
p.m., the  surveyor  toured  the  facility with licensed
assisted  living director/ clinical nurse  supervisor
(LALD/CNS) -C the  following was  observed:

There  was  not  an  appropriate  non- combustible
dispenser  provided  for discarding  used  cigarette
butts  in the  designated  smoking  area.  Smoking
shall  be  done  safely,  and  cigarettes  discarded
into approved  non- combustible  ash  trays  placed
on  a  sturdy  surface.  Lighted  matches,  cigarettes,
cigars  or other  burning  objects  shall  not  be
discarded  in such  a  manner  that  could  cause
ignition of other  combustible  material.

On  November  5, 2025,  LALD/CNS- C
acknowledged  the  observation  while
accompanying  on  the  tour.

TIME PERIOD  FOR  CORRECTION:  Two (2)
days.
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0 780  144G. 45  Subd.  2 (a)  (1) Fire  protection  and
SS= F physical  environment

0 780

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

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation  and  interview,  the  licensee
failed  provide  interconnected  smoke  alarms  in
required  locations.  These  deficient  conditions  had
the  ability to affect  all staff  and  residents.
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STATE FORM 6899 45ME11  If continuation  sheet  10  of 46



Minnesota  Department  of Health
STATEMENT OF  DEFICIENCIES
AND PLAN OF  CORRECTION

(X1) PROVIDER/ SUPPLIER/ CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

A. BUILDING: ______________________

PRINTED:  12/10/ 2025
FORM  APPROVED

(X3) DATE SURVEY
COMPLETED

36918 B. WING _____________________________ 11/06/2025

NAME OF  PROVIDER  OR  SUPPLIER

SUNRISE  ASSISTED  LIVING

STREET  ADDRESS,  CITY, STATE, ZIP CODE

15236  GERMANIUM CIRCLE
RAMSEY,  MN 55303

(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

0 780  Continued  From  page  10

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

0 780

The  findings  include:

On  November  5, 2025,  at  approximately  2:00
p.m., the  surveyor  toured  the  facility with licensed
assisted  living director/ clinical nurse  supervisor
(LALD/CNS) -C.  During  the  tour,  a  test  of the
smoke  alarms  was  conducted  by LALD/CNS- C,
and  it was  observed  that  the  smoke  alarms  in the
facility were  not  interconnected.  All smoke  alarms
are  required  to be  interconnected  so  that  the
actuation  of any  one  alarm  causes  all alarms
within the  facility to operate.

Two separate  smoke  alarm  systems  were  present
but  not  interconnected.  The  hardwired  smoke
alarms  were  removed  or missing.

Existing  hardwired  (receiving  power  from the
building  electrical  system)  smoke  alarms  are
required  to be  maintained  as  installed  previously
and  interconnected  to additional  battery- operated
alarms  so  activation  of one  alarm  activates  all
alarms  throughout  the  facility.

During  the  facility tour  interview  on  November  5,
2025,  LALD/CNS- C acknowledged  the
observation  while accompanying  on  the  tour.

TIME PERIOD  FOR  CORRECTION:  Seven  (7)
days
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0 800  144G. 45  Subd.  2 (a)  (4) Fire  protection  and
SS= F physical  environment

(4) keep  the  physical  environment,  including
walls,  floors,  ceiling,  all furnishings,  grounds,
systems,  and  equipment  in a  continuous  state  of
good  repair  and  operation  with regard  to the
health,  safety,  comfort,  and  well-being  of the
residents  in accordance  with a  maintenance  and
repair  program.

0 800

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation  and  interview,  the  licensee
failed  to maintain  the  physical  environment,
including  walls,  floors,  ceiling,  all furnishings,
grounds,  systems,  and  equipment  in a  continuous
state  of good  repair  and  operation  with regard  to
the  health,  safety,  comfort,  and  well-being  of the
residents.  This  deficient  condition  had  the
potential  to affect  all staff,  residents,  and  visitors.

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

The  findings  include:

On  November  5, 2025,  at  approximately  2:00
p.m., the  surveyor  toured  the  facility with licensed
assisted  living director/ clinical nurse  supervisor
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(LALD/CNS) -C the  following was  observed:

0 800

GENERAL MAINTENANCE:
The  ceiling  in the  lower- level  bathroom  was
missing  or compromised  at  the  base  of the  tub
and  at  the  tub  wall intersection.

The  deck  guardrail  was  loose  and  wobbly.

The  deck  stair  treads  were  loose  or missing.

The  door  at  the  third level  was  damaged.

On  November  5, 2025,  LALD/CNS- C stated  they
understood  the  above- listed  deficiencies.

TIME PERIOD  FOR  CORRECTION:  Seven  (7)
days.

0 810  144G. 45  Subd.  2 (b-f) Fire  protection  and
SS= I 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
(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
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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,  interview,  and  record
review,  the  licensee  failed  to develop  the  fire
safety  and  evacuation  plan  with the  required
content  and  provide  the  required  training  and
drills. This  had  the  potential  to directly  affect  all
residents,  staff,  and  visitors.

This  practice  resulted  in a  level  three  violation (a
violation that  harmed  a  resident' s  health  or safety,
or a  violation that  had  the  potential  to cause  more
than  minimal  harm  to the  resident)  and  was
issued  at  a  widespread  scope  (when  problems
are  pervasive  or represent  a  systemic  failure  that
has  affected  or has  potential  to affect  a  large
portion  or all of the  residents) .

The  findings  include:

On  November  5, 2025,  at  approximately  2:00
p.m., the  surveyor  observed  the  fire evacuation
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diagrams  did not  include  the  identification  of the
path  of egress.  Exit plan  diagrams  must  be
correctly  labeled  to reduce  confusion  and
potential  obstructions  to egress  in a  fire or similar
emergency.

0 810

On  November  5, 2025,  licensed  assisted  living
director/ clinical nurse  supervisor  (LALD/CNS) -C
provided  documents  on  the  fire safety  and
evacuation  plan  (FSEP) , fire safety  and
evacuation  training,  and  evacuation  drills for the
facility.

FIRE  SAFETY  AND EVACUATION PLAN:
The  licensee' s  FSEP  failed  to include  the
following:

The  FSEP  included  standard  employee
procedures  but  failed  to provide  specific
employee  actions  to take  in the  event  of a  fire or
similar  emergency  relative  to the  facility's  building
layout  and  environmental  risks.  The  plan  included
the  acronym  R.A.C.E. (Rescue,  Alarm,  Confine,
and  Extinguish  or Evacuate)  but  the  plan  was
designed  for a  building  with life safety  systems
such  as  fire alarm  systems.  The  policy had  not
been  updated  to provide  complete  actions  for
employees  to take  in the  event  of a  fire or similar
emergency  at  the  licensed  facility which  did not
have  life safety  systems  or a  fire alarm  system.

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

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

0 810

On  November  5, 2025,  LALD/CNS- C stated  they
understood  the  areas  of their  policy that  were
incomplete  and  would  work on  bringing  them  into
compliance.

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

The  licensee  failed  to provide  training  to
employees  on  the  FSEP  upon  hire  and  at  least
twice  per  year.  The  licensee' s  training  records
indicated  staff  were  trained  upon  hire,  but  no
additional  trainings  were  provided.  No other
training  documentation  was  provided.

On  November  5, 2025,  LALD/CNS- C stated  they
understood  the  requirements  for training
residents  and  staff  and  would  implement  a
training  program  that  was  compliant  with statute
requirements.

DRILLS:
The  licensee  failed  to conduct  evacuation  drills
for employees  twice  per  year,  per  shift with at
least  one  evacuation  drill every  other  month.
Record  review  of licensee' s  evacuation  drill log
indicated  evacuation  drills were  conducted  on
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5-25-25  for the  PM shift,  and  6-1-25  for the  AM
shift.  No other  documentation  was  provided.

0 810

On  November  5, 2025,  LALD/CNS- C stated  there
were  no  additional  documented  drills for the
facility.

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

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

(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
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

01470
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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;
(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  observation,  interview,  and  record
review,  the  licensee  failed  to ensure  employees
received  orientation  to assisted  living facility
licensing  requirements  and  regulations  prior to
providing  services  for two of two employees
(unlicensed  personnel  (ULP)-C and  ULP-D).
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This  practice  resulted  in a  level  two violation  (a
violation that  did not  harm  a  resident' s  health  or
safety  but  had  the  potential  to have  harmed  a
resident' s  health  or safety,  but  was  not  likely to
cause  serious  injury, impairment,  or death) , and
was  issued  at  a  widespread  scope  (when
problems  are  pervasive  or represent  a  systemic
failure  that  has  affected  or has  potential  to affect
a  large  portion  or all of the  residents) .

01470

The  findings  include:

ULP-C
ULP-C started  employment  with the  licensee  to
provide  assisted  living services  on  May 6,  2025.

On  November  5, 2025,  at  11:20  a. m. , the
surveyor  observed  ULP-C administer  medications
to R3.

ULP-C's  employee  record  lacked  the  following
required  orientation  content:
- an  overview  of the  assisted  living statutes;
- review  of provider' s  policies  and  procedures;
- the  assisted  living Bill of Rights;
- handling  of resident  complaints,  reporting  of
complaints,  where  to report;
- consumer  advocacy  services;  and
- principals  of person- centered  planning/ service
delivery.

ULP-D
ULP-D started  employment  with the  licensee  to
provide  assisted  living services  on  June  15,  2025.

ULP-D's  employee  record  lacked  the  following
required  orientation  content:
- an  overview  of the  assisted  living statutes;
- review  of provider' s  policies  and  procedures;
- handling  emergencies  and  using  emergency
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services;
- the  assisted  living Bill of Rights;
- handling  of resident  complaints,  reporting  of
complaints,  where  to report;
- consumer  advocacy  services;
- review  of types  of Assisted  Living services  the
employee  will provide  and  provider' s  scope  of
license;  and
- principals  of person- centered  planning/ service
delivery.

01470

On  November  7, 2025,  at  11:30  a. m. , licensed
assisted  living director/ clinical nurse  supervisor
(LALD/CNS) -A stated  he  did not  realize  he  was
not  assigning  some  of the  required  orientation
training  classes  for the  staff  and  will update  the
classes  he  assigns  for them  and  make  sure  the
staff  take  any  classes  they  were  missing.

The  licensee' s  undated  Facility Employee
Orientation  policy indicated  the  licensee  will
assure  that  all employees  providing  or
supervising  direct  care  have  completed
orientation.  The  state  required  orientation  to
home  care  must  include  the  following:
- an  overview  of Minnesota' s  home  care  law;
- an  introduction  and  review  of the  facilities
policies  and  procedures  related  to the  provision  of
home  care  services;
- handling  emergencies  and  use  of emergency
services;
- reporting  the  maltreatment  of vulnerable  minors
or adults  under  Minnesota  statutes  626. 556  and
626. 557;
- the  home  care  bill of rights;
- Assisted  Living Bill of Rights;
- handling  of residents'  complaints  and  reporting
of complaints  to the  Office of Health  Facility
Complaints;
- consumer  advocacy  services;  and
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- a  review  of the  types  of services  the  employee
will be  providing  and  the  scope  of the  facilities
services  under  the  specific  license.

01470

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
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
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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  observation,  interview,  and  record
review,  the  licensee  failed  to ensure  direct  care
staff  received  the  required  2 hours  of initial
training  on  mental  illness  and  de- escalation  topics
effective  July  1,  2025,  for two of two employees
(unlicensed  personnel  (ULP)-C and  (ULP)-D).
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)  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:

ULP-C
ULP-C started  employment  with the  licensee  to
provide  assisted  living services  on  May 6,  2025.
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On  November  5, 2025,  at  11:20  a. m. , the
surveyor  observed  ULP-C administer  medications
to R3.

01530

ULP-C's  employee  record  showed  documentation
of 0 hours  of mental  illness-  de- escalation
techniques  and  communication  training
completed.

ULP-D
ULP-D started  employment  with the  licensee  to
provide  assisted  living services  on  June  15,  2025.

ULP-D's  employee  record  showed  documentation
of 0.75  hours  of mental  illness-  de- escalation
techniques  and  communication  training
completed.

On  November  7, 2025,  at  11:30  a. m. , licensed
assisted  living director/ clinical nurse  supervisor
(LALD/CNS) -A stated  he  did not  realize  the
mental  illness  and  de- escalation  training  was
required  but  will have  all the  staff  complete  the
two hours  of initial training  in this  subject.

The  licensee' s  undated  Facility Employee
Orientation  policy indicated  All employees  of the
licensee,  including  those  who provide  direct  care,
supervision  of direct  care,  or management  of
services  for the  facility, shall  complete  an
orientation  on  topics  required  by Minnesota
Statutes  and  rules  for assisted  living.

No further  information  was  provided.

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

Minnesota  Department  of Health
STATE FORM 6899  45ME11 If continuation  sheet  23  of 46



Minnesota  Department  of Health
STATEMENT OF  DEFICIENCIES
AND PLAN OF  CORRECTION

(X1) PROVIDER/ SUPPLIER/ CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

A. BUILDING: ______________________

PRINTED:  12/10/ 2025
FORM  APPROVED

(X3) DATE SURVEY
COMPLETED

36918 B. WING _____________________________ 11/06/2025

NAME OF  PROVIDER  OR  SUPPLIER

SUNRISE  ASSISTED  LIVING

STREET  ADDRESS,  CITY, STATE, ZIP CODE

15236  GERMANIUM CIRCLE
RAMSEY,  MN 55303

(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

01640  Continued  From  page  23

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

01640

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  a  written
service  plan  was  revised  to reflect  the  current
services  provided  for three  of three  residents  (R1,
R2,  and  R3) .

This  practice  resulted  in a  level  two violation  (a
violation that  did no  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
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or has  the  potential  to affect  a  large  portion  or all
the  residents) .

01640

The  findings  include:

R1
R1 was  admitted  on  June  1,  2023,  with diagnoses
that  included  schizoaffective  disorder,  traumatic
brain  injury, and  borderline  personality  disorder.

R1's  signed  service  plan  dated  March  20,  2025,
indicated  R1  received  services  to include
assessments,  bathing,  grooming,  dressing,
appointment  assistance,  shopping  assistance,
meal  assistance,  medication  management,
medication  administration,  transportation,
activities/ outings,  housekeeping,  laundry,  vitals,
nail care,  behavior  monitoring,  blood  glucose
checks,  diabetes  management,  transfer
assistance,  oxygen  management,
treatment/ wound  care,  and  walking  assistance.

R1's  Medication  Administration  Record  (MAR)
dated  November  2025,  lacked  the  following
agreed  upon  services  listed  in the  service  plan
grooming,  dressing,  appointment  assistance,
shopping  assistance,  transportation,
activities/ outings,  nail care,  transfer  assistance,
treatment/ wound  care,  and  walking  assistance.

R2
R2 was  admitted  on  June  19,  2024,  with
diagnoses  that  included  mood  disorder.

R2's  signed  service  plan  dated  June  19,  2024,
indicated  R2  received  services  to include
assessments,  bathing,  grooming,  dressing,
shopping  assistance,  appointment  assistance,
housekeeping,  meal  prep,  behavior  management,
medication  management,  medication
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administration,  blood  sugar  checks,
transportation,  activities,  laundry,  and  vitals.

01640

R2's  MAR dated  November  2025,  lacked  the
following agreed  upon  services  listed  in the
service  plan  bathing,  grooming,  dressing,
shopping  assistance,  appointment  assistance,
housekeeping,  laundry,  medication  management,
medication  administration,  blood  sugar  checks,
transportation,  and  activities.

R3
R3 was  admitted  on  February  21,  2025,  with
diagnoses  that  included  major  depressive
disorder,  generalized  anxiety  disorder,  and
post- traumatic  stress  disorder.

On  November  5, 2025,  at  11:20  a. m. , the
surveyor  observed  ULP-C administer  medications
to R3.

R3's  signed  service  plan  dated  February  21,
2025,  indicated  R3  received  services  to include
assessments,  appointment  assistance,  shopping
assistance,  meal  assistance,  medication
management,  medication  administration,
activities/ outings,  housekeeping,  laundry,  vitals,
and  behavior  monitoring.

R3's  MAR dated  November  2025,  lacked  the
following agreed  upon  services  listed  in the
service  plan  appointment  assistance,  shopping
assistance,  activities/ outings,  housekeeping,  and
laundry.

On  November  5, 2025,  at  11:00  a. m. , registered
nurse  (RN)-B stated  she  agrees  the  service  plan
and  the  services  scheduled  do  not  match  and  a
new  service  plan  was  not  implemented,  R2' s
needs  frequently  change  and  that  is why the
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service  plan  was  not  updated.

01640

On  November  5, 2025,  at  2:30  p.m. , RN-B stated
the  service  plans  and  scheduled  services  for R1
and  R3 do  not  match  and  more  than  likely all the
resident  service  plans  will need  to be  updated,
and  this  is due  to the  new  electronic  charting
system  they  have  recently  started  using.

The  licensee' s  undated  Service  Plan  policy
indicated  Assisted  living services  will be  provided
according  to a  suitable  and  current  written
Service  plan.  The  service  pillion is developed  with
the  resident/ representative  and  is based  on
resident  needs  and  preferences.  When  services
are  initiated  for a  new  resident  prior to completion
of the  individualized  resident  assessment,  a
temporary  Service  plan  will be  developed.  A
temporary  Service  plan  will not  be  effective  for
more  than  72  hours.  A Service  plan  shall  be
finalized  with each  resident  no  later  than  14  days
after  the  start  of service.  The  Service  plan  and
any  revisions  must  include  a  signature  or other
authentication  by the  assisted  living provider  and
by the  resident  or resident' s  representative
documenting  agreement  on  the  services  to be
provided.

No further  information  was  provided.

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

01750  144G. 71  Subd.  7 Delegation  of medication
SS= I administration

01750

When  administration  of medications  is delegated
to unlicensed  personnel,  the  assisted  living facility
must  ensure  that  the  registered  nurse  has:
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(1) instructed  the  unlicensed  personnel  in the
proper  methods  to administer  the  medications,
and  the  unlicensed  personnel  has  demonstrated
the  ability to competently  follow the  procedures;
(2) specified,  in writing, specific  instructions  for
each  resident  and  documented  those  instructions
in the  resident' s  records;  and
(3) communicated  with the  unlicensed  personnel
about  the  individual  needs  of the  resident.

01750

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to ensure  one  of one
unlicensed  personnel  (ULP-C) was  deemed
competent  by a  registered  nurse  (RN) to
administer  all routes  of medications.  This  had  the
potential  to affect  all residents  receiving
medication  administration.  This  resulted  in an
immediate  correction  order  on  November  6,
2025.

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:

ULP-C was  hired  May 6, 2025,  to provide
assisted  living services.

ULP-C's  employee  record  contained  an  oral
medication  competency  evaluation  dated  June
25,  2025.
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ULP-C's  employee  record  lacked  competency
evaluations  for all other  medication  administration
routes.

On  November  4, 2025,  at  11:30  a. m. , ULP-C
stated  she  administers  all the  medications  for the
residents  of the  facility, which  included  the  insulin
injections.

On  November  5, 2025,  at  11:20  a. m. , the
surveyor  observed  ULP-C administer  medications
to R3.

On  November  5, 2025,  at  3:20  p.m. , licensed
assisted  living director/ clinical nurse  supervisor
(LALD/CNS) -A stated  he  realized  when  gathering
the  employee  records  that  all of the  staff  only had
competencies  for oral  medication  administration
and  no  other  routes  of medication  administration
but  was  working  on  updating  the  training  so  he
can  get  all staff  trained  on  all the  routes  of
medication  administration.

The  licensee' s  undated  Medication  Management
Services  policy indicated  the  registered  nurse  Will
develop  and  implement  medication  training
curriculum  and  competency  evaluations  to assure
that  licensed  and  unlicensed  staff  is trained  and
competent  to perform  all delegated  medication
management  tasks.  The  RN will document  the
training  and  competency  of staff  in the  personnel
files.  The  RN will orient  unlicensed  personnel  to
each  resident  and  the  resident' s  medication
management  services  in person,  orally, in writing,
or electronically.

No further  information  was  provided.

TIME PERIOD  FOR  CORRECTION:  Immediate
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01770  144G. 71  Subd.  9 Documentation  of medication
SS= F setup

01770

Documentation  of dates  of medication  setup,
name  of medication,  quantity  of dose,  times  to be
administered,  route  of administration,  and  name
of person  completing  medication  setup  must  be
done  at  the  time  of setup.

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  interview  and  record  review,  the
licensee  failed  to ensure  documentation  of
medication  setup  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  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:

During  the  entrance  conference  on  November  3,
2025,  at  10:45  a. m., registered  nurse  (RN)-B
stated  she  completes  a  medication  set  up  for all
resident' s  that  receive  medication  administration.

R2  was  admitted  on  June  19,  2024,  with
diagnoses  that  included  mood  disorder.

R2's  signed  service  plan  dated  June  19,  2024,
indicated  R2  received  services  to include
medication  management  and  medication
administration.
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R2's  record  lacked  medication  set- up
documentation  to include  names  of medications,
quantity  of doses,  times  to be  administered,  and
routes  of administration.

On  November  4, 2025,  at  12:03  p.m. , RN-B
provided  the  surveyor  with an  email  that  included
a  screenshot  of the  medication  set  up
documentation.  The  screenshot  was  dated  March
1,  2025,  indicated  the  service  was  to be
completed  once  weekly  on  Wednesday,  and
instructed  licensed  nurse  to set  up  medications
weekly  and  order  medications  running  low. It
included  days  1-30  and  every  Wednesday  was
highlighted  blue  to indicate  which  day  the  service
was  to be  provided.

On  November  4, 2025,  at  1:30  p.m.  RN-B stated
there  may  be  more  documentation  of the
medication  set  up  at  the  office,  but  she  does
document  in the  electronic  computer  system  once
weekly  that  the  medication  set  up  was  completed
and  documents  it this  for all of the  residents.

The  surveyor  did not  receive  any  further
medication  set  up  documentation  after  it had
been  verbally  requested  several  times.

The  licensee' s  undated  Medication  Set  Up policy
indicated  the  following:
1.  A medication  administration  record  (MAR) or
other  medication  documentation  method  should
be  used  to set  up  medications.
2.  The  verbal/ telephone  order  is the  nurses  verbal
order  until it is signed  by the  physician/ prescriber
at  which  point  it becomes  the  written  order.  It is
the  nurses  responsibility  to ensure  that  it is
accurate  and  without  errors.
3.  The  medication  list is current  and  updated  with
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physician  orders  as  changes  occur.  The
medications  are  reviewed  at  each  Med  set  up  to
determine  if there  are  new  or changed
medications.  This  includes  over  the  counter
medications.
4.  The  nurse  must  always  read  the  pharmacy
labels  carefully  whether  they  are  filling a  Med
planner  or administering  the  medication.  The
nurse  should  then  compare  the  medication  labels
to the  medication  list or MAR before
administering  the  medication  or filling the  Med
planner.  Labels  should  be  checked  for expiration
dates  and  discarded  or refilled as  ordered.
5.  The  nurse  ensures  that  they  are  filling the  Med
planner  correctly  and  that  they  are  educating  and
explaining  to the  resident  the  reason  for the
changes.
6.  The  nurse  will will clearly  document  what
nursing  tasks  were  performed,  what  was
assessed,  and  the  findings.
7.  The  nurse  will document  prescriptions  refilled
and  whether  resident  has  all medications
available  for the  setup.

01770

No further  information  was  provided.

TIME PERIOD  FOR  CORRECTION:  Seven  (7)
days

01820  144G. 71  Subd.  13  Prescriptions
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.

01820

This  MN Requirement  is not  met  as  evidenced
by:
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Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to ensure  a  written  or
electronically  recorded  prescription  was
maintained  for all medications  that  the  assisted
living facility managed  for the  one  of three
residents  (R3) .

01820

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:

R3 was  admitted  on  February  21,  2025,  with
diagnoses  that  included  major  depressive
disorder,  generalized  anxiety  disorder,  and
post- traumatic  stress  disorder.

On  November  5, 2025,  at  11:20  a. m. , the
surveyor  observed  ULP-C administer  medications
to R3.

R3's  service  plan  dated  February  21,  2025,
indicated  R3  received  services  to include
assessments,  appointment  assistance,  shopping
assistance,  meal  assistance,  medication
management,  medication  administration,
activities/ outings,  housekeeping,  laundry,  vitals,
and  behavior  monitoring.

R3's  medication  administration  record  dated
November  2025,  indicated  R3  received  the
following medications:  ascorbic  acid  500
milligrams  (mg)  take  one  tablet  daily, Austedo  6
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mg  take  one  tablet  by mouth  twice  daily,
azelastine  1.25%  nasal  spray  instill two sprays  in
each  nostril  every  evening,  buspirone  HCL 15mg
take  one  tablet  by mouth  twice  daily, doxycycline
Hyclate  100mg  take  one  tablet  by mouth  at
bedtime,  duloxetine  HCL 60mg  give  one  capsule
twice  daily, ferrous  sulfate  325mg  give  one  tablet
daily with breakfast,  fluticasone  propionate  50
mcg  inhale  two sprays  each  nostril  every  day,
gabapentin  300mg  give  two capsules  three  times
daily, linzess  72mcg  give  one  tablet  daily,
lisdexamfetamine  30mg  take  one  capsule  by
mouth  every  morning,  lithium carbonate  ER  300
mg  take  one  tablet  by mouth  twice  daily,
loratadine  10mg  give  one  tablet  once  daily,
midodrine  HCL 5mg  give  one  tablet  twice  daily,
naltrexone  50  mg  give  one  tablet  twice  daily,
pantoprazole  40mg  give  one  tablet  daily, prazosin
1mg  give  three  capsules  daily at  bedtime,
quetiapine  ER  50mg  give  one  tablet  daily at
bedtime,  daily vitamin  400  mcg  give  one  tablet
daily, trazodone  100mg  give  one  tablet  daily at
bedtime,  and  vitamin  D3 50  mcg  give  one  tablet
daily.

01820

R3's  record  lacked  a  current  written  or
electronically  recorded  prescription  for all
medications  the  assisted  living facility managed.

On  November  7, 2025,  at  11:20  a. m. , registered
nurse  (RN)-B stated  they  only had  the  current
medication  list on  file because  the  hospital  would
not  release  any  information  to the  facility due  to
not  having  a  release  of information  on  file.

The  licensee' s  undated  Medication  Prescriptions
and  Refills policy indicated  a  current,  written
prescriber' s  prescription  must  be  obtained  for any
medication,  including  an  over- the- counter
medication,  whenever  staff  is responsible  for
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setting  up  the  medication,  administering  the
medication  or providing  other  medication
management  services  for a  resident.

01820

No further  information  was  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  securely  for one  of one  resident  (R1)
reviewed  with medication  management  services.

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  November  3, 2025,  at  10:45  a. m. , during
entrance  conference,  registered  nurse  (RN)-B
stated  all narcotic  medications  are  in a  lock box
that  is separate  from the  non- narcotic
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medications.  RN-B also  stated  she  completes  a
medication  set  up  for all the  medications  and  the
staff  administer  the  medications  from the
medication  set  up  boxes.

01880

On  November  4, 2025,  at  12:00  p.m. , the
surveyor  observed  the  medication  cabinet  with
unlicensed  personnel  (ULP)- C and  observed  a
separate  lock box  that  ULP-C indicated  contained
the  narcotic  medications  and  medication  boxes
that  contained  the  daily medications  for the
residents  that  RN-B had  set  up  for staff.

On  November  4, 2025,  at  12:20  p.m. , the
surveyor  completed  a  narcotic  medication  count
check  with ULP-C. The  surveyor  looked  at  the
narcotic  logbook  and  requested  the  count  for a
narcotic  medication  and  the  count  logged  in the
logbook  and  the  actual  medication  count  did not
match.  ULP-C stated  this  is because  the  nurse
sets  up  all the  medications  in the  medication
boxes  and  they  update  the  count  in the  logbook
once  the  medications  are  administered.

On  November  4, 2025,  at  12:25  p.m. , RN-B
stated  the  logbook  and  the  actual  medication
count  do  not  match  because  she  takes  the
narcotic  medication  from the  lockbox  and  puts  it
in the  medication  boxes  when  she  completes  the
medication  set  up,  the  staff  administer  the
medications  out  of the  medication  boxes,  and  the
staff  are  supposed  to update  the  narcotic  count
after  the  administration  of the  medications.  RN-B
agreed  that  the  narcotics  are  no  longer  behind  a
double  lock by following this  process  and  this
would  not  prevent  diversion  of narcotic
medications  very  well.

The  licensee' s  undated  Medication:  Controlled
Substances  policy indicated  the  licensed  nurse
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accepting  the  delivery  will put  the  controlled
substances/ Schedule  II medications  in a  locked
compartment  separate  from containers  for
non- controlled  medications  either  in the  central
medication  storage  area,  if appropriate,  or in a
locked  compartment  in the  resident' s  room.  The
locked  compartment  for controlled  medications
must  be  permanently  affixed  to the  physical  plant
or to the  medication  cart.

01880

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
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 date  time- sensitive
medications  with an  opened- on  date  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  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
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only occasionally) .

01890

The  findings  include:

R1 was  admitted  on  June  1,  2023,  with diagnoses
that  included  schizoaffective  disorder,  traumatic
brain  injury, and  borderline  personality  disorder.

R1's  prescriber' s  orders  signed  July  30,  2025,
indicated  R1  was  prescribed  the  following:
- insulin  aspart  (Novolog)  pen  100  unit/ml
(milliliter) inject  sliding  scale  before  each  meal
based  on  glucose  readings:  blood  glucose  (BG)
70  -130  0 units,  BG 131- 180  10  units,  BG
181- 240  14  units,  241- 300  18  units,  and  BG
301- 350  22  units,  BG 351- 400  26  units,  BG>400
30  units.

On  November  4, 2025,  at  12:00  p.m. , the
surveyor  observed  the  medication  cabinet  with
unlicensed  personnel  (ULP)-C and  confirmed  the
Novolog  pen  for R1  did not  have  an  open  date
marked  on  the  pen.  ULP-C stated  the  insulin  pen
was  just  opened  yesterday  or today.

On  November  4, 2025,  at  12:10  p.m. , registered
nurse  (RN)-B stated  when  the  insulin  pen  is
opened  the  date  should  be  marked  on  the  pen,
she  opened  the  insulin  pen  yesterday  and  forgot
to label  it with an  open  date.

Novolog  pen  manufacturer  instructions  dated
March  2023,  directed  the  medication  should  be
discarded  28  days  after  opened.

The  licensee' s  undated  Individualized  Medication
Management  Plan  and  Record  policy indicated
Following completion  of the  nursing  assessment,
including  an  assessment  of the  residents  need  for
medication  management,  the  RN develops  an
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individualized  medication  management  record  for
the  resident  and/ or the  resident' s  representative.
The  plan  must  include  the  following:
- description  of how medications  will be  stored
based  on  the  resident' s  needs,  Risk  of diversion
and  consistent  with the  manufacturer' s  directions.

01890

No further  information  was  provided.

TIME PERIOD  FOR  CORRECTION:  Seven  (7)
days

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

01940

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
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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  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)
with blood  glucose  monitoring  and  oxygen
management.

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  on  June  1,  2023,  with diagnoses
that  included  schizoaffective  disorder,  traumatic
brain  injury, and  borderline  personality  disorder.

R1's  signed  service  plan  dated  March  20,  2025,
indicated  R1  received  services  to include
assessments,  bathing,  grooming,  dressing,
appointment  assistance,  shopping  assistance,
meal  assistance,  medication  management,
medication  administration,  transportation,
activities/ outings,  housekeeping,  laundry,  vitals,
nail care,  behavior  monitoring,  blood  glucose
checks,  diabetes  management,  transfer
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assistance,  oxygen  management,
treatment/ wound  care,  and  walking  assistance.

01940

R1's  signed  physician  orders  dated  October  31,
2025,  indicated  R1  received  blood  glucose
monitoring  three  times  daily and  supplemental
oxygen  delivery  at  2 liters  per  minute.

R1's  medication  administration  record/  treatment
administration  record  (MAR/TAR) dated
November  2025,  indicated  R1  received  blood
glucose  monitoring  three  times  daily, daily
oxygen  saturation  monitoring  and  monthly  tubing
changes.

R1's  individualized  treatment  plan  dated  April 1,
2025,  indicated  R1  received  treatments  to include
blood  glucose  monitoring  and  oxygen  and  all
other  required  information  was  on  the  TAR.

R1's  TAR and  individualized  treatment  plan  both
lacked  the  following required  information:
- documentation  of specific  resident  instructions
relating  to the  treatments  or therapy
administration;
- procedures  for notifying a  registered  nurse  or
appropriate  licensed  health  professional  when  a
problem  arises  with treatments  or therapy
services;  and
- 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  November  5, 2025,  at  2:30  p.m. , registered
nurse  (RN)-B stated  she  agrees  the  treatment
plan  for R1  is missing  specific  instructions,  when
to notify the  nurse  and  problems  that  could  arise
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from the  treatment,  and  she  will need  to update
the  treatment  plan  and  this  would  be  the  case  for
all residents  with treatments.

01940

The  licensee' s  undated  Treatment  and  Therapy
Management  Plan  policy indicated  when  the
resident  has  been  assessed  and  orders  for
treatments  and  therapies  are  obtained,  an
individualized  treatment/ therapy  plan  and
management  record  will be  developed.  The  plan
will include  the  following:
- documentation  of specific  instructions  that
relate  to providing  the  treatment  or therapy
administration;
- procedures  for notifying a  registered  nurse  or
other  licensed  health  professional  if problems
arise  with the  treatment  or therapy  services;  and
- verification  by the  registered  nurse  that  services
are  administered  as  prescribed  and  monitoring  of
treatment  or therapy  to prevent  complications  or
adverse  reactions.

No further  information  provided.

TIME PERIOD  FOR  CORRECTION:  Seven  (7)
days

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

02320

(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  in
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
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by:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to ensure  one  of one
unlicensed  personnel  (unlicensed  personnel
(ULP)-C) followed  appropriate  medication
administration  procedures.  This  resulted  in an
immediate  correction  order  on  November  6,
2025.

02320

This  practice  resulted  in a  level  three  violation (a
violation that  harmed  a  resident' s  health  or safety,
or a  violation that  had  the  potential  to cause  more
than  minimal  harm  to the  resident) , and  was
issued  at  a  widespread  scope  (when  problems
are  pervasive  or represent  a  systemic  failure  that
has  affected  or has  potential  to affect  a  large
portion  or all of the  residents) .

The  findings  include:

ULP-C was  hired  May 6, 2025,  to provide
assisted  living services.

On  November  5, 2025,  at  11:20  a. m. , the
surveyor  observed  ULP-C administer  medications
to R3.  ULP-C stated  R3  gets  twelve  (12)
medications  at  this  time  and  one  of them  is a
narcotic.  ULP-C proceed  to unlock  the  medication
cabinet  and  obtain  a  lock box  where  the  narcotic
medications  were  stored.  ULP-C opened  the  lock
box  and  retrieved  a  medication  card  for R3  that
contained  lisdexamfetamine  dimesylate  (a
medication  for attention- deficit/hyperactivity
disorder) . ULP-C punched  one  medication  out  of
the  medication  card  into a  medication  cup  and
documented  in the  narcotic  logbook  the  new
medication  count.  ULP-C then  proceeded  to open
a  drawer  that  contained  R3' s  other  medications
and  pulled  out  a  medication  box  that  contained
medications  for the  week.  ULP-C opened  the  lid
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of the  day  labeled  Wednesday  and  poured  the
medications  into the  medication  cup  that  already
contained  the  narcotic  medication.  The  surveyor
asked  ULP-C if she  was  going  to count  the
medications  to make  sure  the  correct  number  of
medications  were  being  given  and  ULP-C
proceeded  to count  the  medications  and  stated
there  were  twelve  (12)  medications  and  gave  the
medications  to R3  to take.  ULP-C proceeded  to
document  her  initial's  on  a  paper  sheet  that
contained  R3' s  name  and  the  number  of
medications  she  should  receive  for each
medication  administration  time  during  the  day.
ULP-C stated  she  does  not  use  a  medication
administration  record  (MAR) to verify the
medications  because  the  nurse  puts  the
medications  into the  box,  and  she  just
administers  them.  ULP-C stated  she  was  trained
by another  nurse  and  licensed  assisted  living
director/ clinical nurse  supervisor  (LALD/CNS) -A.
ULP-C stated  she  used  to use  a  paper  MAR to
verify medications  before  administering  them  but
now the  nurse  is having  them  administer  the
medications  using  this  new  system.

02320

On  November  5, 2025,  at  11:35  a. m. , registered
nurse  (RN)-B stated  this  new  system  had  been
implemented  for all of the  resident' s  because  staff
had  made  some  medication  errors.  RN-B stated
she  started  completing  a  medication  setup  in the
medication  boxes  so  the  staff  could  just  count  the
number  of medications  from the  box  instead  of
punching  the  medications  out  of the  cards.  RN-B
stated  she  knows  the  medications  in the
medication  box  are  correct  because  she  has
another  nurse  check  her  medication  setup.  RN-B
stated  she  was  taught  to complete  the  six (6)
rights  and  three  (3) checks  of each  medication
against  the  MAR before  administering  any
medications  and  she  agreed  the  staff  are  unable
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to verify any  medications  with this  system  she  has
implemented.

On  November  5, 2025,  at  11:40  a. m. , ULP-C was
unable  to identify the  name  of any  of the
medications  she  had  administered  to R3.

The  licensee' s  undated  Documentation  of
Medication  Administration  policy indicated  the
following procedure  will be  followed  for
documentation  of medication  reminders,
medication  assistance  or administration  on  the
MAR or facility designated  form/electronic  device.
- locate  appropriate  MAR Sheet  for the  client.
Staff  will also  refer  to the  medication  profile listing
the  medication  name,  strength,  description,
amount  to be  given  and  time  of day  to be  given,
as  well as  the  purpose  of the  medication  and  any
special  instructions,  if applicable.  The  profile or
the  MAR we' ll also  tell staff  what  side  effects  or
problems  to watch  for and  report.
- staff  administering  medications  will verify the
medications  are  set  up  correctly  before
administration  to the  client  by using  the
medication  profile.  If there  is any  question
whether  the  medications  have  been  set  up
accurately,  the  staff  will contact  the  nurse  and  will
receive  direct  instructions  on  handling  any
necessary  changes  at  that  time,  while in direct
contact  with the  nurse.
- staff  will administer  the  medication  according  to
the  instructions  on  the  MAR.
- to document  the  medication  reminder  or
administration,  initial the  appropriate  box  on  the
MAR form to verify the  medication  has  been
administered  at  the  appropriate  time  and  date.  All
staff  administering  medications  to a  resident  must
include  the  staff  person' s  name/ initials and  title in
the  signature  box  on  the  MAR or applicable
authentication.
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Minnesota  Department  of Health
STATEMENT OF  DEFICIENCIES
AND PLAN OF  CORRECTION

(X1) PROVIDER/ SUPPLIER/ CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

A. BUILDING: ______________________

PRINTED:  12/10/ 2025
FORM  APPROVED

(X3) DATE SURVEY
COMPLETED

36918 B. WING _____________________________ 11/06/2025

NAME OF  PROVIDER  OR  SUPPLIER

SUNRISE  ASSISTED  LIVING

STREET  ADDRESS,  CITY, STATE, ZIP CODE

15236  GERMANIUM CIRCLE
RAMSEY,  MN 55303

(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

02320  Continued  From  page  45

- staff  will Document  each  medication  reminder,
assistance  with medications  or medication
administration  immediately  after  the  task  has
been  performed.

02320

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
SUNRISE  ASSISTED  LIVING
15236  GERMANIUM CIRCLE  NW
Ramsey,  MN 55303
Anoka  County
Parcel:

Phone:

License  Info
License:  HFID 36918

Risk:
License:
Expires  on:
CFPM:  Jameelah  T. Nance
CFPM  #: 23731;  Exp:  09/21/2026

Inspection  Info
Report  Number:  F1051251163
Inspection  Type:  Full - Single
Date:  11/3/2025  Time:  11:00:00  PM
Duration:  30  minutes
Announced  Inspection:  No
Total  Priority 1 Orders:  0
Total  Priority 2 Orders:  0
Total  Priority 3 Orders:  0
Delivery:  Emailed

No orders  were  issued  for this  inspection  report.

Food  & Beverage  General  Comment

MET WITH THE NURSE  EVALUATOR, SARABETH  REMKER.

DISCUSSED  THE FOLLOWING WITH THE MANAGER, JARED:

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

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  F1051251163 from  11/3/2025

Jared
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

Establishment  Info
SUNRISE  ASSISTED  LIVING
Ramsey
County/ Group:  Anoka  County

Temperature  Observations/ Recordings Page:  1

Inspection  Info
Report  Number:  F1051251163

Inspection  Type:  Full
Date:  11/3/2025

Time:  11:00: 00  PM

Food  Temperature:  Product/ Item/ Unit:  MILK; Temperature  Process:  Cold- Holding
Location:  Upright  Cooler  at  38  Degrees  F.
Comment:
Violation Issued? : No

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


