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September  28, 2026

Licensee
Assurant Care Homes
11337 Crooked Lake Boulevard Northwest
Coon Rapids, MN 55433

RE: Project Number(s) SL42070001

Dear Licensee:

Thi s is your off icia l notic e th at  you have been  gra nt  ed your  assiste  d livin g faci lity li cense.  You r
license effective and expiration dates  remain  the  same  as on your provisional license. Your updated
stat  us wil l be listed on the  licens e cert  ificate at  rene  wal and thi s le tte  r se rves as proof in the
meantime.  If you have not  received a letter  from us with information  regarding renewing your license
within 60 days prior to  your expiration  date,  please  contact  us at  (651) 201-5273 or by email at
Health.assistedliving@state. mn.us.

The Minnesota  Department  of Health completed  an initial survey on August 18, 2026, for the
purpose  assessing compliance with state  licensing statutes.  At the  time of the  survey, the  Minnesota
Department  of Health noted  violations of the  laws pursuant  to  Minnesota  Statute,  Chapter  144G.

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

STATE CORRECTION ORDERS
The enclosed  State  Form documents  the  state  correction  orders.  The Department  of Health
documents  state  correction  orders  using federal  software.  Tag numbers  are  assigned to  Minnesota
state  statutes  for Home Care Providers. 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:
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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.

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

0810 - 144g.45 Subd. 2 (b-F) - Fire Protection  And Physical Environment  - $500.00

The total  amount  you are  assessed  is $500.00. You will be invoiced approximately  30 days after
receipt  of this notice,  subject  to  appeal.

DOCUMENTATION OF ACTION TO COMPLY
Per Minn . Sta t. § 144G.30, Sub d. 5(c), th e licens ee  must  doc umen  t ac tion s taken to comply with th e
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 residents/ 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  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 the  Department  of
Health 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
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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 MDH 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 request  a reconsideration  or a hearing,  but  not  both.  If you wish to  contest  tags without  fines in
a reconsideration  and tags with the  fines at  a hearing,  please  submit  two separate  appeals  forms at
the  website  listed above.

The MDH Health Regulation Division (HRD) values your feedback  about  your experience  during the
survey and/ or investigation  process.  Please fill out  this anonymous  provider  feedback  questionnaire
at  your conv enien  ce at  thi s link: https: / / forms.office.com/ g/Bm5uQEpHVa. Your inpu t is import  ant
to  us and will enable  MDH to  improve its processes  and communication  with providers.

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

JMD
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*****ATTENTION*****

ASSISTED  LIVING PROVIDER  LICENSING
CORRECTION  ORDER( S)

In accordance  with Minnesota  Statutes,  section
144G. 08  to 144G. 95,  these  correction  orders  are
issued  pursuant  to a  survey.

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

INITIAL COMMENTS:

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

SL42070001- 0

On  August  17,  2026  through  August  18,  2026,  the
Minnesota  Department  of Health  conducted  a  full
survey  at  the  above  provider  and  the  following
correction  orders  are  issued.  At the  time  of the
survey,  there  was  one  (1) resident;  one  (1)
receiving  services  under  the  Assisted  Living
Facility 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.

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
SS= F requirements;  required  food  services

0 480
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(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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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  August  17,  2026,  for the  specific
Minnesota  Food  Code  violations.  The  Inspection
Report  was  provided  to the  licensee  within 24
hours  of the  inspection.

Minnesota  Department  of Health
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TIME PERIOD  FOR  CORRECTION:  Please  refer
to the  FBEIR for any  compliance  dates.

0 480

0 660  144G. 42  Subd.  9 Tuberculosis  prevention  and
SS= D control

0 660

(a)  The  facility must  establish  and  maintain  a
comprehensive  tuberculosis  infection  control
program  according  to the  most  current
tuberculosis  infection  control  guidelines  issued  by
the  United  States  Centers  for Disease  Control
and  Prevention  (CDC) , Division of Tuberculosis
Elimination,  as  published  in the  CDC' s  Morbidity
and  Mortality Weekly  Report.  The  program  must
include  a  tuberculosis  infection  control  plan  that
covers  all paid  and  unpaid  employees,
contractors,  students,  and  regularly  scheduled
volunteers.  The  commissioner  shall  provide
technical  assistance  regarding  implementation  of
the  guidelines.
(b) The  facility must  maintain  written  evidence  of
compliance  with this  subdivision.

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview  and  record
review,  the  licensee  failed  to establish  and
maintain  a  tuberculosis  (TB) prevention  program
based  on  the  most  current  guidelines  issued  by
the  Centers  for Disease  Control  and  Prevention
(CDC) , which  included  a  two-step  tuberculin  skin
test  (TST)  or other  evidence  of TB screening
such  as  a  blood  test,  for one  of two employees
(unlicensed  personnel  (ULP)-C).

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

Minnesota  Department  of Health
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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) .

0 660

The  findings  include:

The  licensee' s  Facility Tuberculosis  (TB) Risk
Assessment  dated  May 8,  2026,  indicated
licensee  was  low risk level.

ULP-C
On  August  17,  2026,  at  11:50  a. m. , the  surveyor
observed  ULP-C completing  an  activity with R1.

ULP-C was  hired  by the  licensee  on  December
15,  2025,  to provide  direct  care  services  to
residents.

ULP-C's  employee  record  contained  a  negative
TB chest  x-ray  dated  August  22,  2025,  greater
than  90  days  prior to December  15,  2025,  hire
date.

ULP-C's  employee  record  lacked  evidence  of a
two-step  tuberculin  skin  test  (TST)  or other  blood
test  with a  positive  result,  to indicate  the  need  for
the  chest  x-ray.

On  August  18,  2026,  at  11:20  a. m. , clinical nurse
supervisor  (CNS) -F stated  she  was  under  the
impression  that  chest  x-rays  were  good  for five
years  and  did not  realize  the  employees  would
need  a  positive  blood  or skin  test  to indicate  the
need  for the  chest  x-ray,  she  also  did not  realize
the  testing  had  to be  completed  no  more  than  90
days  prior to employment  date  but  would  get  the
proper  testing  completed  for the  employee.

Minnesota  Department  of Health
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The  Minnesota  Department  of Health' s  (MDH)
Assisted  Living Resources  & Frequently- Asked
Questions  (FAQs)  indicated  baseline  TB
screening  is required  at  the  time  of hire  for all
health  care  personnel  in Minnesota.  Baseline
screening  includes:
- assessing  for current  symptoms  of active  TB
disease;
- assessing  TB history;  and
- testing  for the  presence  of Mycobacterium
tuberculosis  by administering  either  a  two-step
tuberculin  skin  test  (TST)  or single  TB blood  test.
It also  indicated  a  chest  x-ray  alone  is not
acceptable  documentation.  You either  need:
- documentation  of a  positive  two-step  Tuberculin
Skin  Test  (TST)  or Interferon- Gamma  Release
Assay  (IGRA) test;  and
- a  chest  x-ray  with provider  evaluation  after  that
date;  or
- documentation  of refusal  of both  the  two-step
TST  and  IGRA; and
- followed  by a  new  chest  x-ray  and  provider
evaluation.  If the  health  care  worker  had  a  prior
positive  TB test  result,  and  they  only have  the
CXR but  no  other  test  documentation,  then  they
need  to take  a  new  TB test.  If the  result  is
positive,  a  new  CXR needs  to be  completed.  The
CXR needs  to be  done  within 90  days  of the
positive  test  date  or dated  any  time  after  the
positive  test  date.

0 660

The  licensee' s  8.16  Tuberculosis  Screening
policy dated  October  25,  2021,  indicated  staff
whose  essential  job functions  require  work within
the  same  air space  of home  care  clients  will be
screened  and  tested  for tuberculosis  prior to the
staff  being  exposed  to clients.  Baseline  (upon
hire)  screening  will be  completed,  but  serial
(annual)  screening  will only be  required  with
increased  occupational  risk or exposure.

Minnesota  Department  of Health
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Screening  will be  conducted  as  follows:
- new  staff  will be  screened  for active  signs  of TB
using  the  Baseline  TB Screening  Tool for HCWs.
- new  staff  will have  an  IGRA blood  test  or a
two-step  Mantoux  conducted  with results
documented  on  the  Baseline  TB Screening  Tool
for HCWs.
- no  staff  will be  permitted  to begin  work where
the  work involves  sharing  the  air space  with
residents  until the  negative  results  of the  first
Mantoux  are  read  and  documented  or a  negative
IGRA blood  test  result  is received  and
documented.
- Staff  TB screening  results  will be  kept  in each
employee  medical  file.
- Staff  should  be  screened  for signs  and
symptoms  on  an  annual  basis.

0 660

No further  information  was  provided.

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

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

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

0 800

This  MN Requirement  is not  met  as  evidenced
by:
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Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to ensure  the  physical
environment  of the  facility was  maintained  in
compliance  with the  requirements  of Minnesota
Statute  144G.

0 800

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

The  findings  include:

Please  refer  to the  document  titled,  Physical
Environment  Inspection  Report  (PEIR)  dated
August  18, . 2026,  for the  specific  violations
related  the  physical  environment  under  Minnesota
Statute  144G.

TIME PERIOD  FOR  CORRECTION:  Twenty  One
(21)  Days

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
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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.

0 810

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to ensure  the  physical
environment  of the  facility was  maintained  in
compliance  with the  requirements  of Minnesota
Statute  144G.

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

Please  refer  to the  document  titled,  Physical
Environment  Inspection  Report  (PEIR)  dated
August  18,  2026,  for the  specific  violations  related
the  physical  environment  under  Minnesota
Statute  144G.

TIME PERIOD  FOR  CORRECTION:  Twenty  One
(21)  Days

0 910  144G. 50  Subd.  2 (a-b) Contract  information
SS= C

(a)  The  contract  must  include  in a  conspicuous
place  and  manner  on  the  contract  the  legal  name
and  the  health  facility identification  of the  facility.
(b) The  contract  must  include  the  name,
telephone  number,  and  physical  mailing  address,
which  may  not  be  a  public  or private  post  office
box,  of:
(1) the  facility and  contracted  service  provider
when  applicable;
(2) the  licensee  of the  facility;
(3) the  managing  agent  of the  facility, if
applicable;  and
(4) the  authorized  agent  for the  facility.

0 910

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  (R1) .

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

0 910

The  findings  include:

R1 was  admitted  to the  licensee  on  November
18,  2025.

R1 Assisted  Living Contract  dated  November  18,
2025,  lacked  inclusion  of the  licensee' s  Health
Facility Identification  (HFID) number.

On  August  18,  2026,  at  11:20  a. m. , licensed
assisted  living director  (LALD)-E stated  they  use
the  same  contract  for all residents,  and  he  must
have  missed  adding  the  HFID onto  the  contract
but  will update  the  contracts  to add  the  HFID.

No further  information  was  provided.

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

01370  144G. 61  Subd.  2 (a)  Training  and  evaluation  of
SS= D unlicensed  personn

01370

(a)  Training  and  competency  evaluations  for all
unlicensed  personnel  must  include  the  following:
(1) documentation  requirements  for all services
provided;
(2) reports  of changes  in the  resident' s  condition
to the  supervisor  designated  by the  facility;
(3) basic  infection  control,  including  blood- borne
pathogens;
(4) maintenance  of a  clean  and  safe
environment;
(5) appropriate  and  safe  techniques  in personal
hygiene  and  grooming,  including:
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(i) hair  care  and  bathing;
(ii) care  of teeth,  gums,  and  oral  prosthetic
devices;
(iii) care  and  use  of hearing  aids;  and
(iv) dressing  and  assisting  with toileting;
(6) training  on  the  prevention  of falls;
(7) standby  assistance  techniques  and  how to
perform  them;
(8) medication,  exercise,  and  treatment
reminders;
(9) basic  nutrition,  meal  preparation,  food  safety,
and  assistance  with eating;
(10)  preparation  of modified  diets  as  ordered  by a
licensed  health  professional;
(11) communication  skills that  include  preserving
the  dignity of the  resident  and  showing  respect  for
the  resident  and  the  resident' s  preferences,
cultural  background,  and  family;
(12)  awareness  of confidentiality  and  privacy;
(13)  understanding  appropriate  boundaries
between  staff  and  residents  and  the  resident' s
family;
(14)  procedures  to use  in handling  various
emergency  situations;  and
(15)  awareness  of commonly  used  health
technology  equipment  and  assistive  devices.

01370

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to ensure  training  was
completed  and  documented  for one  of two
(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
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limited number  of clients  are  affected  or one  or a
limited number  of staff  are  involved  or the
situation  has  occurred  only occasionally) .

01370

The  findings  include:

On  August  18,  2026,  at  8:00  a. m. , the  surveyor
observed  ULP-D administer  medications  to R1.

ULP-D was  hired  on  February  17,  2025,  to
provide  direct  care  services  to the  residents.

ULP-D's  employee  record  lacked  evidence  of
completed  training  for the  following topics:
- appropriate  and  safe  techniques  in personal
hygiene  and  grooming,  including:
- hair  care  and  bathing;
- care  of teeth,  gums,  and  oral  prosthetic  devices;
- care  and  use  of hearing  aids;  and
- dressing  and  assisting  with toileting.

On  August  18,  2026,  at  11:20  a. m. , licensed
assisted  living director  (LALD)-E stated  the
person  who assigned  the  training  classes  must
have  missed  adding  the  cares  class  that  covers
this  topic  and  this  is why the  training  is missing
from ULP-D's  record.

The  licensee' s  5.02  Competency  Training
Evaluations  policy dated  October  25,  2021,
indicated  training  and  competency  evaluations  of
ULPs  will include:
- appropriate  and  safe  techniques  in personal
hygiene  and  grooming,  including:
- hair  care  and  bathing;
- care  of teeth,  gums,  and  oral  prosthetic  devices;
- care  and  use  of hearing  aids;  and
- dressing  and  assisting  with toileting.

No further  information  provided.
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TIME PERIOD  FOR  CORRECTION:  Twenty-one
(21)  days

01760  144G. 71  Subd.  8 Documentation  of
SS= F administration  of medication

01760

Each  medication  administered  by the  assisted
living facility staff  must  be  documented  in the
resident' s  record.  The  documentation  must
include  the  signature  and  title of the  person  who
administered  the  medication.  The  documentation
must  include  the  medication  name,  dosage,  date
and  time  administered,  and  method  and  route  of
administration.  The  staff  must  document  the
reason  why medication  administration  was  not
completed  as  prescribed  and  document  any
follow-up  procedures  that  were  provided  to meet
the  resident' s  needs  when  medication  was  not
administered  as  prescribed  and  in compliance
with the  resident' s  medication  management  plan.

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview  and  record
review,  the  license  failed  to ensure  medication
administration  was  documented  accurately  for
one  of one  resident  (R1)  who had  medication
management  services.

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

On  August  18,  2026,  at  8:00  a. m. , the  surveyor
observed  ULP-D administer  medications  to R1.

R1 was  admitted  on  November  18,  2025,  with
diagnoses  that  included  schizo- affective  disorder,
bipolar  disorder,  antisocial  personality  disorder
and  alcohol  abuse.

R1's  service  plan  signed  December  1,  2025,
indicated  R1  received  services  to include
medication  administration.

R1's  signed  provider  orders  dated  November  18,
2025;  included:
- clozapine  tablet  200  milligram (mg) ; take  400mg
by mouth  daily at  bedtime  for schizoaffective
disorder;
- famotidine  20  mg;  take  one  tablet  by mouth  two
times  daily before  meals  for acid  reflux;
- fluticasone  50  micrograms  (mcg) ; place  two
sprays  into both  nostril  daily for allergies;
- Incruse  Ellipta 62. 5 mg;  Inhale  one  puff by
mouth  daily for chronic  obstructive  lung  disease;
- mybetriq  25  mg;  give  one  tablet  by mouth  once
daily for urinary  incontinence;
- polycarbophil  calcium  625  mg;  take  one  tablet
by mouth  twice  daily for chronic  constipation;
- polyethelene  glycol 17  grams;  mix 17  grams  in
water  and  take  by mouth  daily for constipation;
- senna- tabs  8.6 mg;  take  one  tablet  by mouth
two times  a  day  for constipation;  and
- simvastatin  20  mg;  take  one  tablet  by mouth
daily at  bedtime  for hyperlipidemia  (high
cholesterol) .

R1's  medication  administration  record  (MAR)
dated  July  1,  2026,  to July  31,  2026,  indicated  R1
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was  not  administered  the  following medications
on  July  6,  2026,  contrary  to the  provider  orders
above:
- clozapine  tablet  200  milligram (mg) ; take  400mg
by mouth  daily at  bedtime  for schizoaffective
disorder;
- polycarbophil  calcium  625  mg;  take  one  tablet
by mouth  twice  daily for chronic  constipation;
- senna- tabs  8.6 mg;  take  one  tablet  by mouth
two times  a  day  for constipation;  and
- simvastatin  20  mg;  take  one  tablet  by mouth
daily at  bedtime  for hyperlipidemia.

01760

R1's  MAR dated  August  1,  2026,  to August  17,
2026,  indicated  R1  was  not  administered  the
following medications  on  August  9,  2026,  contrary
to the  provider  orders  above:
- famotidine  20  mg;  take  one  tablet  by mouth  two
times  daily before  meals  for acid  reflux;
- fluticasone  50  micrograms  (mcg) ; place  two
sprays  into both  nostril  daily for allergies;
- Incruse  Ellipta 62. 5 mg;  Inhale  one  puff by
mouth  daily for chronic  obstructive  lung  disease;
- mybetriq  25  mg;  give  one  tablet  by mouth  once
daily for urinary  incontinence;
- polycarbophil  calcium  625  mg;  take  one  tablet
by mouth  twice  daily for chronic  constipation;
- polyethelene  glycol 17  grams;  mix 17  grams  in
water  and  take  by mouth  daily for constipation;
and
- senna- tabs  8.6 mg;  take  one  tablet  by mouth
two times  a  day  for constipation.

On  August  18,  2026,  at  9:35  a. m. , registered
nurse  (RN)-B stated  she  agreed  the  MAR's  were
missing  the  documentation  for July  6,  2026,  and
August  9,  2026.  RN-B started  R1  more  than  likely
refused  the  medication  and  staff  were  advised  to
reapproach  and  try to administer  the  medications
later  and  either  staff  got  locked  out  of the  system
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and  could  not  chart  or they  forgot  to chart  if the
medication  was  refused  or given.

01760

The  licensee' s  7.22  Medication  and  Treatment
Record  - Documentation  and  Refusal  policy dated
October  25,  2021,  indicated  The  following must
be  documented  in the  resident' s  medication
and/ or treatment/ therapy  records  after  providing
medication  assistance  or administration:
- the  date;
- the  time;
- the  quantity  of dosage;
- the  method  of administration  of all prescribed
legend  and  over  the  counter  medications  and  or
treatments/ therapy;  and
- signature  and  title of the  authorized  person  who
provided  the  assistance  and/ or administration  of
medications/ treatment/ therapy.
If medication  and  or treatment/ therapy  assistance
and/ or administration  were  not  completed  as
prescribed,  documentation  must  include  the
reason  why it was  not  completed  and  any  follow
up  procedures  that  were  provided.

No further  information  was  provided.

TIME PERIOD  FOR  CORRECTION:  Seven  (7)
days
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Physical Environment Inspection Report
ASSISTED LIVING | ASSISTED LIVING WITH DEMENTIA CARE

Project No: SL42070001-0 Date: 8/18/2026

Facility Name: ASSURANT CARE HOMES

Facility Address: 11337 Crooked Lake Blvd NW Coon Rapids MN 55433

�  TAG IDENTIFICATION: 0800

SCOPE/ SEVERITY: Level 1; Widespread TIME PERIOD OF CORRECTION: Twenty One (21) days

1. The physical environment, including walls, floors, ceiling, all furnishings, grounds, systems, and equipment
are in a continuous state of good repair and operation with regard to the health, safety, comfort, and well-
being of the residents in accordance with a maintenance and repair program. [Minn. Stat. 144G.45 subd.2]

Comments: Exposed electrical wiring was observed in the kitchen.

The light fixtures in the lower-level hallway were missing the bulb protection.

�  TAG IDENTIFICATION: 0810

SCOPE/ SEVERITY: Level 2; Widespread TIME PERIOD OF CORRECTION: Twenty One (21) days

1. Each assisted living facility should develop and maintain fire safety and evacuation plans (FSEP) that
include employee actions to be taken in the event of a fire or similar emergency. [Minn. Stat. 144G.45
subd.2]

Comments: The FSEP failed to provide specific employee actions to take in the event of a fire or similar
emergency relative to the facility's building layout and environmental risks. The provided FSEP was
designed for a larger facility.

2. Each assisted living facility shall develop and maintain fire safety and evacuation plans (FSEP) that include
fire protection procedures necessary for residents. [Minn. Stat. 144G.45 subd.2]

Project Number: SL42070001-0
Facility Name: ASSURANT CARE HOMES Date:8-18-26
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Comments: The FSEP specific fire protection actions for residents were designed for a larger multi story
facility, and not to the specifics of this facility.

3. Employees of assisted living facilities shall receive training on the fire safety and evacuation plans (FSEP)
upon hiring and at least twice per year thereafter. [Minn. Stat. 144G.45 subd.2]

Comments: The staff training was through a third party and was not specific to the facility.
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