
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

AMENDED

Electronically Delivered

April 29, 2026

Licensee
S & O's Assisted Living, LLC
14856 Edgewater  Road Northeast
Pine City, MN 55063

RE: Project Number(s) SL36440016

Dear Licensee:

Please  Note:  This letter  amends  the  previous  letter  dated  April 28, 2026. Specifically, the  contact
phone  numbers  have  been  corrected.  No other  changes  were  made.

On March 4, 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 February 7, 2025. This
follow-up survey determined  your facility had not  corrected  all of the  state  correction  orders  issued
pursuant  to  the  February 7, 2025, survey.

In accordance  with Minn. Stat. § 144G.31 Subd. 4 (a), state  correction  orders  issued pursuant  to  the
last survey, completed  on February 7, 2025, found not  corrected  at  the  time of the  March 4, 2026,
follow-up survey and/ or subject  to  penalty  assessment  are  as follows:

0340-Correction  Orders-144g.30 Subd. 5 - $1,000.00
0775-Fire Protection  And Physical Environment- 144g.45 Subd. 2. (a) - $1,000.00
0780-Fire Protection  And Physical Environment- 144g.45 Subd. 2 (a) (1) - $500.00
0790-Fire Protection  And Physical Environment- 144g.45 Subd. 2 (a) (2-3) - $500.00

The details  of the  violations noted  at  the  time of this follow-up survey completed  on March 4, 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.

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 $3,000.00. 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  outlined  on the  state  form; however,  plans of correction  are  not
required  to  be submitted  for approval.
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IvMPOSITION 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.

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 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.

INFORMAL CONFERENCE
In accordance  with Minn. Stat. § 144A.475, Subd. 8 OR Minn. Stat. § 144G.20, Subd. 20, the
Commissioner of Health is authorized  to  hold a conference  to  exchange information,  clarify issues, or
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resolve issues. The Department  of Health staff would like to  schedule  a conference  call with S & O's
As siste d Livin g, LLC. Please  contact  Stephanie  Jones  de Palma at  651-201-4320 on or before  Friday
May 1, 2026, to  schedule  the  conference  call.

We urge you to  review these  orders  carefully. If you have questions,  please  contact  Tim Hanna at
507-208-8982.

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,

Tim Hanna, Supervisor
State  Engineering Services Section
Health Regulation Division
Email: Tim.Hanna@state. mn.us
Telephone:  507-208-8982 Fax: 1-866-890-9290

HHH
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Electronically Delivered

April 28, 2026

Licensee
S & O's Assisted Living, LLC
14856 Edgewater  Road Northeast
Pine City, MN 55063

RE: Project Number(s) SL36440016

Dear Licensee:

On March 4, 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 February 7, 2025. This
follow-up survey determined  your facility had not  corrected  all of the  state  correction  orders  issued
pursuant  to  the  February 7, 2025, survey.

In accordance  with Minn. Stat. § 144G.31 Subd. 4 (a), state  correction  orders  issued pursuant  to  the
last survey, completed  on February 7, 2025, found not  corrected  at  the  time of the  March 4, 2026,
follow-up survey and/ or subject  to  penalty  assessment  are  as follows:

0340-Correction  Orders-144g.30 Subd. 5 - $1,000.00
0775-Fire Protection  And Physical Environment- 144g.45 Subd. 2. (a) - $1,000.00
0780-Fire Protection  And Physical Environment- 144g.45 Subd. 2 (a) (1) - $500.00
0790-Fire Protection  And Physical Environment- 144g.45 Subd. 2 (a) (2-3) - $500.00

The details  of the  violations noted  at  the  time of this follow-up survey completed  on March 4, 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.

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 $3,000.00. 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  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:

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

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 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.

INFORMAL CONFERENCE
In accordance  with Minn. Stat. § 144A.475, Subd. 8 OR Minn. Stat. § 144G.20, Subd. 20, the
Commissioner of Health is authorized  to  hold a conference  to  exchange information,  clarify issues, or
resolve issues. The Department  of Health staff would like to  schedule  a conference  call with S & O's
As siste d Livin g, LLC. Please  contact  Stephanie  Jones  de Palma at  1-866-890-9290 on or before  Friday
May 1, 2026, to  schedule  the  conference  call.

We urge you to  review these  orders  carefully. If you have questions,  please  contact  Tim Hanna at
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1-866-890-9290 .

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,

Tim Hanna, Supervisor
State  Engineering Services Section
Health Regulation Division
Email: Tim.Hanna@state. mn.us
Telephone:  1-866-890-9290 Fax: 1-866-890-9290

HHH
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{0 000} Initial Comments {0 000}

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

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

INITIAL COMMENTS
SL36440016- 4

On  March  2,  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  February  5,  2025.  At the
time  of the  survey,  there  were  9 residents;  9
receiving  services  under  the  Assisted  Living with
Dementia  Care  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.

{0 340} 144G. 30  Subd.  5 Correction  orders
SS= I

{0 340}

(a)  A correction  order  may  be  issued  whenever
Minnesota  Department  of Health
LABORATORY DIRECTOR' S  OR  PROVIDER/ SUPPLIER  REPRESENTATIVE' S  SIGNATURE TITLE (X6) DATE

STATE FORM 6899  55YM15 If continuation  sheet  1 of 23
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{0 340} Continued  From  page  1 {0 340}

the  commissioner  finds  upon  survey  or during  a
complaint  investigation  that  a  facility, a
managerial  official, an  agent  of the  facility, or staff
of the  facility is not  in compliance  with this
chapter.  The  correction  order  shall  cite  the
specific  statute  and  document  areas  of
noncompliance  and  the  time  allowed  for
correction.
(b) The  commissioner  shall  mail or email  copies
of any  correction  order  to the  facility within 30
calendar  days  after  the  survey  exit date.  A copy  of
each  correction  order  and  copies  of any
documentation  supplied  to the  commissioner
shall  be  kept  on  file by the  facility and  public
documents  shall  be  made  available  for viewing by
any  person  upon  request.  Copies  may  be  kept
electronically.
(c) By the  correction  order  date,  the  facility must:
(1) document  in the  facility's  records  any  action
taken  to comply  with the  correction  order.  The
commissioner  may  request  a  copy  of this
documentation  and  the  facility's  action  to respond
to the  correction  order  in future  surveys,  upon  a
complaint  investigation,  and  as  otherwise
needed;  and

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  provide  documentation
with actions  taken  to comply  with correction
orders  from a  survey  completed  on  February  5,
2025.  The  lack  of action  to ensure  compliance
with regulations  had  the  potential  to affect  all
residents  receiving  services  from the  licensee.
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
STATE FORM 6899 55YM15  If continuation  sheet  2 of 23
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{0 340} Continued  From  page  2

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

{0 340}

The  findings  include:

On  a  facility tour  on  March  2,  2026,  between
10:00  a. m.  and  10:45  a. m.  with housing  manager
(HM)-A, the  following conditions  were  observed:

SMOKE ALARMS:

During  the  tour  it was  observed  that  smoke
alarms  inside  and  outside  resident  rooms  2 and  3
were  missing  as  well as  the  smoke  alarm  in the
dining  room  area.  A smoke  alarm  was  hanging  by
its wires  in the  mechanical  room.

Smoke  alarms  of the  same  type  shall  be  replaced
where  the  alarms  are  missing  and  they  must  be
interconnected  with all smoke  alarms  in the
facility.

Also, the  smoke  alarms  in the  facility were  over
10  years  old from date  of manufacture.

All smoke  alarms  over  10  years  old from date  of
manufacture  shall  be  replaced  with like type
alarms,  120- volt with battery  backup.

FIRE  EXTINGUISHERS:

The  surveyor  observed  the  fire extinguishers  in
the  facility last  had  the  required  annual  inspection
completed  in October  2022.

Fire  extinguishers  shall  be  serviced  annually  by a
competent  person.

The  surveyor  observed  the  marked  kitchen  exit
Minnesota  Department  of Health
STATE FORM 6899 55YM15 If continuation  sheet  3 of 23
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{0 340} Continued  From  page  3

door  was  locked,  not  allowing exit from inside.  A
key  code  was  required  to exit the  facility. The  fire
alarm  system  for the  facility was  disconnected
and  not  in working  order  and  there  were  a  few
smoke  alarms  that  were  missing  inside  and
outside  resident  rooms.  The  door  locks  will not
release  upon  activation  of the  fire alarm  system  if
it was  operational.

{0 340}

These  deficient  conditions  were  visually verified
by the  HM-A on  the  tour.  The  surveyor  explained
that  an  immediate  correction  order  will be  issued
for the  above  findings.

FIRE  ALARM SYSTEM:

The  surveyor  observed  that  the  fire alarm  system
was  not  functional.  It was  offline.

The  fire alarm  system  shall  always  be  online  and
functional.

The  surveyor  requested  the  last  annual  fire alarm
report.  The  HM-A could  not  provide  the  last
annual  report.

The  fire alarm  system  shall  in inspected  annually
by a  competent  person  and  noted  deficiencies  on
this  report  shall  be  fixed.

These  deficient  conditions  were  visually verified
by the  HM-A on  the  tour.

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

(a)  Except  as  provided  in paragraph  (b), food
must  be  prepared  and  served  according  to the
Minnesota  Food  Code,  Minnesota  Rules,  chapter

Minnesota  Department  of Health
STATE FORM 6899  55YM15 If continuation  sheet  4 of 23



Minnesota  Department  of Health
STATEMENT OF  DEFICIENCIES
AND PLAN OF  CORRECTION

(X1) PROVIDER/ SUPPLIER/ CLIA
IDENTIFICATION NUMBER:

36440

(X2) MULTIPLE CONSTRUCTION

A. BUILDING: ______________________

B. WING _____________________________

PRINTED:  04/28/ 2026
FORM  APPROVED

(X3) DATE SURVEY
COMPLETED

R
03/04/2026

NAME OF  PROVIDER  OR  SUPPLIER

S&O'S ASSISTED  LIVING LLC

STREET  ADDRESS,  CITY, STATE, ZIP CODE

14856  EDGEWATER  ROAD NE
PINE  CITY, MN 55063

(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

{0 480} Continued  From  page  4 {0 480}

4626.
(b) For  an  assisted  living facility with a  licensed
capacity  of ten  or fewer  residents:
(1) notwithstanding  Minnesota  Rules,  part
4626. 0033,  item A, the  facility may  share  a
certified  food  protection  manager  (CFPM)  with
one  other  facility located  within a  60-mile radius
and  under  common  management  provided  the
CFPM  is present  at  each  facility frequently
enough  to effectively  administer,  manage,  and
supervise  each  facility's  food  service  operation;
(2) notwithstanding  Minnesota  Rules,  part
4626. 0545,  item A, kick plates  that  are  not
removable  or cannot  be  rotated  open  are  allowed
unless  the  facility has  been  issued  repeated
correction  orders  for violations  of Minnesota
Rules,  part  4626. 1565  or 4626. 1570;
(3) notwithstanding  Minnesota  Rules,  part
4626. 0685,  item A, the  facility is not  required  to
provide  integral  drainboards,  utensil  racks,  or
tables  large  enough  to accommodate  soiled  and
clean  items  that  may  accumulate  during  hours  of
operation  provided  soiled  items  do  not
contaminate  clean  items,  surfaces,  or food,  and
clean  equipment  and  dishes  are  air dried  in a
manner  that  prevents  contamination  before
storage;
(4) notwithstanding  Minnesota  Rules,  part
4626. 1070,  item A, the  facility is not  required  to
install  a  dedicated  handwashing  sink  in its
existing  kitchen  provided  it designates  one  well of
a  two-compartment  sink  for use  only as  a
handwashing  sink;
(5) notwithstanding  Minnesota  Rules,  parts
4626. 1325,  4626. 1335,  and  4626. 1360,  item A,
existing  floor, wall, and  ceiling  finishes  are
allowed  provided  the  facility keeps  them  clean
and  in good  condition;
(6) notwithstanding  Minnesota  Rules,  part
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{0 480} Continued  From  page  5

4626. 1375,  shielded  or shatter- resistant
lightbulbs  are  not  required,  but  if a  light bulb
breaks,  the  facility must  discard  all exposed  food
and  fully clean  all equipment,  dishes,  and
surfaces  to remove  any  glass  particles;  and
(7) notwithstanding  Minnesota  Rules,  part
4626. 1390,  toilet rooms  are  not  required  to be
provided  with a  self- closing  door.

{0 480}

This  MN Requirement  is not  met  as  evidenced
by:
Not reviewed  during  this  survey.

{0 650} 144G. 42  Subd.  8 (a)  Staff  records
SS= D

(a)  The  facility must  maintain  current  records  of
each  paid  staff  member,  each  regularly
scheduled  volunteer  providing  services,  and  each
individual  contractor  providing  services.  The
records  must  include  the  following infomation:
(1) evidence  of current  professional  licensure,
registration,  or certification  if licensure,
registration,  or certification  is required  by this
chapter  or rules;
(2) records  of orientation,  required  annual  training
and  infection  control  training,  and  competency
evaluations;
(3) current  job description,  including
qualifications,  responsibilities,  and  identification  of
staff  persons  providing  supervision;
(4) documentation  of annual  performance
reviews  that  identify areas  of improvement
needed  and  training  needs;
(5) for individuals  providing  assisted  living
services,  verification  that  required  health
screenings  under  subdivision  9 have  taken  place
and  the  dates  of those  screenings;  and

{0 650}
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{0 650} Continued  From  page  6

(6) documentation  of the  background  study  as
required  under  section  144. 057.

{0 650}

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
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:
Not reviewed  during  this  survey.
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{0 775} 144G. 45  Subd.  2.  (a)  Fire  protection  and  physical  {0 775}
SS= I environment

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

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

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

The  findings  include:

On  a  facility tour  on  March  2,  2026,  between
10:00  a. m.  and  10:45  a. m.  with housing  manager
(HM)-A, the  following conditions  were  observed:

The  surveyor  observed  the  marked  kitchen  exit
door  was  locked,  not  allowing exit from inside.  A
key  code  was  required  to exit the  facility. The  fire
alarm  system  for the  facility was  disconnected
and  not  in working  order  and  there  were  a  few
smoke  alarms  that  were  missing  inside  and
outside  resident  rooms.  The  door  locks  will not
release  upon  activation  of the  fire alarm  system  if
it was  operational.
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{0 775} Continued  From  page  8

These  deficient  conditions  were  visually verified
by the  HM-A on  the  tour.  The  surveyor  explained
that  an  immediate  correction  order  will be  issued
for the  above  findings.

{0 775}

TIME PERIOD  FOR  CORRECTION:  Immediate.

Additionally on  facility tour  on  March  2,  2026,
between  10:00  a. m.  and  10:45  a. m.  with housing
manager  (HM)-A, the  following conditions  were
observed:

FIRE  ALARM SYSTEM:

The  surveyor  observed  that  the  fire alarm  system
was  not  functional.  It was  offline.

The  fire alarm  system  shall  always  be  online  and
functional.

The  surveyor  requested  the  last  annual  fire alarm
report.  The  HM-A could  not  provide  the  last
annual  report.

The  fire alarm  system  shall  in inspected  annually
by a  competent  person  and  noted  deficiencies  on
this  report  shall  be  fixed.

The  deficient  conditions  were  visually  verified  by
the  HM-A accompanying  on  the  tour.

{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:

Minnesota  Department  of Health
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{0 780} Continued  From  page  9

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

{0 780}

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation  and  interview,  the  licensee
failed  to provide  smoke  alarms  inside  and  outside
resident  rooms.  This  had  the  potential  to directly
affect  all residents,  staff,  and  visitors.

This  practice  resulted  in a  level  two violation  (a
violation that  did not  harm  a  resident' s  health  or
safety  but  had  the  potential  to have  harmed  a
resident' s  health  or safety)  and  was  issued  at  a
widespread  scope  (when  problems  are  pervasive
or represent  a  systemic  failure  that  has  affected
or has  the  potential  to affect  a  large  portion  or all
of the  residents) .
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{0 780} Continued  From  page  10

Findings  include:

{0 780}

On  a  facility tour  on  March  2,  2026,  between
10:00  a. m.  and  10:45  a. m.  with housing  manager
(HM)-A, the  following conditions  were  observed:

SMOKE ALARMS:

During  the  tour  it was  observed  that  smoke
alarms  inside  and  outside  resident  rooms  2 and  3
were  missing  as  well as  the  smoke  alarm  in the
dining  room  area.

Smoke  alarms  of the  same  type  shall  be  replaced
where  the  alarms  are  missing  and  they  must  be
interconnected  with all smoke  alarms  in the
facility.

Also, the  smoke  alarms  in the  facility were  over
10  years  old from date  of manufacture.

All smoke  alarms  over  10  years  old from date  of
manufacture  shall  be  replaced  with like type
alarms,  120- volt with battery  backup.

These  deficient  conditions  were  visually verified
by the  HM-A on  the  tour.

{0 790} 144G. 45  Subd.  2 (a)  (2-3) Fire  protection  and
SS= F physical  environment

{0 790}

(2) install  and  maintain  portable  fire extinguishers
in accordance  with the  State  Fire  Code;
(3) install  portable  fire extinguishers  having  a
minimum  2-A:10-B:C rating  within Group  R-3
occupancies,  as  defined  by the  State  Fire  Code,
located  so  that  the  travel  distance  to the  nearest
fire extinguisher  does  not  exceed  75  feet,  and
maintained  in accordance  with the  State  Fire
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{0 790} Continued  From  page  11

Code;  and

{0 790}

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation  and  interview,  the  licensee
failed  to maintain  fire extinguishers  as  required
throughout  the  facility. This  deficient  condition
had  the  ability to affect  all staff,  visitors,  and
residents.

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  potential  to affect  a  large  portion  or all of
the  residents) .

The  findings  include:

On  a  facility tour  on  March  2,  2026,  between
10:00  a. m.  and  10:45  a. m.  with housing  manager
(HM)-A, the  following conditions  were  observed:

The  surveyor  observed  the  fire extinguishers  in
the  facility last  had  the  required  annual  inspection
completed  in October  2022.

Fire  extinguishers  shall  be  serviced  annually  by a
competent  person.

The  deficient  condition  was  visually  verified  by the
HM-A on  the  tour.
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{0 810} Continued  From  page  12

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

{0 810}

{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
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:
Not reviewed  during  this  survey.
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{0 810} Continued  From  page  13 {0 810}

{0 920} 144G. 50  Subd.  2 (c)  Contract  information
SS= C

(c) The  contract  must  include:
(1) a  disclosure  of the  category  of assisted  living
facility license  held  by the  facility and,  if the  facility
is not  an  assisted  living facility with dementia
care,  a  disclosure  that  it does  not  hold  an
assisted  living facility with dementia  care  license;
(2) a  description  of all the  terms  and  conditions  of
the  contract,  including  a  description  of and  any
limitations  to the  housing  or assisted  living
services  to be  provided  for the  contracted
amount;
(3) a  delineation  of the  cost  and  nature  of any
other  services  to be  provided  for an  additional
fee;
(4) a  delineation  and  description  of any  additional
fees  the  resident  may  be  required  to pay  if the
resident' s  condition  changes  during  the  term  of
the  contract;
(5) a  delineation  of the  grounds  under  which  the
resident  may  be  transferred  or have  housing  or
services  terminated  or be  subject  to an
emergency  relocation;
(6) billing and  payment  procedures  and
requirements;  and
(7) disclosure  of the  facility's  ability to provide
specialized  diets.

{0 920}

This  MN Requirement  is not  met  as  evidenced
by:
Not reviewed  during  this  survey.

{0 940} 144G. 50  Subd.  2 (e;  5-7) Contract  information
SS= C

(5) a  description  of the  facility's  policies  related  to
medical  assistance  waivers  under  chapter  256S
and  section  256B. 49  and  the  housing  support

{0 940}
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program  under  chapter  256I,  including:
(i) whether  the  facility is enrolled  with the
commissioner  of human  services  to provide
customized  living services  under  medical
assistance  waivers;
(ii) whether  the  facility has  an  agreement  to
provide  housing  support  under  section  256I. 04,
subdivision  2,  paragraph  (b);
(iii) whether  there  is a  limit on  the  number  of
people  residing  at  the  facility who can  receive
customized  living services  or participate  in the
housing  support  program  at  any  point  in time.  If
so,  the  limit must  be  provided;
(iv) whether  the  facility requires  a  resident  to pay
privately  for a  period  of time  prior to accepting
payment  under  medical  assistance  waivers  or the
housing  support  program,  and  if so,  the  length  of
time  that  private  payment  is required;
(v) a  statement  that  medical  assistance  waivers
provide  payment  for services,  but  do  not  cover
the  cost  of rent;
(vi) a  statement  that  residents  may  be  eligible  for
assistance  with rent  through  the  housing  support
program;  and
(vii) a  description  of the  rent  requirements  for
people  who are  eligible  for medical  assistance
waivers  but  who are  not  eligible for assistance
through  the  housing  support  program;
(6) the  contact  information  to obtain  long- term
care  consulting  services  under  section
256B. 0911;  and
(7) the  toll-free  phone  number  for the  Minnesota
Adult Abuse  Reporting  Center.

This  MN Requirement  is not  met  as  evidenced
by:
Not reviewed  during  this  survey.
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{01290}  144G. 60  Subdivision  1 Background  studies
SS= F required

{01290}

{01290}

(a)  Employees,  contractors,  and  regularly
scheduled  volunteers  of the  facility are  subject  to
the  background  study  required  by section
144. 057  and  may  be  disqualified  under  chapter
245C.  Nothing  in this  subdivision  shall  be
construed  to prohibit  the  facility from requiring
self- disclosure  of criminal  conviction  information.
(b) Data  collected  under  this  subdivision  shall  be
classified  as  private  data  on  individuals  under
section  13. 02,  subdivision  12.
(c) Termination  of a  staff  member  in good  faith
reliance  on  information  or records  obtained  under
this  section  regarding  a  confirmed  conviction
does  not  subject  the  assisted  living facility to civil
liability or liability for unemployment  benefits.

This  MN Requirement  is not  met  as  evidenced
by:
Not reviewed  during  this  survey.

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

{01440}

(a)  Staff  who perform  delegated  nursing  or
therapy  tasks  must  be  supervised  by an
appropriate  licensed  health  professional  or a
registered  nurse  according  to the  assisted  living
facility's  policy where  the  services  are  being
provided  to verify that  the  work is being
performed  competently  and  to identify problems
and  solutions  related  to the  staff  person' s  ability
to perform  the  tasks.  Supervision  of staff
performing  medication  or treatment
administration  shall  be  provided  by a  registered
nurse  or appropriate  licensed  health  professional
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and  must  include  observation  of the  staff
administering  the  medication  or treatment  and  the
interaction  with the  resident.
(b) The  direct  supervision  of staff  performing
delegated  tasks  must  be  provided  within 30
calendar  days  after  the  date  on  which  the
individual  begins  working  for the  facility and  first
performs  the  delegated  tasks  for residents  and
thereafter  as  needed  based  on  performance.  This
requirement  also  applies  to staff  who have  not
performed  delegated  tasks  for one  year  or longer.

This  MN Requirement  is not  met  as  evidenced
by:
Not reviewed  during  this  survey.

{01540}  144G. 64  (a)  (3) Training  in Dementia,  Mental
SS= D Illness,  and  De-

{01540}

(3) for assisted  living facilities  with dementia  care,
direct- care  staff  must  have  completed  at  least
eight  hours  of initial training  on  topics  specified
under  paragraph  (b) within 80  working  hours  of
the  employment  start  date.  Until this  initial training
is complete,  the  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  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
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months  of employment  thereafter;

{01540}

This  MN Requirement  is not  met  as  evidenced
by:
Not reviewed  during  this  survey.

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

{01620}

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

This  MN Requirement  is not  met  as  evidenced
by:
Not reviewed  during  this  survey.

{01730}  144G. 71  Subd.  5 Individualized  medication
SS= F management  plan

{01730}

(a)  For  each  resident  receiving  medication
management  services,  a  registered  nurse,
advanced  practice  registered  nurse,  or qualified
staff  delegated  the  task  by a  registered  nurse
must  prepare  and  include  in the  service  plan  a
written  statement  of the  medication  management
services  that  will be  provided  to the  resident.  The
facility must  develop  and  maintain  a  current
individualized  medication  management  record  for
each  resident  based  on  the  resident' s
assessment  that  must  contain  the  following:
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{01730}  Continued  From  page  19 {01730}

(1) a  statement  describing  the  medication
management  services  that  will be  provided;
(2) a  description  of storage  of medications  based
on  the  resident' s  needs  and  preferences,  risk of
diversion,  and  consistent  with the  manufacturer' s
directions;
(3) documentation  of specific  resident  instructions
relating  to the  administration  of medications;
(4) identification  of persons  responsible  for
monitoring  medication  supplies  and  ensuring  that
medication  refills are  ordered  on  a  timely basis;
(5) identification  of medication  management
tasks  that  may  be  delegated  to unlicensed
personnel;
(6) procedures  for staff  notifying a  registered
nurse  or appropriate  licensed  health  professional
when  a  problem  arises  with medication
management  services;  and
(7) any  resident- specific  requirements  relating  to
documenting  medication  administration,
verifications  that  all medications  are  administered
as  prescribed,  and  monitoring  of medication  use
to prevent  possible  complications  or adverse
reactions.
(b) The  medication  management  record  must  be
current  and  updated  when  there  are  any
changes.
(c) Medication  reconciliation  must  be  completed
when  a  licensed  nurse,  licensed  health
professional,  or authorized  prescriber  is providing
medication  management.

This  MN Requirement  is not  met  as  evidenced
by:
Not reviewed  during  this  survey.

{01910}  144G. 71  Subd.  22  Disposition  of medications
SS= F
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{01910}  Continued  From  page  20 {01910}

(a)  Any current  medications  being  managed  by
the  assisted  living facility must  be  provided  to the
resident  when  the  resident' s  service  plan  ends  or
medication  management  services  are  no  longer
part  of the  service  plan.  Medications  for a
resident  who is deceased  or that  have  been
discontinued  or have  expired  may  be  provided  for
disposal.
(b) The  facility shall  dispose  of any  medications
remaining  with the  facility that  are  discontinued  or
expired  or upon  the  termination  of the  service
contract  or the  resident' s  death  according  to state
and  federal  regulations  for disposition  of
medications  and  controlled  substances.
(c) Upon  disposition,  the  facility must  document  in
the  resident' s  record  the  disposition  of the
medication  including  the  medication' s  name,
strength,  prescription  number  as  applicable,
quantity,  to whom  the  medications  were  given,
date  of disposition,  and  names  of staff  and  other
individuals  involved  in the  disposition.

This  MN Requirement  is not  met  as  evidenced
by:
Not reviewed  during  this  survey.

{02100}  144G. 82  Subd.  2 Additional  requirements
SS= F

(a)  The  licensee  must  follow the  assisted  living
license  requirements  and  the  criteria  in this
section.
(b) The  assisted  living director  of an  assisted
living facility with dementia  care  must  complete
and  document  that  at  least  ten  hours  of the
required  annual  continuing  educational
requirements  relate  to the  care  of individuals  with
dementia.  The  training  must  include  medical
management  of dementia,  creating  and
maintaining  supportive  and  therapeutic

{02100}
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environments  for residents  with dementia,  and
transitioning  and  coordinating  services  for
residents  with dementia.  Continuing  education
credits  may  include  college  courses,  preceptor
credits,  self- directed  activities,  course  instructor
credits,  corporate  training,  in-service  training,
professional  association  training,  web- based
training,  correspondence  courses,  telecourses,
seminars,  and  workshops.

{02100}

This  MN Requirement  is not  met  as  evidenced
by:
Not reviewed  during  this  survey.

{02110} 144G. 82  Subd.  3 Policies
SS= F

(a)  In addition  to the  policies  and  procedures
required  in the  licensing  of all facilities,  the
assisted  living facility with dementia  care  licensee
must  develop  and  implement  policies  and
procedures  that  address  the:
(1) philosophy  of how services  are  provided
based  upon  the  assisted  living facility licensee' s
values,  mission,  and  promotion  of
person- centered  care  and  how the  philosophy
shall  be  implemented;
(2) evaluation  of behavioral  symptoms  and
design  of supports  for intervention  plans,
including  nonpharmacological  practices  that  are
person- centered  and  evidence- informed;
(3) wandering  and  egress  prevention  that
provides  detailed  instructions  to staff  in the  event
a  resident  elopes;
(4) medication  management,  including  an
assessment  of residents  for the  use  and  effects
of medications,  including  psychotropic
medications;
(5) staff  training  specific  to dementia  care;
(6) description  of life enrichment  programs  and

{02110}
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{02110} Continued  From  page  22 {02110}

how activities  are  implemented;
(7) description  of family support  programs  and
efforts  to keep  the  family engaged;
(8) limiting the  use  of public  address  and
intercom  systems  for emergencies  and
evacuation  drills only;
(9) transportation  coordination  and  assistance  to
and  from outside  medical  appointments;  and
(10)  safekeeping  of residents'  possessions.
(b) The  policies  and  procedures  must  be  provided
to residents  and  the  residents'  legal  and
designated  representatives  at  the  time  of
move- in.

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  29, 2025

Licensee
S&o's Assisted Living LLC
14856 Edgewater  Road Northeast
Pine City, MN 55063

RE: Project Number(s) SL36440016

Dear Licensee:

On December  9, 2025, 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 February 7, 2025.
This follow-up survey determined  your facility had not  corrected  all of the  state  correction  orders
issued pursuant  to  the  February 7, 2025 survey.

In accordance  with Minn. Stat. § 144G.31 Subd. 4 (a), state  correction  orders  issued pursuant  to  the
last survey, completed  on February 7, 2025, found not  corrected  at  the  time of the  December  9,
2025, follow-up survey and/ or subject  to  penalty  assessment  are  as follows:

0775 - Fire Protection  And Physical Environment  - 144g.45 Subd. 2. (a) - $1,000.00
0780 - Fire Protection  And Physical Environment  - 144g.45 Subd. 2 (a) (1) - $500.00
0790 - Fire Protection  And Physical Environment  - 144g.45 Subd. 2 (a) (2-3) - $500.00

The details  of the  violations noted  at  the  time of this follow-up survey completed  on December  9,
2025 (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.

Also, at  the  time of this follow-up survey completed  on December  9, 2025, we identified the
following violation(s):

0340 - Correction  Orders  - 144g.30 Subd. 5 - $1,000.00

The details  of the  violation(s) noted  at  the  time of this follow-up survey are  delineated  on the
attached  State  Form. Only the  ID Prefix Tag in the  left hand  column without  brackets  will identify
these  state  correction  orders.  It is not  necessary  to  develop  a plan of correction.

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 $3,000.00. You will be invoiced approximately  30 days after  receipt  of this notice,  subject
to  appeal .

An equal  opportunity  employer. Letter ID: 8GKP Revised 04/ 14/2023
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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  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;
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 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
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the  website  listed above.

We urge you to  review these  orders  carefully. If you have questions,  please  contact  Tim Hanna at
507-208-8982.

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,

Tim Hanna, Supervisor
State  Engineering Services Section
Health Regulation Division
Email: Tim.Hanna@state. mn.us
Telephone:  507-208-8982 Fax: 1-866-890-9290

JMD
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{0 000} Initial Comments {0 000}

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

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

INITIAL COMMENTS
SL36440016- 03

On  12/09/2025  , 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  7/29/2025.  At the  time  of
the  survey,  there  were  9 residents;  9 receiving
services  under  the  Assisted  Living/Assisted  Living
with Dementia  Care  license.  As a  result  of the
follow-up  survey,  the  following orders  were  issued
and  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.

0 340  144G. 30  Subd.  5 Correction  orders
SS= I

0 340

(a)  A correction  order  may  be  issued  whenever
Minnesota  Department  of Health
LABORATORY DIRECTOR' S  OR  PROVIDER/ SUPPLIER  REPRESENTATIVE' S  SIGNATURE TITLE (X6) DATE

STATE FORM 6899  55YM14 If continuation  sheet  1 of 23
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the  commissioner  finds  upon  survey  or during  a
complaint  investigation  that  a  facility, a
managerial  official, an  agent  of the  facility, or staff
of the  facility is not  in compliance  with this
chapter.  The  correction  order  shall  cite  the
specific  statute  and  document  areas  of
noncompliance  and  the  time  allowed  for
correction.
(b) The  commissioner  shall  mail or email  copies
of any  correction  order  to the  facility within 30
calendar  days  after  the  survey  exit date.  A copy  of
each  correction  order  and  copies  of any
documentation  supplied  to the  commissioner
shall  be  kept  on  file by the  facility and  public
documents  shall  be  made  available  for viewing by
any  person  upon  request.  Copies  may  be  kept
electronically.
(c) By the  correction  order  date,  the  facility must:
(1) document  in the  facility's  records  any  action
taken  to comply  with the  correction  order.  The
commissioner  may  request  a  copy  of this
documentation  and  the  facility's  action  to respond
to the  correction  order  in future  surveys,  upon  a
complaint  investigation,  and  as  otherwise
needed;  and

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  provide  documentation
with actions  taken  to comply  with correction
orders  from a  survey  completed  on  February  5,
2025.  The  lack  of action  to ensure  compliance
with regulations  had  the  potential  to affect  all
residents  receiving  services  from the  licensee.

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

Minnesota  Department  of Health
STATE FORM 6899 55YM14 If continuation  sheet  2 of 23
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0 340  Continued  From  page  2

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) .

0 340

The  findings  include:

On  a  facility tour  on  December  9,  2025,  between
11:45  a. m.  and  12:15  p.m.  with housing  manager
(HM)-A, the  following conditions  were  observed:

SMOKE ALARMS:

During  the  tour  it was  observed  that  smoke
alarms  inside  and  outside  resident  rooms  2 and  3
were  missing  as  well as  the  smoke  alarm  in the
dining  room  area.

Smoke  alarms  of the  same  type  shall  be  replaced
where  the  alarms  are  missing  and  they  must  be
interconnected  with all smoke  alarms  in the
facility.

Also, the  smoke  alarms  in the  facility were  over
10  years  old from date  of manufacture.

All smoke  alarms  over  10  years  old from date  of
manufacture  shall  be  replaced  with like type
alarms,  120- volt with battery  backup.

FIRE  EXTINGUISHERS:

The  surveyor  observed  the  fire extinguishers  in
the  facility last  had  the  required  annual  inspection
completed  in October  2022.
Fire  extinguishers  shall  be  serviced  annually  by a
competent  person.

When  talking  with the  LALD-A by phone  they
stated  they  forgot  to get  them  inspected.

Minnesota  Department  of Health
STATE FORM 6899 55YM14 If continuation  sheet  3 of 23
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The  surveyor  observed  the  marked  kitchen  exit
door  was  locked,  not  allowing exit from inside.  A
key  code  was  required  to exit the  facility. The  fire
alarm  system  for the  facility was  disconnected
and  not  in working  order  and  there  were  a  few
smoke  alarms  that  were  missing  inside  and
outside  resident  rooms.  The  door  locks  will not
release  upon  activation  of the  fire alarm  system  if
it was  operational.

These  deficient  conditions  were  visually verified
by the  HM-A on  the  tour.  The  surveyor  explained
that  an  immediate  correction  order  will be  issued
for the  above  findings.

FIRE  ALARM SYSTEM:

The  surveyor  observed  that  the  fire alarm  system
was  not  functional.  It was  offline.

The  fire alarm  system  shall  always  be  online  and
functional.

The  surveyor  requested  the  last  annual  fire alarm
report.  The  HM-A could  not  provide  the  last
annual  report.

The  fire alarm  system  shall  in inspected  annually
by a  competent  person  and  noted  deficiencies  on
this  report  shall  be  fixed.

These  deficient  conditions  were  visually verified
by the  HM-A on  the  tour.

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

(a)  Except  as  provided  in paragraph  (b), food

Minnesota  Department  of Health
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must  be  prepared  and  served  according  to the
Minnesota  Food  Code,  Minnesota  Rules,  chapter
4626.
(b) For  an  assisted  living facility with a  licensed
capacity  of ten  or fewer  residents:
(1) notwithstanding  Minnesota  Rules,  part
4626. 0033,  item A, the  facility may  share  a
certified  food  protection  manager  (CFPM)  with
one  other  facility located  within a  60-mile radius
and  under  common  management  provided  the
CFPM  is present  at  each  facility frequently
enough  to effectively  administer,  manage,  and
supervise  each  facility's  food  service  operation;
(2) notwithstanding  Minnesota  Rules,  part
4626. 0545,  item A, kick plates  that  are  not
removable  or cannot  be  rotated  open  are  allowed
unless  the  facility has  been  issued  repeated
correction  orders  for violations  of Minnesota
Rules,  part  4626. 1565  or 4626. 1570;
(3) notwithstanding  Minnesota  Rules,  part
4626. 0685,  item A, the  facility is not  required  to
provide  integral  drainboards,  utensil  racks,  or
tables  large  enough  to accommodate  soiled  and
clean  items  that  may  accumulate  during  hours  of
operation  provided  soiled  items  do  not
contaminate  clean  items,  surfaces,  or food,  and
clean  equipment  and  dishes  are  air dried  in a
manner  that  prevents  contamination  before
storage;
(4) notwithstanding  Minnesota  Rules,  part
4626. 1070,  item A, the  facility is not  required  to
install  a  dedicated  handwashing  sink  in its
existing  kitchen  provided  it designates  one  well of
a  two-compartment  sink  for use  only as  a
handwashing  sink;
(5) notwithstanding  Minnesota  Rules,  parts
4626. 1325,  4626. 1335,  and  4626. 1360,  item A,
existing  floor, wall, and  ceiling  finishes  are
allowed  provided  the  facility keeps  them  clean

Minnesota  Department  of Health
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{0 480} Continued  From  page  5

and  in good  condition;
(6) notwithstanding  Minnesota  Rules,  part
4626. 1375,  shielded  or shatter- resistant
lightbulbs  are  not  required,  but  if a  light bulb
breaks,  the  facility must  discard  all exposed  food
and  fully clean  all equipment,  dishes,  and
surfaces  to remove  any  glass  particles;  and
(7) notwithstanding  Minnesota  Rules,  part
4626. 1390,  toilet rooms  are  not  required  to be
provided  with a  self- closing  door.

{0 480}

This  MN Requirement  is not  met  as  evidenced
by:
Not reviewed  during  this  survey.

{0 650} 144G. 42  Subd.  8 (a)  Staff  records
SS= D

(a)  The  facility must  maintain  current  records  of
each  paid  staff  member,  each  regularly
scheduled  volunteer  providing  services,  and  each
individual  contractor  providing  services.  The
records  must  include  the  following infomation:
(1) evidence  of current  professional  licensure,
registration,  or certification  if licensure,
registration,  or certification  is required  by this
chapter  or rules;
(2) records  of orientation,  required  annual  training
and  infection  control  training,  and  competency
evaluations;
(3) current  job description,  including
qualifications,  responsibilities,  and  identification  of
staff  persons  providing  supervision;
(4) documentation  of annual  performance
reviews  that  identify areas  of improvement
needed  and  training  needs;
(5) for individuals  providing  assisted  living
services,  verification  that  required  health

{0 650}
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screenings  under  subdivision  9 have  taken  place
and  the  dates  of those  screenings;  and
(6) documentation  of the  background  study  as
required  under  section  144. 057.

{0 650}

This  MN Requirement  is not  met  as  evidenced
by:
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
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
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by:
Not reviewed  during  this  survey.

{0 680}

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

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

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

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

The  findings  include:

On  a  facility tour  on  December  9,  2025,  between
11:45  a. m.  and  12:15  p.m.  with housing  manager
(HM)-A, the  following conditions  were  observed:

The  surveyor  observed  the  marked  kitchen  exit
door  was  locked,  not  allowing exit from inside.  A
key  code  was  required  to exit the  facility. The  fire
alarm  system  for the  facility was  disconnected
and  not  in working  order  and  there  were  a  few

Minnesota  Department  of Health
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{0 775} Continued  From  page  8

smoke  alarms  that  were  missing  inside  and
outside  resident  rooms.  The  door  locks  will not
release  upon  activation  of the  fire alarm  system  if
it was  operational.

{0 775}

These  deficient  conditions  were  visually verified
by the  HM-A on  the  tour.  The  surveyor  explained
that  an  immediate  correction  order  will be  issued
for the  above  findings.

TIME PERIOD  FOR  CORRECTION:  Immediate.

Additionally on  facility tour  on  December  9,  2025,
between  11:45  a. m.  and  12:15  p.m.  with housing
manager  (HM)-A, the  following conditions  were
observed:

FIRE  ALARM SYSTEM:

The  surveyor  observed  that  the  fire alarm  system
was  not  functional.  It was  offline.
The  fire alarm  system  shall  always  be  online  and
functional.
The  surveyor  requested  the  last  annual  fire alarm
report.  The  HM-A could  not  provide  the  last
annual  report.
The  fire alarm  system  shall  in inspected  annually
by a  competent  person  and  noted  deficiencies  on
this  report  shall  be  fixed.

The  deficient  conditions  were  visually  verified  by
the  HM-A accompanying  on  the  tour.

{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:

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

{0 780}

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation  and  interview,  the  licensee
failed  to provide  smoke  alarms  inside  and  outside
resident  rooms.  This  had  the  potential  to directly
affect  all residents,  staff,  and  visitors.

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

{0 780}

Findings  include:

On  a  facility tour  on  December  9,  2025,  between
11:45  a. m.  and  12:15  p.m.  with housing  manager
(HM)-A, the  following conditions  were  observed:

SMOKE ALARMS:

During  the  tour  it was  observed  that  smoke
alarms  inside  and  outside  resident  rooms  2 and  3
were  missing  as  well as  the  smoke  alarm  in the
dining  room  area.

Smoke  alarms  of the  same  type  shall  be  replaced
where  the  alarms  are  missing  and  they  must  be
interconnected  with all smoke  alarms  in the
facility.

Also, the  smoke  alarms  in the  facility were  over
10  years  old from date  of manufacture.

All smoke  alarms  over  10  years  old from date  of
manufacture  shall  be  replaced  with like type
alarms,  120- volt with battery  backup.

These  deficient  conditions  were  visually verified
by the  HM-A on  the  tour.

{0 790} 144G. 45  Subd.  2 (a)  (2-3) Fire  protection  and
SS= F physical  environment

{0 790}

(2) install  and  maintain  portable  fire extinguishers
in accordance  with the  State  Fire  Code;
(3) install  portable  fire extinguishers  having  a
minimum  2-A:10-B:C rating  within Group  R-3
occupancies,  as  defined  by the  State  Fire  Code,
located  so  that  the  travel  distance  to the  nearest
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fire extinguisher  does  not  exceed  75  feet,  and
maintained  in accordance  with the  State  Fire
Code;  and

{0 790}

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation  and  interview,  the  licensee
failed  to maintain  fire extinguishers  as  required
throughout  the  facility. This  deficient  condition
had  the  ability to affect  all staff,  visitors,  and
residents.

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  potential  to affect  a  large  portion  or all of
the  residents) .
The  findings  include:

On  a  facility tour  on  December  9,  2025,  between
11:45  a. m.  and  12:15  p.m.  with housing  manager
(HM)-A, the  following conditions  were  observed:

The  surveyor  observed  the  fire extinguishers  in
the  facility last  had  the  required  annual  inspection
completed  in October  2022.

Fire  extinguishers  shall  be  serviced  annually  by a
competent  person.

When  talking  with the  LALD-A by phone  they
stated  they  forgot  to get  them  inspected.

The  deficient  condition  was  visually  verified  by the
Minnesota  Department  of Health
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HM-A on  the  tour.

{0 790}

{0 810} 144G. 45  Subd.  2 (b-f) Fire  protection  and
SS= F 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
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.
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This  MN Requirement  is not  met  as  evidenced
by:
Not reviewed  during  this  survey.

{0 810}

{0 920} 144G. 50  Subd.  2 (c)  Contract  information
SS= C

(c) The  contract  must  include:
(1) a  disclosure  of the  category  of assisted  living
facility license  held  by the  facility and,  if the  facility
is not  an  assisted  living facility with dementia
care,  a  disclosure  that  it does  not  hold  an
assisted  living facility with dementia  care  license;
(2) a  description  of all the  terms  and  conditions  of
the  contract,  including  a  description  of and  any
limitations  to the  housing  or assisted  living
services  to be  provided  for the  contracted
amount;
(3) a  delineation  of the  cost  and  nature  of any
other  services  to be  provided  for an  additional
fee;
(4) a  delineation  and  description  of any  additional
fees  the  resident  may  be  required  to pay  if the
resident' s  condition  changes  during  the  term  of
the  contract;
(5) a  delineation  of the  grounds  under  which  the
resident  may  be  transferred  or have  housing  or
services  terminated  or be  subject  to an
emergency  relocation;
(6) billing and  payment  procedures  and
requirements;  and
(7) disclosure  of the  facility's  ability to provide
specialized  diets.

{0 920}

This  MN Requirement  is not  met  as  evidenced
by:
Not reviewed  during  this  survey.

{0 940} 144G. 50  Subd.  2 (e;  5-7) Contract  information
SS= C
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{0 940} Continued  From  page  14 {0 940}

(5) a  description  of the  facility's  policies  related  to
medical  assistance  waivers  under  chapter  256S
and  section  256B. 49  and  the  housing  support
program  under  chapter  256I,  including:
(i) whether  the  facility is enrolled  with the
commissioner  of human  services  to provide
customized  living services  under  medical
assistance  waivers;
(ii) whether  the  facility has  an  agreement  to
provide  housing  support  under  section  256I. 04,
subdivision  2,  paragraph  (b);
(iii) whether  there  is a  limit on  the  number  of
people  residing  at  the  facility who can  receive
customized  living services  or participate  in the
housing  support  program  at  any  point  in time.  If
so,  the  limit must  be  provided;
(iv) whether  the  facility requires  a  resident  to pay
privately  for a  period  of time  prior to accepting
payment  under  medical  assistance  waivers  or the
housing  support  program,  and  if so,  the  length  of
time  that  private  payment  is required;
(v) a  statement  that  medical  assistance  waivers
provide  payment  for services,  but  do  not  cover
the  cost  of rent;
(vi) a  statement  that  residents  may  be  eligible  for
assistance  with rent  through  the  housing  support
program;  and
(vii) a  description  of the  rent  requirements  for
people  who are  eligible  for medical  assistance
waivers  but  who are  not  eligible for assistance
through  the  housing  support  program;
(6) the  contact  information  to obtain  long- term
care  consulting  services  under  section
256B. 0911;  and
(7) the  toll-free  phone  number  for the  Minnesota
Adult Abuse  Reporting  Center.

This  MN Requirement  is not  met  as  evidenced
by:
Not reviewed  during  this  survey.
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{01290}  144G. 60  Subdivision  1 Background  studies
SS= F required

{01290}

(a)  Employees,  contractors,  and  regularly
scheduled  volunteers  of the  facility are  subject  to
the  background  study  required  by section
144. 057  and  may  be  disqualified  under  chapter
245C.  Nothing  in this  subdivision  shall  be
construed  to prohibit  the  facility from requiring
self- disclosure  of criminal  conviction  information.
(b) Data  collected  under  this  subdivision  shall  be
classified  as  private  data  on  individuals  under
section  13. 02,  subdivision  12.
(c) Termination  of a  staff  member  in good  faith
reliance  on  information  or records  obtained  under
this  section  regarding  a  confirmed  conviction
does  not  subject  the  assisted  living facility to civil
liability or liability for unemployment  benefits.

This  MN Requirement  is not  met  as  evidenced
by:
Not reviewed  during  this  survey.

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

{01440}

(a)  Staff  who perform  delegated  nursing  or
therapy  tasks  must  be  supervised  by an
appropriate  licensed  health  professional  or a
registered  nurse  according  to the  assisted  living
facility's  policy where  the  services  are  being
provided  to verify that  the  work is being
performed  competently  and  to identify problems
and  solutions  related  to the  staff  person' s  ability
to perform  the  tasks.  Supervision  of staff
performing  medication  or treatment
administration  shall  be  provided  by a  registered
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nurse  or appropriate  licensed  health  professional
and  must  include  observation  of the  staff
administering  the  medication  or treatment  and  the
interaction  with the  resident.
(b) The  direct  supervision  of staff  performing
delegated  tasks  must  be  provided  within 30
calendar  days  after  the  date  on  which  the
individual  begins  working  for the  facility and  first
performs  the  delegated  tasks  for residents  and
thereafter  as  needed  based  on  performance.  This
requirement  also  applies  to staff  who have  not
performed  delegated  tasks  for one  year  or longer.

This  MN Requirement  is not  met  as  evidenced
by:
Not reviewed  during  this  survey.

{01540}  144G. 64  (a)  (3) Training  in Dementia,  Mental
SS= D Illness,  and  De-

{01540}

(3) for assisted  living facilities  with dementia  care,
direct- care  staff  must  have  completed  at  least
eight  hours  of initial training  on  topics  specified
under  paragraph  (b) within 80  working  hours  of
the  employment  start  date.  Until this  initial training
is complete,  the  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  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
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mental  illness  and  de- escalation  for each  12
months  of employment  thereafter;

{01540}

This  MN Requirement  is not  met  as  evidenced
by:
Not reviewed  during  this  survey.

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

{01620}

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

This  MN Requirement  is not  met  as  evidenced
by:
Not reviewed  during  this  survey.

{01730}  144G. 71  Subd.  5 Individualized  medication
SS= F management  plan

{01730}

(a)  For  each  resident  receiving  medication
management  services,  a  registered  nurse,
advanced  practice  registered  nurse,  or qualified
staff  delegated  the  task  by a  registered  nurse
must  prepare  and  include  in the  service  plan  a
written  statement  of the  medication  management
services  that  will be  provided  to the  resident.  The
facility must  develop  and  maintain  a  current
individualized  medication  management  record  for
each  resident  based  on  the  resident' s
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assessment  that  must  contain  the  following:
(1) a  statement  describing  the  medication
management  services  that  will be  provided;
(2) a  description  of storage  of medications  based
on  the  resident' s  needs  and  preferences,  risk of
diversion,  and  consistent  with the  manufacturer' s
directions;
(3) documentation  of specific  resident  instructions
relating  to the  administration  of medications;
(4) identification  of persons  responsible  for
monitoring  medication  supplies  and  ensuring  that
medication  refills are  ordered  on  a  timely basis;
(5) identification  of medication  management
tasks  that  may  be  delegated  to unlicensed
personnel;
(6) procedures  for staff  notifying a  registered
nurse  or appropriate  licensed  health  professional
when  a  problem  arises  with medication
management  services;  and
(7) any  resident- specific  requirements  relating  to
documenting  medication  administration,
verifications  that  all medications  are  administered
as  prescribed,  and  monitoring  of medication  use
to prevent  possible  complications  or adverse
reactions.
(b) The  medication  management  record  must  be
current  and  updated  when  there  are  any
changes.
(c) Medication  reconciliation  must  be  completed
when  a  licensed  nurse,  licensed  health
professional,  or authorized  prescriber  is providing
medication  management.

This  MN Requirement  is not  met  as  evidenced
by:
Not reviewed  during  this  survey.
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{01910}  144G. 71  Subd.  22  Disposition  of medications
SS= F

(a)  Any current  medications  being  managed  by
the  assisted  living facility must  be  provided  to the
resident  when  the  resident' s  service  plan  ends  or
medication  management  services  are  no  longer
part  of the  service  plan.  Medications  for a
resident  who is deceased  or that  have  been
discontinued  or have  expired  may  be  provided  for
disposal.
(b) The  facility shall  dispose  of any  medications
remaining  with the  facility that  are  discontinued  or
expired  or upon  the  termination  of the  service
contract  or the  resident' s  death  according  to state
and  federal  regulations  for disposition  of
medications  and  controlled  substances.
(c) Upon  disposition,  the  facility must  document  in
the  resident' s  record  the  disposition  of the
medication  including  the  medication' s  name,
strength,  prescription  number  as  applicable,
quantity,  to whom  the  medications  were  given,
date  of disposition,  and  names  of staff  and  other
individuals  involved  in the  disposition.

{01910}

This  MN Requirement  is not  met  as  evidenced
by:
Not reviewed  during  this  survey.

{02100}  144G. 82  Subd.  2 Additional  requirements
SS= F

(a)  The  licensee  must  follow the  assisted  living
license  requirements  and  the  criteria  in this
section.
(b) The  assisted  living director  of an  assisted
living facility with dementia  care  must  complete
and  document  that  at  least  ten  hours  of the
required  annual  continuing  educational
requirements  relate  to the  care  of individuals  with
dementia.  The  training  must  include  medical

{02100}
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management  of dementia,  creating  and
maintaining  supportive  and  therapeutic
environments  for residents  with dementia,  and
transitioning  and  coordinating  services  for
residents  with dementia.  Continuing  education
credits  may  include  college  courses,  preceptor
credits,  self- directed  activities,  course  instructor
credits,  corporate  training,  in-service  training,
professional  association  training,  web- based
training,  correspondence  courses,  telecourses,
seminars,  and  workshops.

{02100}

This  MN Requirement  is not  met  as  evidenced
by:
Not reviewed  during  this  survey.

{02110} 144G. 82  Subd.  3 Policies
SS= F

(a)  In addition  to the  policies  and  procedures
required  in the  licensing  of all facilities,  the
assisted  living facility with dementia  care  licensee
must  develop  and  implement  policies  and
procedures  that  address  the:
(1) philosophy  of how services  are  provided
based  upon  the  assisted  living facility licensee' s
values,  mission,  and  promotion  of
person- centered  care  and  how the  philosophy
shall  be  implemented;
(2) evaluation  of behavioral  symptoms  and
design  of supports  for intervention  plans,
including  nonpharmacological  practices  that  are
person- centered  and  evidence- informed;
(3) wandering  and  egress  prevention  that
provides  detailed  instructions  to staff  in the  event
a  resident  elopes;
(4) medication  management,  including  an
assessment  of residents  for the  use  and  effects
of medications,  including  psychotropic
medications;

{02110}
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(5) staff  training  specific  to dementia  care;
(6) description  of life enrichment  programs  and
how activities  are  implemented;
(7) description  of family support  programs  and
efforts  to keep  the  family engaged;
(8) limiting the  use  of public  address  and
intercom  systems  for emergencies  and
evacuation  drills only;
(9) transportation  coordination  and  assistance  to
and  from outside  medical  appointments;  and
(10)  safekeeping  of residents'  possessions.
(b) The  policies  and  procedures  must  be  provided
to residents  and  the  residents'  legal  and
designated  representatives  at  the  time  of
move- in.

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

October 24, 2025

Licensee
S&O's Assisted Living LLC
14856 Edgewater Road Northeast
Pine City, MN 55063

RE: Project Number(s) SL36440016

Dear Licensee:

On July 23, 2025, 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 February 7, 2025. This follow-up survey
determined your facility had not corrected all of the state correction orders issued pursuant to the February 7,
2025 survey.

In accordance with Minn. Stat. § 144G.31 Subd. 4 (a), state correction orders issued pursuant to the last
survey, completed on February 7, 2025, found not corrected at the time of the July 23, 2025, follow-up survey
and/or subject to penalty assessment are as follows:

0775-Fire Protection And Physical Environment-144g.45 Subd. 2. (a) - $1,000.00
0780-Fire Protection And Physical Environment-144g.45 Subd. 2 (a) (1) - $500.00
0790-Fire Protection And Physical Environment-144g.45 Subd. 2 (a) (2-3) - $500.00

The details of the violations noted at the time of this follow-up survey completed on July 23, 2025 (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.

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, the total  amount you are assessed is
$2,000.00. You will be invoiced approximately 30 days after receipt of this notice, subject to appeal.

DOCUMENTATION OF ACTION TO COMPLY
In acc ordanc e with Minn. Stat. § 144 G.30 , Subd. 5(c), the licensee must do cum ent ac tio ns ta ken 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;

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



S&O's Assisted Living LLC
October 24, 2025
Page 2

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.

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 appeal fines via reconsideration, please follow the procedure outlined above. Please note that you may
request a reconsideration or a hearing, but not both. If you wish to contest tags without fines in a
reconsideration and tags with the fines at a hearing, please submit two separate appeals forms at the website
listed above.

We urge you to review these orders carefully. If you have questions, please contact Tim Hanna at
507-208-8982.

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,

Tim Hanna, Supervisor
State Engineering Services Section
Email: Tim.Hanna@state.mn.us
Telephone: 507-208-8982 Fax: 1-866-890-9290

HHH
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{0 000} Initial Comments {0 000}

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

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

INITIAL COMMENTS
36440016-02

On 7/29/25, 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 2/7/25. At the time of
the survey, there were 9 residents; 9 receiving
services under the Assisted Living Facility with
Dementia Care license. As a result of the
follow-up survey, the following orders were
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.

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

(a) Except as provided in paragraph (b), food
must be prepared and served according to the
Minnesota Food Code, Minnesota Rules, chapter
4626.
(b) For an assisted living facility with a licensed
capacity of ten or fewer residents:
(1) notwithstanding Minnesota Rules, part
4626.0033, item A, the facility may share a
certified food protection manager (CFPM) with
one other facility located within a 60-mile radius
and under common management provided the
CFPM is present at each facility frequently
enough to effectively administer, manage, and
supervise each facility's food service operation;
(2) notwithstanding Minnesota Rules, part
4626.0545, item A, kick plates that are not
removable or cannot be rotated open are allowed
unless the facility has been issued repeated
correction orders for violations of Minnesota
Rules, part 4626.1565 or 4626.1570;
(3) notwithstanding Minnesota Rules, part
4626.0685, item A, the facility is not required to
provide integral drainboards, utensil racks, or
tables large enough to accommodate soiled and
clean items that may accumulate during hours of
operation provided soiled items do not
contaminate clean items, surfaces, or food, and
clean equipment and dishes are air dried in a
manner that prevents contamination before
storage;
(4) notwithstanding Minnesota Rules, part
4626.1070, item A, the facility is not required to
install a dedicated handwashing sink in its
existing kitchen provided it designates one well
of a two-compartment sink for use only as a
handwashing sink;
(5) notwithstanding Minnesota Rules, parts
4626.1325, 4626.1335, and 4626.1360, item A,

Minnesota Department of Health
STATE FORM 6899 55YM13 If continuation sheet 2 of 21



Minnesota Department of Health
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

36440

(X2) MULTIPLE CONSTRUCTION
A. BUILDING: ______________________

B. WING _____________________________

PRINTED: 10/24/2025
FORM APPROVED

(X3) DATE SURVEY
COMPLETED

R
07/23/2025

NAME OF PROVIDER OR SUPPLIER

S&O'S ASSISTED LIVING LLC

STREET ADDRESS, CITY, STATE, ZIP CODE

14856 EDGEWATER ROAD NE
PINE CITY, MN 55063

(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

{0 480} Continued From page 2

existing floor, wall, and ceiling finishes are
allowed provided the facility keeps them clean
and in good condition;
(6) notwithstanding Minnesota Rules, part
4626.1375, shielded or shatter-resistant
lightbulbs are not required, but if a light bulb
breaks, the facility must discard all exposed food
and fully clean all equipment, dishes, and
surfaces to remove any glass particles; and
(7) notwithstanding Minnesota Rules, part
4626.1390, toilet rooms are not required to be
provided with a self-closing door.

{0 480}

This MN Requirement is not met as evidenced
by:
Not reviewed during this survey.

{0 650} 144G.42 Subd. 8 (a) Staff records
SS=D

(a) The facility must maintain current records of
each paid staff member, each regularly
scheduled volunteer providing services, and
each individual contractor providing services.
The records must include the following
infomation:
(1) evidence of current professional licensure,
registration, or certification if licensure,
registration, or certification is required by this
chapter or rules;
(2) records of orientation, required annual
training and infection control training, and
competency evaluations;
(3) current job description, including
qualifications, responsibilities, and identification
of staff persons providing supervision;
(4) documentation of annual performance
reviews that identify areas of improvement

Minnesota Department of Health
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{0 650} Continued From page 3

needed and training needs;
(5) for individuals providing assisted living
services, verification that required health
screenings under subdivision 9 have taken place
and the dates of those screenings; and
(6) documentation of the background study as
required under section 144.057.

{0 650}

This MN Requirement is not met as evidenced
by:
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
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
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{0 680} Continued From page 4

requirements adopted in rule.

{0 680}

This MN Requirement is not met as evidenced
by:
Not reviewed during this survey.

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

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

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

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

The findings include:

On a facility tour on July 29, 2025, between 11:45
a.m. and 12:10 p.m. with housing manager
(HM)-A, the following conditions were observed:

The surveyor observed the facility doors were
locked, not allowing exit from inside. A fingerprint
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STATE FORM 6899 55YM13 If continuation sheet 5 of 21



Minnesota Department of Health
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

36440

(X2) MULTIPLE CONSTRUCTION
A. BUILDING: ______________________

B. WING _____________________________

PRINTED: 10/24/2025
FORM APPROVED

(X3) DATE SURVEY
COMPLETED

R
07/23/2025

NAME OF PROVIDER OR SUPPLIER

S&O'S ASSISTED LIVING LLC

STREET ADDRESS, CITY, STATE, ZIP CODE

14856 EDGEWATER ROAD NE
PINE CITY, MN 55063

(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

{0 775} Continued From page 5

or key code was required to exit the facility. The
fire alarm system for the facility was
disconnected and not in working order and there
were a few smoke alarms that were missing
inside and outside resident rooms. The door
locks will not release upon activation of the fire
alarm system if it was operational.

{0 775}

These deficient conditions were visually verified
by the HM-A on the tour. The surveyor explained
that an immediate correction order will be issued
for the above findings.

Additionally on facility tour on July 29, 2025,
between 11:45 a.m. and 12:10 p.m. with housing
manager (HM)-A, the following conditions were
observed:

FIRE ALARM SYSTEM:

The surveyor observed that the fire alarm system
was not functional. It was offline.

The fire alarm system shall always be online and
functional.

The surveyor requested the last annual fire alarm
report. The HM-A could not provide the last
annual report.

The fire alarm system shall in inspected annually
by a competent person and noted deficiencies on
this report shall be fixed.

I received an email from the LALD-A on 4-28-25
stating the smoke alarms would be installed by
the end of the week, the fire alarm system was
being worked on as well as the door locking. I
received an email on 7-21-25 stating smoke
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{0 775} Continued From page 6

alarms had been replaced and that the wired
system is not working and probably will never
work and that she does not have the funds to fix
the door locking issue.

{0 775}

The deficient conditions were visually verified by
the HM-A accompanying on the tour.

{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
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{0 780} Continued From page 7 {0 780}

This MN Requirement is not met as evidenced
by:
Based on observation and interview, the licensee
failed to provide smoke alarms inside and outside
resident rooms. This had the potential to directly
affect all residents, staff, and visitors.

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

Findings include:

On a facility tour on July 29, 2025, between 11:45
a.m. and 12:10 p.m. with housing manager
(HM)-A, the following conditions were observed:

SMOKE ALARMS:

During the tour it was observed that smoke
alarms inside and outside resident rooms 2 and 3
were missing as well as the smoke alarm in the
dining room area.

Smoke alarms of the same type shall be replaced
where the alarms are missing and they must be
interconnected with all smoke alarms in the
facility.

Also, the smoke alarms in the facility were over
10 years old from date of manufacture.

All smoke alarms over 10 years old from date of
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{0 780} Continued From page 8

manufacture shall be replaced with like type
alarms, 120-volt with battery backup.

{0 780}

I received an email from the LALD-A on 4-28-25
stating the smoke alarms would be installed by
the end of the week. I received an email on
7-21-25 stating smoke alarms had been
replaced.

These deficient conditions were visually verified
by the HM-A on the tour.

{0 790} 144G.45 Subd. 2 (a) (2-3) Fire protection and
SS=F physical environment

{0 790}

(2) install and maintain portable fire extinguishers
in accordance with the State Fire Code;
(3) install portable fire extinguishers having a
minimum 2-A:10-B:C rating within Group R-3
occupancies, as defined by the State Fire Code,
located so that the travel distance to the nearest
fire extinguisher does not exceed 75 feet, and
maintained in accordance with the State Fire
Code; and

This MN Requirement is not met as evidenced
by:
Based on observation and interview, the licensee
failed to maintain fire extinguishers as required
throughout the facility. This deficient condition
had the ability to affect all staff, visitors, and
residents.

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
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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 potential to affect a large portion or all of
the residents).
The findings include:

On a facility tour on July 29, 2025, between 11:45
a.m. and 12:10 p.m. with housing manager
(HM)-A, the following conditions were observed:

The surveyor observed the fire extinguishers in
the facility last had the required annual inspection
completed in October 2022.

Fire extinguishers shall be serviced annually by a
competent person.

When talking with the LALD-A by phone they
stated they forgot to get them inspected.

The deficient condition was visually verified by
the HM-A on the tour.

{0 810} 144G.45 Subd. 2 (b-f) Fire protection and
SS=F 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
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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:
Not reviewed during this survey.

{0 920} 144G.50 Subd. 2 (c) Contract information
SS=C

(c) The contract must include:
(1) a disclosure of the category of assisted living
facility license held by the facility and, if the
facility is not an assisted living facility with
dementia care, a disclosure that it does not hold
an assisted living facility with dementia care
license;
(2) a description of all the terms and conditions of
the contract, including a description of and any
limitations to the housing or assisted living

{0 920}
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{0 920} Continued From page 11 {0 920}

services to be provided for the contracted
amount;
(3) a delineation of the cost and nature of any
other services to be provided for an additional
fee;
(4) a delineation and description of any additional
fees the resident may be required to pay if the
resident's condition changes during the term of
the contract;
(5) a delineation of the grounds under which the
resident may be transferred or have housing or
services terminated or be subject to an
emergency relocation;
(6) billing and payment procedures and
requirements; and
(7) disclosure of the facility's ability to provide
specialized diets.

This MN Requirement is not met as evidenced
by:
Not reviewed during this survey.

{0 940} 144G.50 Subd. 2 (e; 5-7) Contract information
SS=C

(5) a description of the facility's policies related to
medical assistance waivers under chapter 256S
and section 256B.49 and the housing support
program under chapter 256I, including:
(i) whether the facility is enrolled with the
commissioner of human services to provide
customized living services under medical
assistance waivers;
(ii) whether the facility has an agreement to
provide housing support under section 256I.04,
subdivision 2, paragraph (b);
(iii) whether there is a limit on the number of
people residing at the facility who can receive
customized living services or participate in the
housing support program at any point in time. If

{0 940}
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so, the limit must be provided;
(iv) whether the facility requires a resident to pay
privately for a period of time prior to accepting
payment under medical assistance waivers or
the housing support program, and if so, the
length of time that private payment is required;
(v) a statement that medical assistance waivers
provide payment for services, but do not cover
the cost of rent;
(vi) a statement that residents may be eligible for
assistance with rent through the housing support
program; and
(vii) a description of the rent requirements for
people who are eligible for medical assistance
waivers but who are not eligible for assistance
through the housing support program;
(6) the contact information to obtain long-term
care consulting services under section
256B.0911; and
(7) the toll-free phone number for the Minnesota
Adult Abuse Reporting Center.

{0 940}

This MN Requirement is not met as evidenced
by:
Not reviewed during this survey.

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

{01290}

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

Minnesota Department of Health
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{01290} Continued From page 13 {01290}

(c) Termination of a staff member in good faith
reliance on information or records obtained under
this section regarding a confirmed conviction
does not subject the assisted living facility to civil
liability or liability for unemployment benefits.

This MN Requirement is not met as evidenced
by:
Not reviewed during this survey.

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

{01440}

(a) Staff who perform delegated nursing or
therapy tasks must be supervised by an
appropriate licensed health professional or a
registered nurse according to the assisted living
facility's policy where the services are being
provided to verify that the work is being
performed competently and to identify problems
and solutions related to the staff person's ability
to perform the tasks. Supervision of staff
performing medication or treatment
administration shall be provided by a registered
nurse or appropriate licensed health professional
and must include observation of the staff
administering the medication or treatment and
the interaction with the resident.
(b) The direct supervision of staff performing
delegated tasks must be provided within 30
calendar days after the date on which the
individual begins working for the facility and first
performs the delegated tasks for residents and
thereafter as needed based on performance.
This requirement also applies to staff who have
not performed delegated tasks for one year or
longer.

Minnesota Department of Health
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{01440} Continued From page 14

This MN Requirement is not met as evidenced
by:
Not reviewed during this survey.

{01440}

{01540} 144G.64 (a) (3) Training in Dementia, Mental
SS=D Illness, and De-

{01540}

(3) for assisted living facilities with dementia
care, direct-care staff must have completed at
least eight hours of initial training on topics
specified under paragraph (b) within 80 working
hours of the employment start date. Until this
initial training is complete, the 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 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.

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

{01620}
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{01620} Continued From page 15 {01620}

(a) Residents who are not receiving any assisted
living services shall not be required to undergo
an initial nursing assessment.
(b) An assisted living facility shall conduct a
nursing assessment by a registered nurse of the
physical and cognitive needs of the prospective
resident and propose a temporary service plan
prior to the date on which a prospective resident
executes a contract with a facility or the date on
which a prospective resident moves in,
whichever is earlier. If necessitated by either the
geographic distance between the prospective
resident and the facility, or urgent or unexpected
circumstances, the assessment may be
conducted using telecommunication methods
based on practice standards that meet the
resident's needs and reflect person-centered
planning and care delivery.
(c) Resident reassessment and monitoring must
be conducted by a registered nurse:
(1) no more than 14 calendar days after initiation
of services;
(2) as needed based on changes in the resident's
needs; and
(3) at least every 90 calendar days.
(d) Sections of the reassessment and monitoring
in paragraph (c) may be completed by a licensed
practical nurse as allowed under the Nurse
Practice Act in sections 148.171 to 148.285. A
registered nurse must review the findings as part
of the resident's reassessment.
(e) For residents only receiving assisted living
services specified in section 144G.08,
subdivision 9, clauses (1) to (5), the facility shall
complete an individualized initial review of the
resident's needs and preferences. The initial
review must be completed within 30 calendar
days of the start of services. Resident monitoring
and review must be conducted as needed based

Minnesota Department of Health
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{01620} Continued From page 16 {01620}

on changes in the needs of the resident and
cannot exceed 90 calendar days from the date of
the last review.
(f) A facility must inform the prospective resident
of the availability of and contact information for
long-term care consultation services under
section 256B.0911, prior to the date on which a
prospective resident executes a contract with a
facility or the date on which a prospective
resident moves in, whichever is earlier.

This MN Requirement is not met as evidenced
by:
Not reviewed during this survey.

{01730} 144G.71 Subd. 5 Individualized medication
SS=F management plan

{01730}

(a) For each resident receiving medication
management services, a registered nurse,
advanced practice registered nurse, or qualified
staff delegated the task by a registered nurse
must prepare and include in the service plan a
written statement of the medication management
services that will be provided to the resident. The
facility must develop and maintain a current
individualized medication management record for
each resident based on the resident's
assessment that must contain the following:
(1) a statement describing the medication
management services that will be provided;
(2) a description of storage of medications based
on the resident's needs and preferences, risk of
diversion, and consistent with the manufacturer's
directions;
(3) documentation of specific resident
instructions relating to the administration of
medications;
(4) identification of persons responsible for
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monitoring medication supplies and ensuring that
medication refills are ordered on a timely basis;
(5) identification of medication management
tasks that may be delegated to unlicensed
personnel;
(6) procedures for staff notifying a registered
nurse or appropriate licensed health professional
when a problem arises with medication
management services; and
(7) any resident-specific requirements relating to
documenting medication administration,
verifications that all medications are administered
as prescribed, and monitoring of medication use
to prevent possible complications or adverse
reactions.
(b) The medication management record must be
current and updated when there are any
changes.
(c) Medication reconciliation must be completed
when a licensed nurse, licensed health
professional, or authorized prescriber is providing
medication management.

This MN Requirement is not met as evidenced
by:
Not reviewed during this survey.

{01910} 144G.71 Subd. 22 Disposition of medications
SS=F

(a) Any current medications being managed by
the assisted living facility must be provided to the
resident when the resident's service plan ends or
medication management services are no longer
part of the service plan. Medications for a
resident who is deceased or that have been
discontinued or have expired may be provided
for disposal.
(b) The facility shall dispose of any medications

{01910}
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{01910} Continued From page 18 {01910}

remaining with the facility that are discontinued or
expired or upon the termination of the service
contract or the resident's death according to state
and federal regulations for disposition of
medications and controlled substances.
(c) Upon disposition, the facility must document
in the resident's record the disposition of the
medication including the medication's name,
strength, prescription number as applicable,
quantity, to whom the medications were given,
date of disposition, and names of staff and other
individuals involved in the disposition.

This MN Requirement is not met as evidenced
by:
Not reviewed during this survey.

{02100} 144G.82 Subd. 2 Additional requirements
SS=F

(a) The licensee must follow the assisted living
license requirements and the criteria in this
section.
(b) The assisted living director of an assisted
living facility with dementia care must complete
and document that at least ten hours of the
required annual continuing educational
requirements relate to the care of individuals with
dementia. The training must include medical
management of dementia, creating and
maintaining supportive and therapeutic
environments for residents with dementia, and
transitioning and coordinating services for
residents with dementia. Continuing education
credits may include college courses, preceptor
credits, self-directed activities, course instructor
credits, corporate training, in-service training,
professional association training, web-based
training, correspondence courses, telecourses,
seminars, and workshops.

{02100}
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This MN Requirement is not met as evidenced
by:
Not reviewed during this survey.

{02110} 144G.82 Subd. 3 Policies
SS=F

(a) In addition to the policies and procedures
required in the licensing of all facilities, the
assisted living facility with dementia care
licensee must develop and implement policies
and procedures that address the:
(1) philosophy of how services are provided
based upon the assisted living facility licensee's
values, mission, and promotion of
person-centered care and how the philosophy
shall be implemented;
(2) evaluation of behavioral symptoms and
design of supports for intervention plans,
including nonpharmacological practices that are
person-centered and evidence-informed;
(3) wandering and egress prevention that
provides detailed instructions to staff in the event
a resident elopes;
(4) medication management, including an
assessment of residents for the use and effects
of medications, including psychotropic
medications;
(5) staff training specific to dementia care;
(6) description of life enrichment programs and
how activities are implemented;
(7) description of family support programs and
efforts to keep the family engaged;
(8) limiting the use of public address and
intercom systems for emergencies and
evacuation drills only;
(9) transportation coordination and assistance to
and from outside medical appointments; and
(10) safekeeping of residents' possessions.

{02110}
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(b) The policies and procedures must be
provided to residents and the residents' legal and
designated representatives at the time of
move-in.

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

June 6, 2025

Licensee
S&O's Assisted Living LLC
14856 Edgewater Road Northeast
Pine City, MN  55063

RE:  Project Number(s) SL36440016

Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on April 30, 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 . . ."    

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

St - 0 - 0775 - 144g.45 Subd. 2. (a) - Fire Protection And Physical Environment    
St - 0 - 0780 - 144g.45 Subd. 2 (a) (1) - Fire Protection And Physical Environment    

   St - 0 - 0790 - 144g.45 Subd. 2 (a) (2-3) - Fire Protection And Physical Environment      

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

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

The correction order documentation should include the following:

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



S&O's Assisted Living LLC
June 6, 2025
Page  2

� 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

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

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

If you have any questions, please contact me.

Sincerely,

Tim Hanna, Supervisor
State Engineering Services Section
Email: Tim.Hanna@state.mn.us    
Telephone: 507-208-8982 Fax: 1-866-890-9290

HHH
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{0 000} Initial Comments {0 000}

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

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

INITIAL COMMENTS
SL#36440016-1

On April 28, 2025, 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 February 5, 2025. At the
time of the survey, there were unkown residents;
unkown receiving services under the Assisted
Living License. As a result of the follow-up
survey, the following orders were 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.

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

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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{0 480} Continued From page 1 {0 480}

(a) Except as provided in paragraph (b), food
must be prepared and served according to the
Minnesota Food Code, Minnesota Rules, chapter
4626.
(b) For an assisted living facility with a licensed
capacity of ten or fewer residents:
(1) notwithstanding Minnesota Rules, part
4626.0033, item A, the facility may share a
certified food protection manager (CFPM) with
one other facility located within a 60-mile radius
and under common management provided the
CFPM is present at each facility frequently
enough to effectively administer, manage, and
supervise each facility's food service operation;
(2) notwithstanding Minnesota Rules, part
4626.0545, item A, kick plates that are not
removable or cannot be rotated open are allowed
unless the facility has been issued repeated
correction orders for violations of Minnesota
Rules, part 4626.1565 or 4626.1570;
(3) notwithstanding Minnesota Rules, part
4626.0685, item A, the facility is not required to
provide integral drainboards, utensil racks, or
tables large enough to accommodate soiled and
clean items that may accumulate during hours of
operation provided soiled items do not
contaminate clean items, surfaces, or food, and
clean equipment and dishes are air dried in a
manner that prevents contamination before
storage;
(4) notwithstanding Minnesota Rules, part
4626.1070, item A, the facility is not required to
install a dedicated handwashing sink in its
existing kitchen provided it designates one well of
a two-compartment sink for use only as a
handwashing sink;
(5) notwithstanding Minnesota Rules, parts
4626.1325, 4626.1335, and 4626.1360, item A,
existing floor, wall, and ceiling finishes are
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allowed provided the facility keeps them clean
and in good condition;
(6) notwithstanding Minnesota Rules, part
4626.1375, shielded or shatter-resistant
lightbulbs are not required, but if a light bulb
breaks, the facility must discard all exposed food
and fully clean all equipment, dishes, and
surfaces to remove any glass particles; and
(7) notwithstanding Minnesota Rules, part
4626.1390, toilet rooms are not required to be
provided with a self-closing door.

{0 480}

This MN Requirement is not met as evidenced
by:
Not reviewed during this survey.

{0 650} 144G.42 Subd. 8 (a) Staff records
SS=D

{0 650}

(a) The facility must maintain current records of
each paid staff member, each regularly
scheduled volunteer providing services, and each
individual contractor providing services. The
records must include the following infomation:
(1) evidence of current professional licensure,
registration, or certification if licensure,
registration, or certification is required by this
chapter or rules;
(2) records of orientation, required annual training
and infection control training, and competency
evaluations;
(3) current job description, including
qualifications, responsibilities, and identification of
staff persons providing supervision;
(4) documentation of annual performance
reviews that identify areas of improvement
needed and training needs;
(5) for individuals providing assisted living
services, verification that required health
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screenings under subdivision 9 have taken place
and the dates of those screenings; and
(6) documentation of the background study as
required under section 144.057.

{0 650}

This MN Requirement is not met as evidenced
by:
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
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
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by:
Not reviewed during this survey.

{0 680}

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

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

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

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

The findings include:

On desk review on April 28, 2025, with licensed
assisted living director (LALD)-A, the following
were discussed and none have been completed:

The surveyor noted the facility doors were locked,
not allowing exit from inside. A fingerprint or key
code was required to exit the facility. The fire
alarm system for the facility was disconnected
and not in working order and there were a few
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{0 775} Continued From page 5

smoke alarms that were missing inside and
outside resident rooms. The door locks will not
release upon activation of the fire alarm system if
it was operational.

{0 775}

These deficient conditions were verified by the
LALD-A during the desk review. The surveyor
explained that an immediate correction order will
be issued for the above findings.

TIME PERIOD FOR CORRECTION: Immediate.

Additionally on desk review on April 28, 2025, with
licensed assisted living director (LALD)-A, the
surveyor noted the following:

FIRE ALARM SYSTEM:

The surveyor noted that the fire alarm system
was not functional. It was offline.

The fire alarm system shall be online and
functional at all times.

The surveyor requested the last annual fire alarm
report. The LALD-A could not provide the last
annual report.

The fire alarm system shall be inspected annually
by a competent person and noted deficiencies on
this report shall be fixed.

STORAGE:

The surveyor noted that there were several coats
hanging on a rack that were touching the side of
the furnace.
All combustible storage shall be kept a minimum
of 24 inches away from the furnace.
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{0 775} Continued From page 6

EXTENSION CORD:

{0 775}

The surveyor noted a black extension cord in the
kitchen plugged into a power strip that was
plugged into a toaster.
Electrical cords shall not be used for permanent
use.

The deficient conditions were verified by the
LALD-A during the desk review.

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

{0 780}

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;
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{0 780} Continued From page 7 {0 780}

This MN Requirement is not met as evidenced
by:
Based on observation and interview, the licensee
failed to provide smoke alarms inside and outside
resident rooms. This had the potential to directly
affect all residents, staff, and visitors.

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

Findings include:

During desk review on April 28, 2025, with
licensed assisted living director (LALD)-A, the
following conditions were noted:

SMOKE ALARMS:

During desk review it was noted that smoke
alarms inside resident rooms 2 and 3 were
missing as well as the smoke alarm in the dining
room area.

Smoke alarms of the same type shall be replaced
where the alarms are missing and they must be
interconnected with all smoke alarms in the
facility.

Also, the smoke alarms in the facility were over
10 years old from date of manufacture.

All smoke alarms over 10 years old from date of
manufacture shall be replaced with like type
alarms, 120 volt with battery backup.
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These deficient conditions were verified by the
LALD-A during the desk review.

{0 790} 144G.45 Subd. 2 (a) (2-3) Fire protection and
SS=F physical environment

{0 790}

(2) install and maintain portable fire extinguishers
in accordance with the State Fire Code;
(3) install portable fire extinguishers having a
minimum 2-A:10-B:C rating within Group R-3
occupancies, as defined by the State Fire Code,
located so that the travel distance to the nearest
fire extinguisher does not exceed 75 feet, and
maintained in accordance with the State Fire
Code; and

This MN Requirement is not met as evidenced
by:
Based on observation and interview, the licensee
failed to maintain fire extinguishers as required
throughout the facility. This deficient condition
had the ability to affect all staff, visitors, and
residents.

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 potential to affect a large portion or all of
the residents).
The findings include:

On deskreview on April 28, 2025, with licensed
assisted living director (LALD)-A, the following
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{0 790} Continued From page 9

condition was noted:

{0 790}

The surveyor noted the fire extinguishers in the
facility last had the required annual inspection
completed in October 2022.

Fire extinguishers shall be serviced annually by a
competent person.

The deficient condition was visually verified by the
LALD-A during the desk review.

{0 810} 144G.45 Subd. 2 (b-f) Fire protection and
SS=F 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
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
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{0 810} Continued From page 10 {0 810}

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:
Not reviewed during this survey.

{0 920} 144G.50 Subd. 2 (c) Contract information
SS=C

{0 920}

(c) The contract must include:
(1) a disclosure of the category of assisted living
facility license held by the facility and, if the facility
is not an assisted living facility with dementia
care, a disclosure that it does not hold an
assisted living facility with dementia care license;
(2) a description of all the terms and conditions of
the contract, including a description of and any
limitations to the housing or assisted living
services to be provided for the contracted
amount;
(3) a delineation of the cost and nature of any
other services to be provided for an additional
fee;
(4) a delineation and description of any additional
fees the resident may be required to pay if the
resident's condition changes during the term of
the contract;
(5) a delineation of the grounds under which the
resident may be transferred or have housing or
services terminated or be subject to an
emergency relocation;
(6) billing and payment procedures and
requirements; and
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{0 920} Continued From page 11

(7) disclosure of the facility's ability to provide
specialized diets.

{0 920}

This MN Requirement is not met as evidenced
by:
Not reviewed during this survey.

{0 940} 144G.50 Subd. 2 (e; 5-7) Contract information
SS=C

(5) a description of the facility's policies related to
medical assistance waivers under chapter 256S
and section 256B.49 and the housing support
program under chapter 256I, including:
(i) whether the facility is enrolled with the
commissioner of human services to provide
customized living services under medical
assistance waivers;
(ii) whether the facility has an agreement to
provide housing support under section 256I.04,
subdivision 2, paragraph (b);
(iii) whether there is a limit on the number of
people residing at the facility who can receive
customized living services or participate in the
housing support program at any point in time. If
so, the limit must be provided;
(iv) whether the facility requires a resident to pay
privately for a period of time prior to accepting
payment under medical assistance waivers or the
housing support program, and if so, the length of
time that private payment is required;
(v) a statement that medical assistance waivers
provide payment for services, but do not cover
the cost of rent;
(vi) a statement that residents may be eligible for
assistance with rent through the housing support
program; and
(vii) a description of the rent requirements for
people who are eligible for medical assistance
waivers but who are not eligible for assistance

{0 940}
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{0 940} Continued From page 12

through the housing support program;
(6) the contact information to obtain long-term
care consulting services under section
256B.0911; and
(7) the toll-free phone number for the Minnesota
Adult Abuse Reporting Center.

{0 940}

This MN Requirement is not met as evidenced
by:
Not reviewed during this survey.

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

{01290}

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

This MN Requirement is not met as evidenced
by:
Not reviewed during this survey.

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

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

This MN Requirement is not met as evidenced
by:
Not reviewed during this survey.

{01540} 144G.64 (a) TRAINING IN DEMENTIA CARE
SS=D REQUIRED

{01540}

(3) for assisted living facilities with dementia care,
direct-care employees must have completed at
least eight hours of initial training on topics
specified under paragraph (b) within 80 working
hours of the employment start date. Until this
initial training is complete, an employee must not
provide direct care unless there is another
employee on site who has completed the initial
eight hours of training on topics related to

Minnesota Department of Health
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dementia care 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 employee
until the training requirement is complete.
Direct-care employees must have at least two
hours of training on topics related to dementia for
each 12 months of employment thereafter;

This MN Requirement is not met as evidenced
by:
Not reviewed during this survey.

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

{01620}

(c) Resident reassessment and monitoring must
be conducted no more than 14 calendar days
after initiation of services. Ongoing resident
reassessment and monitoring must be conducted
as needed based on changes in the needs of the
resident and cannot exceed 90 calendar days
from the last date of the assessment.
(d) For residents only receiving assisted living
services specified in section 144G.08, subdivision
9, clauses (1) to (5), the facility shall complete an
individualized initial review of the resident's needs
and preferences. The initial review must be
completed within 30 calendar days of the start of
services. Resident monitoring and review must
be conducted as needed based on changes in
the needs of the resident and cannot exceed 90
calendar days from the date of the last review.
(e) A facility must inform the prospective resident
of the availability of and contact information for
long-term care consultation services under
section 256B.0911, prior to the date on which a
prospective resident executes a contract with a

Minnesota Department of Health
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facility or the date on which a prospective
resident moves in, whichever is earlier.

{01620}

This MN Requirement is not met as evidenced
by:
Not reviewed during this survey.

{01730} 144G.71 Subd. 5 Individualized medication
SS=F management plan

{01730}

(a) For each resident receiving medication
management services, the assisted living facility
must prepare and include in the service plan a
written statement of the medication management
services that will be provided to the resident. The
facility must develop and maintain a current
individualized medication management record for
each resident based on the resident's
assessment that must contain the following:
(1) a statement describing the medication
management services that will be provided;
(2) a description of storage of medications based
on the resident's needs and preferences, risk of
diversion, and consistent with the manufacturer's
directions;
(3) documentation of specific resident instructions
relating to the administration of medications;
(4) identification of persons responsible for
monitoring medication supplies and ensuring that
medication refills are ordered on a timely basis;
(5) identification of medication management
tasks that may be delegated to unlicensed
personnel;
(6) procedures for staff notifying a registered
nurse or appropriate licensed health professional
when a problem arises with medication
management services; and
(7) any resident-specific requirements relating to
documenting medication administration,

Minnesota Department of Health
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{01730} Continued From page 16 {01730}

verifications that all medications are administered
as prescribed, and monitoring of medication use
to prevent possible complications or adverse
reactions.
(b) The medication management record must be
current and updated when there are any
changes.
(c) Medication reconciliation must be completed
when a licensed nurse, licensed health
professional, or authorized prescriber is providing
medication management.

This MN Requirement is not met as evidenced
by:
Not reviewed during this survey.

{01910} 144G.71 Subd. 22 Disposition of medications
SS=F

{01910}

(a) Any current medications being managed by
the assisted living facility must be provided to the
resident when the resident's service plan ends or
medication management services are no longer
part of the service plan. Medications for a
resident who is deceased or that have been
discontinued or have expired may be provided for
disposal.
(b) The facility shall dispose of any medications
remaining with the facility that are discontinued or
expired or upon the termination of the service
contract or the resident's death according to state
and federal regulations for disposition of
medications and controlled substances.
(c) Upon disposition, the facility must document in
the resident's record the disposition of the
medication including the medication's name,
strength, prescription number as applicable,
quantity, to whom the medications were given,
date of disposition, and names of staff and other
individuals involved in the disposition.

Minnesota Department of Health
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{01910} Continued From page 17 {01910}

This MN Requirement is not met as evidenced
by:
Not reviewed during this survey.

{02100} 144G.82 Subd. 2 Additional requirements
SS=F

(a) The licensee must follow the assisted living
license requirements and the criteria in this
section.
(b) The assisted living director of an assisted
living facility with dementia care must complete
and document that at least ten hours of the
required annual continuing educational
requirements relate to the care of individuals with
dementia. The training must include medical
management of dementia, creating and
maintaining supportive and therapeutic
environments for residents with dementia, and
transitioning and coordinating services for
residents with dementia. Continuing education
credits may include college courses, preceptor
credits, self-directed activities, course instructor
credits, corporate training, in-service training,
professional association training, web-based
training, correspondence courses, telecourses,
seminars, and workshops.

{02100}

This MN Requirement is not met as evidenced
by:
Not reviewed during this survey.

{02110} 144G.82 Subd. 3 Policies
SS=F

(a) In addition to the policies and procedures
required in the licensing of all facilities, the
assisted living facility with dementia care licensee
must develop and implement policies and
procedures that address the:

{02110}

Minnesota Department of Health
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{02110} Continued From page 18 {02110}

(1) philosophy of how services are provided
based upon the assisted living facility licensee's
values, mission, and promotion of
person-centered care and how the philosophy
shall be implemented;
(2) evaluation of behavioral symptoms and
design of supports for intervention plans,
including nonpharmacological practices that are
person-centered and evidence-informed;
(3) wandering and egress prevention that
provides detailed instructions to staff in the event
a resident elopes;
(4) medication management, including an
assessment of residents for the use and effects
of medications, including psychotropic
medications;
(5) staff training specific to dementia care;
(6) description of life enrichment programs and
how activities are implemented;
(7) description of family support programs and
efforts to keep the family engaged;
(8) limiting the use of public address and
intercom systems for emergencies and
evacuation drills only;
(9) transportation coordination and assistance to
and from outside medical appointments; and
(10) safekeeping of residents' possessions.
(b) The policies and procedures must be provided
to residents and the residents' legal and
designated representatives at the time of
move-in.

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

April 8, 2025

Licensee
S&O's Assisted Living LLC
14856 Edgewater Road Northeast
Pine City, MN  55063

RE:  Project Number(s) SL36440016

Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on February 7, 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 for widespread violations;
  Level 3: a fine of $3,000 per violation per incident, in addition to any enforcement mechanism    
        authorized in § 144G.20.

Level 4: a fine of $5,000 per incident, in addition to any enforcement mechanism authorized in
          § 144G.20.        
        
Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, the following fines are assessed
pursuant to this survey:

                                                                                      An equal opportunity employer.                                             Letter ID: IS7N REVISED 09/13/2021
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St - 0 - 0775 - 144g.45 Subd. 2. (a) - Fire Protection And Physical Environment - $3,000.00
St - 0 - 0780 - 144g.45 Subd. 2 (a) (1) - Fire Protection And Physical Environment - $500.00

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999,  the total amount you are
assessed is $3,500.00. You will be invoiced approximately 30 days after receipt of this notice, subject
to appeal.    

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

The correction order documentation should include the following:

� 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.    

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

To appeal fines via reconsideration, please follow the procedure outlined above.  Please note that you
may request a reconsideration  or a hearing, but not both.  If you wish to contest tags without fines in
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a reconsideration and tags with the fines at a hearing, please submit two separate appeals forms at
the website listed above.    

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

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

HHH
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0 000 Initial Comments 0 000

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:

SL36440016

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.

On February 4, 2025, through February 6, 2025,
the Minnesota Department of Health conducted a
full survey at the above provider. At the time of
the survey, there were eight residents; eight
receiving services under the Assisted Living
Facility with Dementia Care license.

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.

An immediate correction order was identified on
February 5, 2025, issued for SL36440016-0, tag
identification 0775.

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

During the course of the survey, the licensee took
action to mitigate the imminent risk.
Noncompliance remained and the scope and
level remain unchanged.

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.

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

0 480

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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0 480 Continued From page 1

(a) Except as provided in paragraph (b), food
must be prepared and served according to the
Minnesota Food Code, Minnesota Rules, chapter
4626.
(b) For an assisted living facility with a licensed
capacity of ten or fewer residents:
(1) notwithstanding Minnesota Rules, part
4626.0033, item A, the facility may share a
certified food protection manager (CFPM) with
one other facility located within a 60-mile radius
and under common management provided the
CFPM is present at each facility frequently
enough to effectively administer, manage, and
supervise each facility's food service operation;
(2) notwithstanding Minnesota Rules, part
4626.0545, item A, kick plates that are not
removable or cannot be rotated open are allowed
unless the facility has been issued repeated
correction orders for violations of Minnesota
Rules, part 4626.1565 or 4626.1570;
(3) notwithstanding Minnesota Rules, part
4626.0685, item A, the facility is not required to
provide integral drainboards, utensil racks, or
tables large enough to accommodate soiled and
clean items that may accumulate during hours of
operation provided soiled items do not
contaminate clean items, surfaces, or food, and
clean equipment and dishes are air dried in a
manner that prevents contamination before
storage;
(4) notwithstanding Minnesota Rules, part
4626.1070, item A, the facility is not required to
install a dedicated handwashing sink in its
existing kitchen provided it designates one well of
a two-compartment sink for use only as a
handwashing sink;
(5) notwithstanding Minnesota Rules, parts
4626.1325, 4626.1335, and 4626.1360, item A,
existing floor, wall, and ceiling finishes are

0 480

Minnesota Department of Health
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0 480 Continued From page 2

allowed provided the facility keeps them clean
and in good condition;
(6) notwithstanding Minnesota Rules, part
4626.1375, shielded or shatter-resistant
lightbulbs are not required, but if a light bulb
breaks, the facility must discard all exposed food
and fully clean all equipment, dishes, and
surfaces to remove any glass particles; and
(7) notwithstanding Minnesota Rules, part
4626.1390, toilet rooms are not required to be
provided with a self-closing door.

0 480

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

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

The findings include:

Please refer to the document titled, Food and
Beverage Establishment Inspection Report
(FBEIR) dated January 4, 2025, for the specific
Minnesota Food Code violations. The Inspection
Report was provided to the licensee within 24
hours of the inspection.

TIME PERIOD FOR CORRECTION: Please refer
Minnesota Department of Health
STATE FORM 6899 55YM11 If continuation sheet 3 of 39
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to the FBEIR for any compliance dates.

0 480

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

(a) The facility must maintain current records of
each paid staff member, each regularly
scheduled volunteer providing services, and each
individual contractor providing services. The
records must include the following infomation:
(1) evidence of current professional licensure,
registration, or certification if licensure,
registration, or certification is required by this
chapter or rules;
(2) records of orientation, required annual training
and infection control training, and competency
evaluations;
(3) current job description, including
qualifications, responsibilities, and identification of
staff persons providing supervision;
(4) documentation of annual performance
reviews that identify areas of improvement
needed and training needs;
(5) for individuals providing assisted living
services, verification that required health
screenings under subdivision 9 have taken place
and the dates of those screenings; and
(6) documentation of the background study as
required under section 144.057.

0 650

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

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
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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).

0 650

The findings include:

During the entrance conference on February 4,
2025, at 10:55 a.m., licensed assisted living
director (LALD)-A stated she was aware of the
required contents of the employee records.

ULP-D was hired on January 24, 2024, to provide
direct care and services to the licensee's
residents.

ULP-C's record lacked a 2025 annual
performance review that identified areas of
improvement needed and training needs.

On February 4, 2025, at 12:56 p.m., clinical nurse
supervisor (CNS)-B stated she had not
completed performance reviews on any staff but
was aware of the requirement.

The licensee's undated Performance Review
policy indicated [the facility] will conduct a
performance review on new staff within the first
30 days of beginning work and thereafter annually
on the employee's anniversary date.

No further information was provided.

TIME PERIOD FOR CORRECTION: Twenty-One
(21) days
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0 680 144G.42 Subd. 10 Disaster planning and
SS=F emergency preparedness

0 680

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 have a written emergency
preparedness plan (EPP) with all the required
content. This had the potential to affect all
visitors, employees, and residents.

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
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resident's health or safety, but was not likely to
cause serious injury, impairment, or death), and
is issued at a widespread scope (when problems
are pervasive or represent a systemic failure that
has affected or has the potential to affect a large
portion or all the residents).

0 680

The findings include:

On February 4, 2025, licensed assisted living
director (LALD)-A provided licensee's Emergency
Disaster Plan.

The licensee's emergency disaster preparedness
plan lacked evidence of the following required
content:
- EPP reviewed and updated annually
- a description of the population served by the
licensee
- process for cooperation and collaboration with
local, tribal, regional, State and Federal
emergency prepardness (EP)
- communication plan containing all required
elements
- hazard vulnerability assessment
- subsistence needs for staff and residents
- procedures for tracking evacuated residents and
staff
- policies for sheltering in place
- policies and procedures for medical documents
- policies and procedures for volunteers
- roles under a wavier declared by secretary
- developement of a communication plan
- names and contact information
- emergency officials contact information
- methods for sharing information
- sharing information on occupancy and needs
- long term care family notifications
- emergency prep training program which
includes maintain documentation of all EP
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training and EP training annually; and
- EP testing requirements.

0 680

On February 5, 2025, at 11:20 a.m., licensed
assisted living director (LALD)-A stated she had
updated some parts of the emergency
preparedness plan since their initial survey.
LALD-A stated she was aware that the plan did
not have all the required content.

The licensee's undated Plans for Emergencies
and Natural Disasters policy indicated [the
Licensee] will have a written plan of action to
faciliate our clien'ts care and services in response
to a natural disaster or another type of emegency
that may affect our ability to provide services.

No further information provided.

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

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

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

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

This practice resulted in a level three violation (a
violation that harmed a resident's health or safety,

Minnesota Department of Health
STATE FORM 6899

During the course of the survey, the
licensee took action to mitigate the
imminent risk. Noncompliance remained
and the scope and level remain
unchanged.
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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).

0 775

The findings include:

On a facility tour on February 5, 2025, between
9:00 a.m. and 12:30 p.m. with licensed assisted
living director (LALD)-A, the following:

The surveyor observed the facility doors were
locked, not allowing exit from inside. A fingerprint
or key code was required to exit the facility. The
fire alarm system for the facility was disconnected
and not in working order and there were a few
smoke alarms that were missing inside and
outside resident rooms. The door locks will not
release upon activation of the fire alarm system if
it was operational.

These deficient conditions were visually verified
by the LALD-A on the tour. The surveyor
explained that an immediate correction order will
be issued for the above findings.

TIME PERIOD FOR CORRECTION: Immediate.

Additionally on a facility tour on February 5, 2025,
between 9:00 a.m. and 11:30 a.m. with licensed
assisted living director (LALD)-A, the surveyor
observed the following:

FIRE ALARM SYSTEM:

The surveyor observed that the fire alarm system
was not functional. It was offline.

Minnesota Department of Health
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The fire alarm system shall be online and
functional at all times.

The surveyor requested the last annual fire alarm
report. The LALD-A could not provide the last
annual report

The fire alarm system shall in inspected annually
by a competent person and noted deficiencies on
this report shall be fixed.

STORAGE:

The surveyor observed that there were several
coats hanging on a rack that were touching the
side of the furnace.

All combustible storage shall be kept a minimum
of 24 inches away from the furnace.

EXTENSION CORD:

The surveyor observed a black extension cord in
the kitchen plugged into a power strip that was
plugged into a toaster.

Electrical cords shall not be used for permanent
use.

The deficient conditions were visually verified by
the LALD-A accompanying on the tour.

TIME PERIOD FOR CORRECTION: Seven (7)
days.

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

0 780
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for dwellings or sleeping units, as defined in the
State Fire Code:
(i) provide smoke alarms in each room used for
sleeping purposes;
(ii) provide smoke alarms outside each separate
sleeping area in the immediate vicinity of
bedrooms;
(iii) provide smoke alarms on each story within a
dwelling unit, including basements, but not
including crawl spaces and unoccupied attics;
(iv) where more than one smoke alarm is
required within an individual dwelling unit or
sleeping unit, interconnect all smoke alarms so
that actuation of one alarm causes all alarms in
the individual dwelling unit or sleeping unit to
operate; and
(v) ensure the power supply for existing smoke
alarms complies with the State Fire Code, except
that newly introduced smoke alarms in existing
buildings may be battery operated;

0 780

This MN Requirement is not met as evidenced
by:
Based on observation and interview, the licensee
failed to provide smoke alarms inside and outside
resident rooms. This had the potential to directly
affect all residents, staff, and visitors.

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

Minnesota Department of Health
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Findings include:
On a facility tour on February 5, 2025, between
9:00 a.m. and 11:30 a.m. with licensed assisted
living director (LALD)-A, the following conditions
were observed:

SMOKE ALARMS:
During the tour it was observed that smoke
alarms inside resident rooms 2 and 3were
missing as well as the smoke alarm in the dining
room area.

Smoke alarms of the same type shall be replaced
where the alarms are missing and they must be
interconnected with all smoke alarms in the
facility.

Also, the smoke alarms in the facility were over
10 years old from date of manufacture.

All smoke alarms over 10 years old from date of
manufacture shall be replaced with like type
alarms, 120 volt with battery backup.

These deficient conditions were visually verified
by the LALD-A on the tour.

TIME PERIOD FOR CORRECTION: Two (2)
days.

0 790 144G.45 Subd. 2 (a) (2-3) Fire protection and
SS=F physical environment

0 790

(2) install and maintain portable fire extinguishers
in accordance with the State Fire Code;
(3) install portable fire extinguishers having a
minimum 2-A:10-B:C rating within Group R-3
occupancies, as defined by the State Fire Code,

Minnesota Department of Health
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located so that the travel distance to the nearest
fire extinguisher does not exceed 75 feet, and
maintained in accordance with the State Fire
Code; and

0 790

This MN Requirement is not met as evidenced
by:
Based on observation and interview, the licensee
failed to maintain fire extinguishers as required
throughout the facility. This deficient condition
had the ability to affect all staff, visitors, and
residents.

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 potential to affect a large portion or all of
the residents).
The findings include:

On a facility tour on February 5, 2025, between
9:00 a.m. and 11:30 a.m. with licensed assisted
living director (LALD)-A, the following condition
was observed:

The surveyor observed the fire extinguishers in
the facility last had the required annual inspection
completed in October 2022.

Fire extinguishers shall be serviced annually by a
competent person.

The deficient condition was visually verified by the
LALD-A on the tour.
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TIME PERIOD FOR CORRECTION: Seven (7)
days.

0 790

0 810 144G.45 Subd. 2 (b-f) Fire protection and
SS=F 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
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.
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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, the licensee failed to document required
fire safety evacuation training for employees and
residents and complete the required annual fire
drills. This had the potential to directly affect all
residents, staff, and visitors.

0 810

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 potential to affect a large portion or all of
the residents).

The findings include:

A record review and interview were conducted on
February 5, 2025, at approximately 11:00 a.m.
with the licensed assisted living director (LALD)-A
on the fire safety and evacuation plan for the
facility, training records for the employees and
residents and fire drills.

FIRE/EVACUATION PLAN:

Record review indicated the fire safety and
evacuation plan shall be updated. The building
plan was not included in the plan, it did not
indicate where they would move the residents to
in case of an evacuation and how they would get
them to the location. The plan was generic.

TRAINING:
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Record review indicated the licensee failed to
complete and document fire safety and
evacuation training for the employees at new hire
and at least twice a year thereafter and offer the
residents the training at least once a year.

0 810

FIRE DRILLS:

Record review indicated the licensee failed to
complete and document the required fire drills.
The fire drills shall be completed twice a year on
each shift and documented.

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

0 920 144G.50 Subd. 2 (c) Contract information
SS=C

(c) The contract must include:
(1) a disclosure of the category of assisted living
facility license held by the facility and, if the facility
is not an assisted living facility with dementia
care, a disclosure that it does not hold an
assisted living facility with dementia care license;
(2) a description of all the terms and conditions of
the contract, including a description of and any
limitations to the housing or assisted living
services to be provided for the contracted
amount;
(3) a delineation of the cost and nature of any
other services to be provided for an additional
fee;
(4) a delineation and description of any additional
fees the resident may be required to pay if the
resident's condition changes during the term of
the contract;
(5) a delineation of the grounds under which the
resident may be transferred or have housing or
services terminated or be subject to an

0 920
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emergency relocation;
(6) billing and payment procedures and
requirements; and
(7) disclosure of the facility's ability to provide
specialized diets.

0 920

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to execute a written assisted living
contract with the required content for one resident
( R2).

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

The findings include:

R2's assisted living contract was signed on
October 3, 2024.

R2's assisting living contract lacked the following:
- disclosure of the category of assisted living
facility license held by the facility and, if the facility
is not an assisted living facility with dementia
care, a disclosure that it does not hold an
assisted living facility with dementia care license
- a delineation of the cost and nature of any other
services to be provided for an additional fee
- a delineation and description of any additional
fees the resident may be required to pay if the
resident's condition changes during the term of
the contract
- disclosure of the facility's ability to provide
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specialized diets.

0 920

On February 5, 2024 at 1:40 p.m., clinical nurse
supervisor (CNS)-B stated they were working on
the contract to include a summary of additional
service fees and all residents signed the same
contract. CNS-B stated they were not aware of
all contract requirements.

No further information was provided.

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

0 940 144G.50 Subd. 2 (e; 5-7) Contract information
SS=C

(5) a description of the facility's policies related to
medical assistance waivers under chapter 256S
and section 256B.49 and the housing support
program under chapter 256I, including:
(i) whether the facility is enrolled with the
commissioner of human services to provide
customized living services under medical
assistance waivers;
(ii) whether the facility has an agreement to
provide housing support under section 256I.04,
subdivision 2, paragraph (b);
(iii) whether there is a limit on the number of
people residing at the facility who can receive
customized living services or participate in the
housing support program at any point in time. If
so, the limit must be provided;
(iv) whether the facility requires a resident to pay
privately for a period of time prior to accepting
payment under medical assistance waivers or the
housing support program, and if so, the length of
time that private payment is required;
(v) a statement that medical assistance waivers
provide payment for services, but do not cover

0 940
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the cost of rent;
(vi) a statement that residents may be eligible for
assistance with rent through the housing support
program; and
(vii) a description of the rent requirements for
people who are eligible for medical assistance
waivers but who are not eligible for assistance
through the housing support program;
(6) the contact information to obtain long-term
care consulting services under section
256B.0911; and
(7) the toll-free phone number for the Minnesota
Adult Abuse Reporting Center.

0 940

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to execute a written contract with
the required content for one of one resident (R2).

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

The findings include:

R2's assisted living contract was signed on
October 3, 2024.

R2's Service Plan Assisted Living Contract lacked
the following content:
- a description of the facility's policies related to
medical assistance waivers under chapter 256S
and section 256B.49 and the housing support
program under chapter 256I, including:
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(ii) whether the facility has an agreement to
provide housing support under section 256I.04,
subdivision 2, paragraph (b)
(iii) whether there is a limit on the number of
people residing at the facility who can receive
customized living services or participate in the
housing support program at any point in time. If
so, the limit must be provided
(v) a statement that medical assistance waivers
provide payment for services, but do not cover
the cost of rent
(vi) a statement that residents may be eligible for
assistance with rent through the housing support
program
(vii) a description of the rent requirements for
people who are eligible for medical assistance
waivers but who are not eligible for assistance
through the housing support program.

0 940

On February 5, 2024 at 1:40 p.m., clinical nurse
supervisor (CNS)-B stated they are working on
the contract to include a summary of additional
service fees and all residents signed the same
contract. CNS-B stated they were not aware of
all contract requirements.

No further information was provided.

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

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

01290

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

01290

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to ensure a background study was
affiliated to the current health facility identification
(HFID) number for two of two employees
(unlicensed personnel (ULP)-D and clincal nurse
supervisor(CNS)-B, on the facility provided
employee roster.

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

The findings include:

On February 5, 2025, at 10:25 a.m., the surveyor
reviewed the facility's NETStudy 2.0 roster and
compared it to the facility's staff roster and
discovered two employees were not affiliated with
the licensee's HFID 36440.

Minnesota Department of Health
STATE FORM 6899 55YM11 If continuation sheet 21 of 39



Minnesota Department of Health
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION
A. BUILDING: ______________________

PRINTED: 04/08/2025
FORM APPROVED

(X3) DATE SURVEY
COMPLETED

36440 B. WING _____________________________ 02/07/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

S&O'S ASSISTED LIVING LLC 14856 EDGEWATER ROAD NE
PINE CITY, MN 55063

(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

01290 Continued From page 21

ULP-D was hired on January 24, 2024, to provide
direct care and services to the licensee's
residents. A background study was submitted on
February 5, 2025, and was in process for HFID
36440.

01290

CNS-B was hired on July 20, 2024, to provide
direct care and services to the licensee's
residents and supervision of staff. A background
study was submitted on February 5, 2025, and
was in process for HFID 36440.

On February 5, 2025, at 10:42 a.m. LALD-A
stated it was LALD-A's oversight for not
completing the background studies as required
and she was aware of the requirements. LALD-A
stated "I knew this might be an issue today, It's
on me."

No further information was provided.

TIME PERIOD FOR CORRECTION: 2 days

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

01440

(a) Staff who perform delegated nursing or
therapy tasks must be supervised by an
appropriate licensed health professional or a
registered nurse according to the assisted living
facility's policy where the services are being
provided to verify that the work is being
performed competently and to identify problems
and solutions related to the staff person's ability
to perform the tasks. Supervision of staff
performing medication or treatment
administration shall be provided by a registered
nurse or appropriate licensed health professional
and must include observation of the staff
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administering the medication or treatment and the
interaction with the resident.
(b) The direct supervision of staff performing
delegated tasks must be provided within 30
calendar days after the date on which the
individual begins working for the facility and first
performs the delegated tasks for residents and
thereafter as needed based on performance. This
requirement also applies to staff who have not
performed delegated tasks for one year or longer.

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to ensure a registered
nurse (RN) conducted direct supervision of staff
performing a delegated task within 30 days of
providing services for one of one employee
(unlicensed personnel (ULP)-D).

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

The findings include:

ULP-D began employment on January 24, 2024,
to provide direct care services.

On February 5, 2025, at 1:30 p.m., the surveyor
observed ULP-D provide medication
administration to R2.

ULP-D's employee record lacked documentation
Minnesota Department of Health
STATE FORM 6899 55YM11 If continuation sheet 23 of 39



Minnesota Department of Health
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION
A. BUILDING: ______________________

PRINTED: 04/08/2025
FORM APPROVED

(X3) DATE SURVEY
COMPLETED

36440 B. WING _____________________________ 02/07/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

S&O'S ASSISTED LIVING LLC 14856 EDGEWATER ROAD NE
PINE CITY, MN 55063

(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

01440 Continued From page 23

of direct supervision of performing a delegated
task within 30 days of providing services to verify
the work was performed competently and to
identify problems and solutions to address issues
relating to the staff's ability to provide the
services.

01440

On February 4, 2025, at 12:56 p.m., clinical nurse
supervisor (CNS)-B stated the previous
registered nurse did not have all the required
documents in the employee files for staff
supervision and competencies training. CNS-B
stated she was aware of the supervision
requirements.

The licensee's Service Plan indicated:
Staff Supervision: staff will be monitored by the
registered nurse (RN) within the first 30 days of
hire and as needed thereafter.

No further information was provided.

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

01540 144G.64 (a) TRAINING IN DEMENTIA CARE
SS=D REQUIRED

01540

(3) for assisted living facilities with dementia care,
direct-care employees must have completed at
least eight hours of initial training on topics
specified under paragraph (b) within 80 working
hours of the employment start date. Until this
initial training is complete, an employee must not
provide direct care unless there is another
employee on site who has completed the initial
eight hours of training on topics related to
dementia care and who can act as a resource
and assist if issues arise. A trainer of the
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requirements under paragraph (b) or a supervisor
meeting the requirements in clause (1) must be
available for consultation with the new employee
until the training requirement is complete.
Direct-care employees must have at least two
hours of training on topics related to dementia for
each 12 months of employment thereafter;

01540

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)-D received the
required eight hours of dementia care training in
the required time frame.

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

The findings include:

ULP-D began employment on January 24, 2024,
to provide direct care for the licensee's residents.

On February 5, 2025, at 1:30 p.m., the surveyor
observed ULP-D provide medication
administration to R2.

ULP-D's employee records did not indicate a total
of eight hours of the required dementia training
was completed within 80 hours of the employee's
start date.
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On February 4, 2025, at 1:15 p.m., clinical nurse
supervisor (CNS)-B verified the dementia training
records were not included in ULP- D's employee
file. She provided a dementia training binder and
stated the staff are educated on it's content at
time of hire. CNS-B stated she was unsure why
the previous Registered Nurse did not place a
training document in the employee file.

01540

The licensee's Dementia Training Plan policy
dated January 2020, indicated [the facility]
provides required dementia training to all direct
care staff and their supervisors.

No further information was provided.

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

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

01620

(c) Resident reassessment and monitoring must
be conducted no more than 14 calendar days
after initiation of services. Ongoing resident
reassessment and monitoring must be conducted
as needed based on changes in the needs of the
resident and cannot exceed 90 calendar days
from the last date of the assessment.
(d) For residents only receiving assisted living
services specified in section 144G.08, subdivision
9, clauses (1) to (5), the facility shall complete an
individualized initial review of the resident's needs
and preferences. The initial review must be
completed within 30 calendar days of the start of
services. Resident monitoring and review must
be conducted as needed based on changes in
the needs of the resident and cannot exceed 90
calendar days from the date of the last review.
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(e) A facility must inform the prospective resident
of the availability of and contact information for
long-term care consultation services under
section 256B.0911, prior to the date on which a
prospective resident executes a contract with a
facility or the date on which a prospective
resident moves in, whichever is earlier.

01620

This MN Requirement is not met as evidenced
by:
Based on interview and record review the
licensee failed to ensure the registered nurse
used the uniform assessment tool for ongoing
assessments and monitoring for one of one
resident (R2).

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

During the entrance conference on February 4,
2025, at 10:45 a.m., CNS-B stated the licensee
completed initial, 14-day, 90-day, and change in
condition assessments.

R2 was admitted and began receiving services on
October 3 2024.

R2's record included initial, 14-day, and 90-day
assessments dated October 3, 2024, October 16,
2024 and January 8, 2025.

R2's 14-day and 90-day assessments did not
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01620 Continued From page 27 01620

include the following required elements on the
uniform assessment tool:
-the resident's personal lifestyle preferences,
including sleep schedule and social needs,
leisure activities, and any other customary routine
that is important to the resident's quality of life,
spiritual and cultural preferences and advance
health care directives and end-of-life preferences
- activities of daily living, including grooming,
dental status, oral care, and dentures
- physical health status, including a review of
relevant health history and current health
conditions including medical and nursing
diagnoses, allergies and sensitivities related to
medication, seasonality, environment, and food
and if any of the allergies or sensitivities and life
threatening, infectious conditions, a review of
medical, dental, and emergency room visits in the
past 12 months, including visits to a primary
health care provider, hospitalizations, surgeries,
and care from a post-acute care facility, a review
of any reports from a physical therapist,
occupational therapist, speech therapist, or
cognitive evaluations within the last 12 months
- emotional and mental health conditions,
including review of history of and any diagnoses
of mood disorders, including depression, anxiety,
bipolar disorder, and thought or behavioral
disorders, effective medication treatment and non
medication interventions
- cognition, including a review of any
neurocognitive evaluations and diagnoses
- communication and sensory capabilities,
including speech, assistive communication and
sensory devices including hearing aids, and the
ability to understand and be understood
-nutritional and hydration status and preferences
- list of treatments, including type, frequency, and
level of assistance needed
- risk indicators including risk for falls including
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01620 Continued From page 28

history of falls, emergency evaluation ability, risk
for dehydration, including history of urinary tract
infections and current fluid intake pattern, risk for
emotional or psychological distress due to
personal losses, unsuccessful prior placements,
elopement risk including history or previous
elopements, smoking, including the ability to
smoke without causing burns or injury to the
resident or others or damage property and
alcohol and drug use, including the resident's
alcohol use or drug use not prescribed by a
physician
- who has decision making authority for the
resident including the presence of any advance
health care directive or other legal document that
establishes a substitute decision maker and the
scope of decision-making authority of a
substitute decision maker under subitem (1)
- the need for follow-up referrals for additional
medical or cognitive care by health professionals

01620

On February 5, 2025, at 12:50 p.m., CNS-B
stated she was not aware that the current
assessment tool did not meet the requirements.

The Minnesota Administrative Rule 4659.0150
dated August 11, 2021, indicated each facility
must develop a uniform assessment tool to
include all the required elements.

The licensee's Comprehensive Nursing
Assessment policy dated January 2020, indicated
the registered nurse (RN) will conduct a nursing
assessment of the physical and cognitive needs
of the resident.

No further information was provided.

TIME PERIOD FOR CORRECTION: Twenty-One
(21) days
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01730 144G.71 Subd. 5 Individualized medication
SS=F management plan

01730

(a) For each resident receiving medication
management services, the assisted living facility
must prepare and include in the service plan a
written statement of the medication management
services that will be provided to the resident. The
facility must develop and maintain a current
individualized medication management record for
each resident based on the resident's
assessment that must contain the following:
(1) a statement describing the medication
management services that will be provided;
(2) a description of storage of medications based
on the resident's needs and preferences, risk of
diversion, and consistent with the manufacturer's
directions;
(3) documentation of specific resident instructions
relating to the administration of medications;
(4) identification of persons responsible for
monitoring medication supplies and ensuring that
medication refills are ordered on a timely basis;
(5) identification of medication management
tasks that may be delegated to unlicensed
personnel;
(6) procedures for staff notifying a registered
nurse or appropriate licensed health professional
when a problem arises with medication
management services; and
(7) any resident-specific requirements relating to
documenting medication administration,
verifications that all medications are administered
as prescribed, and monitoring of medication use
to prevent possible complications or adverse
reactions.
(b) The medication management record must be
current and updated when there are any
changes.
(c) Medication reconciliation must be completed
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01730 Continued From page 30

when a licensed nurse, licensed health
professional, or authorized prescriber is providing
medication management.

01730

This MN Requirement is not met as evidenced
by:
Based on observation, interview and record
review, the licensee failed to develop and
maintain a current individualized medication
management record for each resident to include
all required content for one of one resident (R2).

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

During the entrance conference on February 4,
2025, at 10:50 a.m., clinical nurse supervisor
(CNS)-B stated the licensee provided medication
management services to residents at the facility.

R2's diagnoses included hypertension (HTN),
congestive heart failure (CHF), chronic
obstructive pulmonary disease (COPD), major
depressive disorder (MDD) and cardiomyopathy.

R2's Service Plan dated October 3, 2024,
indicated R2 received services for medication
management, bathing set-up, daily weights, meal
assist, housekeeping and laundry.

On February 5, 2025, at 1:30 p.m., the surveyor
observed unlicensed personnel (ULP)-D provide
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01730 Continued From page 31

medication administration to R2.

01730

R2's medication management record did not
include the following:
- identification of persons responsible for
monitoring medication supplies and ensuring that
medication refills are ordered on a timely basis
- procedures for staff notifying a registered nurse
or appropriate licensed health professional when
a problem arises with medication management
services

On February 5, 2025, at 12:50 p.m., CNS-B
stated the resident's service plan and nursing
assessment are part of the medication
management record. CNS-B stated she was
aware that some of the requirements were not
addressed on either form.

The licensee's policy Development of the
Individualized Medication Management Plan
(IMMP) and Individualized Medication
Administration Record (MAR) dated January
2020 indicated an individualized medication
management plan would be developed for each
resident and would be a part of the service plan.
Additionally, the policy indicated after the
registered nurse (RN) has developed the
individual medication management plan, the RN
would develop a medication administration record
with detailed information about the medications
staff would be managing.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days
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01910 Continued From page 32
01910 144G.71 Subd. 22 Disposition of medications
SS=F

(a) Any current medications being managed by
the assisted living facility must be provided to the
resident when the resident's service plan ends or
medication management services are no longer
part of the service plan. Medications for a
resident who is deceased or that have been
discontinued or have expired may be provided for
disposal.
(b) The facility shall dispose of any medications
remaining with the facility that are discontinued or
expired or upon the termination of the service
contract or the resident's death according to state
and federal regulations for disposition of
medications and controlled substances.
(c) Upon disposition, the facility must document in
the resident's record the disposition of the
medication including the medication's name,
strength, prescription number as applicable,
quantity, to whom the medications were given,
date of disposition, and names of staff and other
individuals involved in the disposition.

01910

01910

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to document in the resident's
record all required content for disposition of
medications for one of one resident (R1) upon
discharge.

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).
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01910 Continued From page 33 01910

The findings include:

During the entrance conference on February 4,
2025, at 10:50 a.m., clinical nurse supervisor
(CNS)-B stated the licensee provided medication
management services to residents at the facility.

The licensee's Discharged or Deceased Resident
Roster indicated R1 was admitted to the facility
on February 23, 2024, and discharged on
October 16, 2024.

R1' s diagnoses included diabetes, congestive
heart failure (CHF), and hypertension (HTN-high
blood pressure).

R1's service plan dated February 23, 2024,
indicated R1 received medication assistance.

R1's Medication Record dated October 2024,
indicated R1 received the following medications:
-levothyroxine sodium (for thyroid hormone
replacement) 125 micrograms (mcg) daily
-aspirin (for heart health maintenance)
81milligrams (mg) daily
-vitamin B-12 (supplement) 500 mcg daily
-irbesartan (for high blood pressure) 150 mg daily
-allopurinol (for gout) 300 mg daily
- MiraLAX (for constipation) 17 grams (g) daily
-acetaminophen (for pain) 1000 mg twice daily
-tamsulosin (for benign prostatic hyperplasia) 0.8
mg daily
-melatonin (for insomnia) 5 mg daily
-Voltaren Gel (for pain) 1% apply to affected
areas four times daily as needed
-artificial tears (for dry or irritated eyes) two drops
into both eyes four times daily as needed
-Tylenol (for pain) 650 mg once daily as needed
-lorazepam (for anxiety) 1 mg every two hours as
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needed
-acetaminophen suppository (for pain) 650 mg
every 6 hours as needed
-bisacodyl suppository (for constipation) 10 mg
daily as needed
-hyoscyamine (for secretions) 0.125 mg every
four hours as needed
-morphine Solu tab (pain or dyspnea) 5mg every
hour as needed
-senna docusate (for constipation) 8.6-50 mg
twice daily as needed

01910

R1's discharged medications form indicated R1's
medications were released to R1's power of
attorney on October 16, 2024.

R1's record lacked documentation of the
prescription number for each medication.

On February 4, 2025, at 12:53 p.m., CNS-B
stated they document the prescription number
when medications are destroyed but not when
they are given to the resident at time of
discharge.

The licensee's Disposition or Disposal of
Medications policy dated January 2020, indicated
a client's current medications that are secured or
stored by our agency will be given to the client or
the client's representative when the client's
medication management services are terminated.
Staff will document in the client's record the name
of the person to whom the medications were
given, the time and date, the name of each
medication and the amount of medication
remaining.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
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STATE FORM 6899 55YM11 If continuation sheet 35 of 39



Minnesota Department of Health
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION
A. BUILDING: ______________________

PRINTED: 04/08/2025
FORM APPROVED

(X3) DATE SURVEY
COMPLETED

36440 B. WING _____________________________ 02/07/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

S&O'S ASSISTED LIVING LLC 14856 EDGEWATER ROAD NE
PINE CITY, MN 55063

(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

01910 Continued From page 35

days

01910

02100 144G.82 Subd. 2 Additional requirements
SS=F

(a) The licensee must follow the assisted living
license requirements and the criteria in this
section.
(b) The assisted living director of an assisted
living facility with dementia care must complete
and document that at least ten hours of the
required annual continuing educational
requirements relate to the care of individuals with
dementia. The training must include medical
management of dementia, creating and
maintaining supportive and therapeutic
environments for residents with dementia, and
transitioning and coordinating services for
residents with dementia. Continuing education
credits may include college courses, preceptor
credits, self-directed activities, course instructor
credits, corporate training, in-service training,
professional association training, web-based
training, correspondence courses, telecourses,
seminars, and workshops.

02100

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to ensure the licensed assisted
living director (LALD)-A completed and
documented 10 hours of continuing education
related to the care of individuals with dementia.

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
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or has the potential to affect a large portion or all
of the residents).

02100

The findings include:

During the entrance conference on February 4,
2025, at 10:35 a.m., LALD-A stated she had
completed continuing education as required.

LALD-A's employee record lacked the ten hours
of continuing dementia education.

On February 6, 2025, at 10:32 a.m., LALD-A
stated she completed her training through
Educare (training program) but she did not print
the completion certificate. LALD-A stated Educare
did not have the training records on file.

No further information was provided.

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

02110 144G.82 Subd. 3 Policies
SS=F

(a) In addition to the policies and procedures
required in the licensing of all facilities, the
assisted living facility with dementia care licensee
must develop and implement policies and
procedures that address the:
(1) philosophy of how services are provided
based upon the assisted living facility licensee's
values, mission, and promotion of
person-centered care and how the philosophy
shall be implemented;
(2) evaluation of behavioral symptoms and
design of supports for intervention plans,
including nonpharmacological practices that are
person-centered and evidence-informed;

02110
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02110 Continued From page 37

(3) wandering and egress prevention that
provides detailed instructions to staff in the event
a resident elopes;
(4) medication management, including an
assessment of residents for the use and effects
of medications, including psychotropic
medications;
(5) staff training specific to dementia care;
(6) description of life enrichment programs and
how activities are implemented;
(7) description of family support programs and
efforts to keep the family engaged;
(8) limiting the use of public address and
intercom systems for emergencies and
evacuation drills only;
(9) transportation coordination and assistance to
and from outside medical appointments; and
(10) safekeeping of residents' possessions.
(b) The policies and procedures must be provided
to residents and the residents' legal and
designated representatives at the time of
move-in.

02110

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to ensure policies and procedures
required in the licensing of assisted living facilities
with dementia care were developed or
implemented, and provided to each resident
and/or the resident's legal and designated
representative at the time of move-in. This had
the potential to affect all dementia care residents,
staff and visitors.

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious injury, impairment, or death), and
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02110 Continued From page 38

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

02110

The findings include:

The licensee held an Assisted Living with
Dementia Care license issued October 1, 2024.

The licensee lacked evidence the following
required policies and procedures related to
dementia care had been developed or provided to
residents, their legal representatives and
designated representatives at time of move in:
-wandering and egress prevention that provides
detailed instructions to staff in the event a
resident elopes
-medication management, including an
assessment of residents for the use and effects
of medications, including psychotropic
medications

On February 5, 2025, at 2:20 p.m., clinical nurse
supervisor (CNS)-B stated she was aware of the
required dementia policies. CNS-B stated they
were using a form from Volunteers of America,
she was not aware the form lacked two of the
required policies.

No further information was provided.

TIME PERIOD FOR CORRECTION: Twenty-one
(21) days
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11 East Superior St.
Duluth

Type:
Date:
Time:
Report:

Full
02/04/25
11:00:00
1016251018

Food  and Beverage  Establishment
Inspection  Report

Location:
S&O'S Assisted Living Llc
14856 Edgewater Road Ne
Pine City, MN55063
Pine County, 58

Establishment  Info:
ID #: 0037990
Risk:
Announced Inspection: Yes

License  Categories: Operator:

Page 1

Expires on: / /
Phone #: 3206291447
ID #:

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

The following orders were issued during this inspection.

4-300 Equipment  Numbers  and  Capacities
4-302.13A ** Priority  2 **

MN Rule 4626.0710A Provide a readily accessible temperature measuring device for measuring the washing
and sanitizing temperatures in manual warewashing operations.
OBTAIN A WATER PROOF THERMOMETER OR THERMO LABELS TO MONITOR DISH WASHER
TEMPS.
Comply By: 02/07/25

2-100 Supervision
2-102.12AMN

MN Rule 4626.0033A Employ a certified food protection manager (CFPM) for the establishment.
PIC RANDI HAS AN EXPIRED SERVSAFE CERTIFICATE. RENEW SERVSAFE AND OBTAIN AND
POST CFPM CERTIFICATE.
Comply By: 02/28/25

Surface  and  Equipment  Sanitizers
Chlorine: = 100 PPM at Degrees Fahrenheit
Location: WIPING CLOTH BUCKET
Violation Issued: No

Food  and  Equipment  Temperatures

Process/Item: Upright Freezer
Temperature: Degrees Fahrenheit - Location: ALL FOOD FROZEN
Violation Issued: No
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Process/Item: Upright Freezer
Temperature: Degrees Fahrenheit - Location: ALL FOOD FROZEN
Violation Issued: No
Process/Item: Upright Cooler
Temperature: 37 Degrees Fahrenheit - Location: ONIONS
Violation Issued: No
Process/Item: Upright Cooler
Temperature: 38 Degrees Fahrenheit - Location: PICKLES
Violation Issued: No

Total Orders In This Report Priority 1
0

COMMENTS:

Priority 2
1

Priority 3
1

DOMESTIC KITCHEN. SAME DAY FOOD SERVICE.

DISCUSSED THE IMPORTANCE OF FREQUENT HAND WASHING BY ALL STAFF, AS WELL AS
LIMITING BARE HAND CONTACT WITH ALL READY TO EAT FOODS. STAFF HAVE GLOVES
AVAILABLE. USE GLOVES WITH ALL READY TO EAT FOODS AND CHANGE GLOVES
FREQUENTLY AND ANY TIME TASKS ARE CHANGED.

DISCUSSED THE EMPLOYEE ILLNESS POLICY AND THE EXCLUSION OF EMPLOYEES SICK WITH
SYMPTOMS OF VOMITING AND/OR DIARRHEA UNTIL 24 HOURS AFTER THEIR LAST SYMPTOM.

CONTACT THE DEPARTMENT OF HEALTH IF ANY EMPLOYEES ARE DIAGNOSED WITH
SALMONELLA, SHIGELLA, SHIGA TOXIN-PRODUCING E. COLI, HEPATITIS A. VIRUS,
NOROVIRUS, OR ANOTHER BACTERIAL, VIRAL OR PARASITIC PATHOGEN OR IF THERE ARE
ANY CUSTOMER ILLNESS COMPLAINTS.

NOTE:  Plans  and  specifications  must  be submitted  for  review and  approval  prior  to new construction,  remodeling  or
alterations.

I acknowledge receipt of the Minnesota Department of Health inspection report
number 1016251018 of 02/04/25.

Certified Food Protection Manager:

Certification Number: Expires: / /

Signed:
Randi
Manager

Signed:
Cliff LaVigne
Sanitarian
Duluth
2183026181
clifford.lavigne@state.mn.us


