m DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of AIl Minnesotans

NOTICE OF CONDITIONAL LICENSE REMOVAL
LICENSE GRANTED

Electronically Delivered
September 30, 2024

Licensee

Manda's House St Cloud
2012 7th Avenue South

Saint Cloud, MN 56301

RE: Provisional Conditional License Number 410043
Health Facility Identification Number (HFID) 39414
Project Number(s) SL39414015

Dear Licensee:

On March 22, 2024, the Minnesota Department of Health (MDH) completed a follow-up survey of
your facility to determine correction orders found not corrected during the December 18, 2023,
follow-up survey, pursuant to the initial survey completed on September 20, 2023. Based on the
March 22, 2024 follow-up survey results, you were not in substantial compliance with the laws
pursuant to Minnesota Statutes, Chapter 144G.

On August 28, 2024, the Minnesota Department of Health (MDH) completed another follow-up survey
of your facility to determine correction of orders found not corrected during the March 22, 2024 and
December 18, 2023 follow-up surveys, that were issued pursuant to the initial survey completed on
September 20, 2023. Based on the August 28, 2024 follow-up survey results, you were in substantial
compliance with the laws pursuant to Minnesota Statutes, Chapter 144G. Based on these findings,
the condition on the license is removed, effective September 30, 2024.

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

Effective September 30, 2024, MDH is granting your facility license. Your license effective and
expiration dates remain the same as on your provisional license. You will not receive a replacement
license certificate until your license is due to renew. If you have not received a letter from us with
information regarding renewing your license within 60 days prior to your expiration date, please
contact us at (651) 201-5273 or by email at: Health.assistedliving@state.mn.us.

An equal opportunity employer. Letter ID: 1750



Mandas House St Cloud
September 30 2024

Page 2

REQUEST FOR RECONSIDERATION:

Pursuant to Minn. Stat. §144G.16, Subd. 4, if a provisional licensee whose assisted living facility
license has been denied, or extended with conditions, disagrees with the action taken against the
provisional license under this section, the provisional licensee may request a reconsideration no later
than 15 calendar days after provisional licensee receives notice of the action. This is your only ability
to request a reconsideration under this enforcement action.

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

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

If you have any questions, please contact Tim Hanna directly at: 507-208-8982.
Sincerely,

Rick Michals, J.D.

Executive Regional Operations Manager

Minnesota Department of Health
Health Regulation Division

HHH
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MANDAS HOUSE ST CLOUD

{0 000}| Initial Comments {0 000}

*kkkk ATT E N T I O N *kkkkkk

ASSISTED LIVING PROVIDER LICENSING
CORRECTION ORDER

In accordance with Minnesota Statutes, section
144G.08 to 144G.95 this correction order(s) has
been issued pursuant to a survey.

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

INITIAL COMMENTS:
Project SL39414015-2

On March 18, 2024, the Minnesota Department of
Health conducted a revisit at the above provider
to follow-up on orders issued pursuant to a
survey completed on December 18, 2023. At the
time of the survey, there was 1 residents: 1
receiving services under the Assisted Living
license. As a result of the revisit, the following
orders were reissued.

{0 430} 144G.40 Subd. 2 Uniform checklist disclosure of | {0 430}
SS=C | services

(a) All assisted living facilities must provide to
prospective residents:

(1) a disclosure of the categories of assisted
living licenses available and the category of
license held by the facility;

(2) a written checklist listing all services permitted
under the facility's license, identifying all services
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the facility offers to provide under the assisted
living facility contract, and identifying all services
allowed under the license that the facility does not
provide; and

(3) an oral explanation of the services offered
under the contract.

(b) The requirements of paragraph (a) must be
completed prior to the execution of the assisted
living contract.

(c) The commissioner must, in consultation with
all interested stakeholders, design the uniform
checklist disclosure form for use as provided
under paragraph (a).

This MN Requirement is not met as evidenced
by:
No further action required.

{0 480} 144G.41 Subd 1 (13) (i) (B) Minimum {0 480}
SS=F | requirements

(13) offer to provide or make available at least the
following services to residents:
(B) food must be prepared and served according

to the Minnesota Food Code, Minnesota Rules,
chapter 4626; and

This MN Requirement is not met as evidenced
by:
No further action required.

{0 550} 144G.41 Subd. 7 Resident grievances; reporting | {0 550}
SS=F | maltreatment

All facilities must post in a conspicuous place
information about the facilities' grievance
procedure, and the name, telephone number, and
email contact information for the individuals who
are responsible for handling resident grievances.

Minnesota Department of Health
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The notice must also have the contact
information for the Office of Ombudsman for
Long-Term Care and the Office of Ombudsman
for Mental Health and Developmental Disabillities
and must have information for reporting
suspected maltreatment to the Minnesota Adult
Abuse Reporting Center. The notice must also
state that if an individual has a complaint about
the facility or person providing services, the
individual may contact the Office of Health Facility

Complaints at the Minnesota Department of
Health.

This MN Requirement is not met as evidenced
by:
No further action required.

{0 640} 144G.42 Subd. 7 Posting information for {0 640}
SS=F | reporting suspected ¢

The facility shall support protection and safety
through access to the state's systems for
reporting suspected criminal activity and
suspected vulnerable adult maltreatment by:

(1) posting the 911 emergency number in
common areas and near telephones provided by
the assisted living facility;

(2) posting information and the reporting number
for the Minnesota Adult Abuse Reporting Center
to report suspected maltreatment of a vulnerable
adult under section 626.557: and

(3) providing reasonable accommodations with
information and notices in plain language.

This MN Requirement is not met as evidenced
by:
No further action required.

Minnesota Department of Health
STATE FORM 6899 521Y13 If continuation sheet 3 of 12



PRINTED: 09/30/2024

FORM APPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
R
39414 B. WING 03/22/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2012 7TH AVENUE SOUTH
MANDAS HOUSE ST CLOUD SAINT CLOUD, MN 56301
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{0650} | Continued From page 3 {0 650}
{0 650} 144G.42 Subd. 8 Employee records {0 650}
SS=D

(a) The facility must maintain current records of
each paid employee, each regularly scheduled
volunteer providing services, and each individual
contractor providing services. The records must
include the following information:

(1) evidence of current professional licensure,
registration, or certification if licensure,
registration, or certification is required by this
chapter or rules;

(2) records of orientation, required annual training
and infection control training, and competency
evaluations;

(3) current job description, including
qgualifications, responsibilities, and identification of
staff persons providing supervision;

(4) documentation of annual performance
reviews that identify areas of improvement
needed and training needs;

(5) for individuals providing assisted living
services, verification that required health
screenings under subdivision 9 have taken place
and the dates of those screenings; and

(6) documentation of the background study as
required under section 144.057.

This MN Requirement is not met as evidenced
by:
No further action required.

{0 660} 144G.42 Subd. 9 Tuberculosis prevention and {0 660}
SS=F | control

(a) The facility must establish and maintain a
comprehensive tuberculosis infection control
program according to the most current
tuberculosis infection control guidelines issued by
the United States Centers for Disease Control

Minnesota Department of Health
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and Prevention (CDC), Division of Tuberculosis
Elimination, as published in the CDC's Morbidity
and Mortality Weekly Report. The program must
iInclude a tuberculosis infection control plan that
covers all paid and unpaid employees,
contractors, students, and regularly scheduled
volunteers. The commissioner shall provide
technical assistance regarding implementation of
the guidelines.

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

This MN Requirement is not met as evidenced
by:
No further action required.

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

(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

Minnesota Department of Health
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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:
No further action required.

{0 820} 144G.45 Subd. 2 (g) Fire protection and physical | {0 820}
SS=F | environment

(g) Existing construction or elements, including
assisted living facilities that were registered as
housing with services establishments under
chapter 144D prior to August 1, 2021, shall be
permitted to continue in use provided such use
does not constitute a distinct hazard to life. Any
existing elements that an authority having
jurisdiction deems a distinct hazard to life must
be corrected. The facility must document in the
facility's records any actions taken to comply with
a correction order, and must submit to the
commissioner for review and approval prior to
correction.

This MN Requirement is not met as evidenced
by:

Based on interview, the licensee failed to ensure
physical facility elements did not constitute a
distinct hazard to life. The licensee failed to
provide resident bedrooms with the minimum
window opening meeting the minimum state
standard for egress. This had the potential to
affect all residents, staff, and visitors.

This practice resulted in a level two violation (a

Minnesota Department of Health
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violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, 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 March 18, 2024, at 8:00 a.m., survey staff
initiated a desk audit review of this facility. Survey
staff emailed licensed assisted living
director/clinical nurse supervisor (LALD/CNS)-A
requesting an update on the status of the window
replacement for bedrooms 1-4.

LALD/CNS-A wrote they are still waiting on a
decion to the appeal they submitted and have not
replaced the windows.

Sleeping room #1: clear opening measured 14
inches in height and 33.5 inches in width with a
total openable area of 469 square inches.
Sleeping room #2: clear opening measured 14
inches in height and 33.5 inches in width with a
total openable area of 469 square inches.
Sleeping room #3: clear opening measured 14
inches in height and 33.5 inches in width with a
total openable area of 469 square inches.
Sleeping room #4: clear opening measured 14
inches in height and 33.5 inches in width with a
total openable area of 469 square inches.

The windows did not meet the minimum
requirements for opening height and did not meet
the minimum requirements for total openable
area. Egress windows in existing sleeping rooms
must have a minimum openable width of 20
Minnesota Department of Health
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inches and minimum openable height of 20
iInches with no less than 648 square inches total
of openable area (4.5 square feet) for the
window.

A review of the Fire Watch Log indicated that the

facility was current and complying with its Fire
Watch Policy.

No further information was provided.

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

"RIGHT TO DESIGNATE A REPRESENTATIVE
FOR CERTAIN PURPOSES.

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

(b) The contract must contain a page or space for
the name and contact information of the
designated representative and a box the resident
must initial if the resident declines to name a
designated representative. Notwithstanding

Minnesota Department of Health
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subdivision 1, paragraph (f), the resident has the
right at any time to add, remove, or change the
name and contact information of the designated
representative.

This MN Requirement is not met as evidenced
by:
No further action required.

{0 970} 144G.50 Subd. 5 Waivers of liability prohibited {0 970}
SS=C
The contract must not include a waiver of facility
liability for the health and safety or personal
property of a resident. The contract must not
iInclude any provision that the facility knows or
should know to be deceptive, unlawful, or
unenforceable under state or federal law, nor
iInclude any provision that requires or implies a
lesser standard of care or responsibility than is
required by law.

This MN Requirement is not met as evidenced
by:
No further action required.

{01290} 144G.60 Subdivision 1 Background studies {01290}
SS=D | required

(a) Employees, contractors, and regularly
scheduled volunteers of the facility are subject to
the background study required by section
144.057 and may be disqualified under chapter
245C. Nothing in this subdivision shall be
construed to prohibit the facility from requiring
self-disclosure of criminal conviction information.
(b) Data collected under this subdivision shall be
classified as private data on individuals under
section 13.02, subdivision 12.

(c) Termination of an employee in good faith

Minnesota Department of Health
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reliance on information or records obtained under
this section regarding a confirmed conviction
does not subject the assisted living facility to civil
liability or liability for unemployment benefits.

This MN Requirement is not met as evidenced
by:
No further action required.

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

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

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

This MN Requirement is not met as evidenced
by:
No further action required.

Minnesota Department of Health
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{01820} 144G.71 Subd. 13 Prescriptions {01820}
SS=D

There must be a current written or electronically
recorded prescription as defined in section
151.01, subdivision 16a, for all prescribed
medications that the assisted living facility is
managing for the resident.

This MN Requirement is not met as evidenced
by:
No further action required.

{02400} 144G.91 Subd. 12 Visitors and social {02400}
SS=F | participation

(a) Residents have the right to meet with or
receive visits at any time by the resident's family,
guardian, conservator, health care agent,
attorney, advocate, or religious or social work
counselor, or any person of the resident's
choosing. This right may be restricted in certain
circumstances if necessary for the resident's
health and safety and if documented in the
resident's service plan.

(b) Residents have the right to engage in
community life and in activities of their choice.
This includes the right to participate in
commercial, religious, social, community, and
political activities without interference and at their
discretion if the activities do not infringe on the
rights of other residents.

This MN Requirement is not met as evidenced
by:
No further action required.

{03090} 144.6502, Subd. 8 Notice to Visitors {03090}
SS=C

(a) A facility must post a sign at each facility
entrance accessible to visitors that states:

Minnesota Department of Health
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"Electronic monitoring devices, including security
cameras and audio devices, may be present to
record persons and activities."

(b) The facility is responsible for installing and
maintaining the signage required in this
subdivision.

This MN Requirement is not met as evidenced
by:
No further action required.
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DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of All Minnesotans

NOTICE OF PROVISIONAL EXTENSION AND CONDITIONAL LICENSE
Electronically Delivered
January 23, 2024

Licensee

Manda's House St. Cloud
2012 7th Avenue South
Saint Cloud, MN 56301

RE: Conditional License Number 410043
Health Facility Identification Number (HFID) 39414
Project Number(s) SL39414015

Dear Licensee:

On December 18, 2023, 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 September 20, 2023.
The follow-up survey determined your facility had not corrected all of the state licensing orders issued

pursuant to the September 20, 2023, survey.

Based on the follow-up survey, you continue to not be in substantial compliance with the laws
pursuant to Minnesota Statutes, Chapter 144G.

As a result, MDH is extending Manda’s House St. Cloud’s conditional provisional assisted living
facility license 90 days from the original license expiration date of December 12, 2023, due to expire
on March 11, 2024.

STATE CORRECTION ORDERS

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

"

MDH may assess fines based on the level and scope of the orders outlined below. The total amount
of potential fines that may be assessed related to these correction orders is $1,500.00. MDH is not

imposing these fines against your provisional license at this time.

0780 - 144g.45 Subd. 2 (a) (1) - Fire Protection And Physical Environment = $500.00
0810 - 144g.45 Subd. 2 (b)-(f) - Fire Protection And Physical Environment = $500.00
0820 - 144g.45 Subd. 2 (g) - Fire Protection And Physical Environment = $500.00

An equal opportunity employer. Letter ID: 1750



Manda's House St. Cloud
January 23, 2024

Page 2

DOCUMENTATION OF ACTION TO COMPLY

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

may impose fines as described above and in accordance with Minnesota Statutes 144G.
The correction order documentation should include the following:

e I|dentify how the area(s) of noncompliance was corrected related to the

resident(s)/employee(s) identified in the correction order.

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

e |dentify what changes to your systems and practices were made to ensure compliance with the

specific statute(s).

CORRECTION ORDER RECONSIDERATION PROCESS

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

A state correction order under Minn. Stat. § 144G.91, Subd. 8, Free from Maltreatment is associated
with a maltreatment determination by the Office of Health Facility Complaints. If maltreatment is
substantiated, you will receive a separate letter with the reconsideration process under Minn. Stat. §

626.557.

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

90 DAY EXTENSION OF CONDITIONAL PROVISIONAL ASSISTED LIVING LICENSE:

MDH is extending Manda’s House St. Cloud’s conditional provisional assisted living facility license
90-days from the original license expiration date of December 12, 2023, due to expire on March 11,
2024. At an unannounced point in time, within the conditional license period, MDH will conduct a
follow-up survey, as defined in Minn. Stat. § 144G.30, Subd. 6. Based on the results of the follow-up
survey, MDH will determine if Manda's House St. Cloud is in substantial compliance.

The following condition will remain in effect through the extended conditional license period
and apply to the conditional provisional assisted living facility license:

a. Egress Window Requirements: Manda's House St. Cloud will replace at least
one window in occupied upper bedrooms number #1, #2, #3, and #4, meeting
the minimum size requirements. At least one window in each resident
bedroom must meet the minimum window opening size of no less than 20
inches in width, with a total of at least 648 square inches (4.5 square feet)
required for egress.




Manda's House St. Cloud
January 23, 2024
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RESULTS OF FOLLOW-UP SURVEY DURING THE CONDITIONAL PROVISIONAL LICENSE PERIOD:
MDH will determine if Manda's House St. Cloud is in substantial compliance based on the results of
the follow-up survey. MDH will make this determination within the extended conditional provisional
license period. If MDH determines Manda's House St. Cloud is in substantial compliance on the
follow-up survey, MDH will remove the condition from Manda's House St. Cloud’s provisional assisted
living facility license, and Manda's House St. Cloud will correct violations identified during the
follow-up survey to come into substantial compliance. If MDH determines Manda's House St. Cloud is
not in substantial compliance, MDH may take additional enforcement action against Manda's House
St. Cloud, including placement of additional conditions, issuing an extension to the conditional
provisional license, or employ any of the enforcement tools listed in Minn. Stat. § 144G.20 up to and
including immediate temporary suspension and revocation.

REQUEST FOR RECONSIDERATION:

Pursuant to Minn. Stat. §144G.16, Subd. 4, if a provisional licensee whose assisted living facility
license has been denied, or extended with conditions, disagrees with the action taken against the
provisional license under this section, the provisional licensee may request a reconsideration no later
than 15 calendar days after provisional licensee receives notice of the action. To submit a
reconsideration request, please visit:
https://forms.web.health.state.mn.us/form/HRDAppealsForm

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

If you have any questions, please contact Tim Hanna directly at: 507-208-8982.

Sincerely,

WonHuing—~

Maria King, RN
Division Director

Minnesota Department of Health
Health Regulation Division

PMB
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*****ATTE NTI O N******

ASSISTED LIVING PROVIDER LICENSING
CORRECTION ORDER

In accordance with Minnesota Statutes, section
144G .08 to 144G .95 this correction order(s) has
been issued pursuant to a survey.

Determination of whether a violation has been
corrected requires compliance with all
requirements provided at the Statute number
Indicated below. When Minnesota Statute
contains several items, failure to comply with any
of the items will be considered lack of
compliance.

INITIAL COMMENTS:
Project SL39414015-1

On December 18, 2023, the Minnesota
Department of Health conducted a revisit at the
above provider to follow-up on orders issued
pursuant to a survey completed on September
20, 2023. At the time of the survey, there was 1
residents: 1 receiving services under the Assisted
Living license. As a result of the revisit, the
following orders were reissued.

{0 430} 144G .40 Subd. 2 Uniform checklist disclosure of | {0 430}
SS=C | services

(a) All assisted living facilities must provide to
prospective residents:

(1) a disclosure of the categories of assisted
living licenses available and the category of
license held by the facility;

(2) a written checklist listing all services permitted
under the facility's license, identifying all services

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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the facility offers to provide under the assisted
living facility contract, and identifying all services
allowed under the license that the facility does not
provide; and

(3) an oral explanation of the services offered
under the contract.

(b) The requirements of paragraph (a) must be
completed prior to the execution of the assisted
living contract.

(c) The commissioner must, in consultation with
all interested stakeholders, design the uniform
checklist disclosure form for use as provided
under paragraph (a).

This MN Requirement Is not met as evidenced
by:
No further action required.

{0480} 144G.41 Subd 1 (13) (1) (B) Minimum {0 480}
SS=F | requirements

(13) offer to provide or make available at least the
following services to residents:

(B) food must be prepared and served according

to the Minnesota Food Code, Minnesota Rules,
chapter 4626; and

This MN Requirement Is not met as evidenced
by:
No further action required.

{0 550} 144G.41 Subd. 7 Resident grievances; reporting | {0 550}
SS=F | maltreatment

All facilities must post in a conspicuous place
Information about the facilities’ grievance
procedure, and the name, telephone number, and
email contact information for the individuals who
are responsible for handling resident grievances.

Minnesota Department of Health
STATE FORM 6899 521Y12 If continuation sheet 2 of 16
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The notice must also have the contact
Information for the Office of Ombudsman for
Long-Term Care and the Office of Ombudsman
for Mental Health and Developmental Disabilities
and must have information for reporting
suspected maltreatment to the Minnesota Adult
Abuse Reporting Center. The notice must also
state that if an individual has a complaint about
the facility or person providing services, the
Individual may contact the Office of Health Facility
Complaints at the Minnesota Department of
Health.

This MN Requirement Is not met as evidenced
by:
No further action required.

{0640} 144G.42 Subd. 7 Posting information for {0 640}
SS=F | reporting suspected c

The facility shall support protection and safety
through access to the state's systems for
reporting suspected criminal activity and
suspected vulnerable adult maltreatment by:

(1) posting the 911 emergency number in
common areas and near telephones provided by
the assisted living facility;

(2) posting information and the reporting number
for the Minnesota Adult Abuse Reporting Center
to report suspected maltreatment of a vulnerable
adult under section 626.557; and

(3) providing reasonable accommodations with
Information and notices in plain language.

This MN Requirement Is not met as evidenced
by:
No further action required.

Minnesota Department of Health
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{0650} 144G .42 Subd. 8 Employee records {0 650}
SS=D

(a) The facility must maintain current records of
each paid employee, each regularly scheduled
volunteer providing services, and each individual
contractor providing services. The records must
Include the following information:

(1) evidence of current professional licensure,
registration, or certification if licensure,
registration, or certification is required by this
chapter or rules;

(2) records of orientation, required annual training
and infection control training, and competency
evaluations:

(3) current job description, including
gualifications, responsibilities, and identification of
staff persons providing supervision;

(4) documentation of annual performance
reviews that identify areas of improvement
needed and training needs;

(9) for individuals providing assisted living
services, verification that required health
screenings under subdivision 9 have taken place
and the dates of those screenings; and

(6) documentation of the background study as
required under section 144.057.

This MN Requirement Is not met as evidenced
by:
No further action required.

{0660} 144G.42 Subd. 9 Tuberculosis prevention and {0 660}
SS=F | control

(a) The facility must establish and maintain a
comprehensive tuberculosis infection control
program according to the most current
tuberculosis infection control guidelines issued by
the United States Centers for Disease Control

Minnesota Department of Health
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and Prevention (CDC), Division of Tuberculosis
Elimination, as published in the CDC's Morbidity
and Mortality Weekly Report. The program must
Include a tuberculosis infection control plan that
covers all paid and unpaid employees,
contractors, students, and regularly scheduled
volunteers. The commissioner shall provide
technical assistance regarding implementation of
the guidelines.

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

This MN Requirement Is not met as evidenced
by:
No further action required.

{0680} 144G.42 Subd. 10 Disaster planning and {0 680}
SS=F | emergency preparedness

(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 detalls staff
assignments in the event of a <ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>