DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of AIl Minnesotans

Electronically Delivered
July 8, 2026

Licensee

Delight Home Healthcare LLC
7005 110th Avenue North
Champlin, MN 55316

RE: Project Number(s) SL36621016
Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on June 10, 2026, 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 assighed 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 $S500 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
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pursuant to this survey:

St - 0-0510 - 144g.41 Subd. 3 - Infection Control Program - $500.00

St - 0- 0775 - 144g.45 Subd. 2. (a) - Fire Protection And Physical Environment - $1,000.00
St - 0-0780 - 144g.45 Subd. 2 (a) (1) - Fire Protection And Physical Environment - $500.00
St - 0- 0810 - 144g.45 Subd. 2 (b-F) - Fire Protection And Physical Environment - $500.00

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, the total amount you are
assessed is $2,500.00. 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:

e I|dentify how the area(s) of noncompliance was corrected related to the
resident(s)/employee(s) identified in the correction order.

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

e |dentify what changes to your systems and practices were made to ensure compliance with
the specific statute(s).

CORRECTION ORDER RECONSIDERATION PROCESS

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

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:
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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.

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.

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,

b | .___—-;'_.-'- Ty, —— e
|"f et :

— _.I‘-
R
ll-....-.-

Jess Schoenecker, Supervisor
State Evaluation Team

Email: Jess.Schoenecker@state.mn.us
Telephone: 651-201-3789 Fax: 1-866-890-9290

HHH
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0 000| Initial Comments 0 000
AT TENTION Minnesota Department of Health is
documenting the State Correction Orders
ASSISTED LIVING PROVIDER LICENSING using federal software. Tag numbers have
CORRECTION ORDER(S) been assigned to Minnesota State
Statutes for Assisted Living Facilities. The
In accordance with Minnesota Statutes, section assigned tag number appears in the
144G .08 to 144G.95, these correction orders are far-left column entitled "ID Prefix Tag.” The
Issued pursuant to a survey. state Statute number and the
corresponding text of the state Statute out
Determination of whether violations are corrected of compliance is listed in the "Summary
requires compliance with all requirements Statement of Deficiencies” column. This
provided at the Statute number indicated below. column also includes the findings which
When Minnesota Statute contains several items, are in violation of the state requirement
fallure to comply with any of the items will be after the statement, "This Minnesota
considered lack of compliance. requirement is not met as evidenced by."
Following the evaluators' findings is the
INITIAL COMMENTS: Time Period for Correction.
SL36621016-0 PLEASE DISREGARD THE HEADING OF
THE FOURTH COLUMN WHICH
On June 8, 2026, through June 10, 2026, the STATES,"PROVIDER'S PLAN OF
Minnesota Department of Health conducted a full CORRECTION." THIS APPLIES TO
survey at the above provider and the following FEDERAL DEFICIENCIES ONLY. THIS
correction orders are issued. At the time of the WILL APPEAR ON EACH PAGE.
survey, there were four resident(s); four receiving
services under the Assisted Living Facility license. 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.
0510 144G.41 Subd. 3 Infection control program 0510
SS=F
(a) All assisted living facilities must establish and

(X6) DATE
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0 510 | Continued From page 1 0510

maintain an infection control program that
complies with accepted health care, medical, and
nursing standards for infection control.

(b) The facility's infection control program must be
consistent with current guidelines from the
national Centers for Disease Control and
Prevention (CDC) for infection prevention and
control in long-term care facilities and, as
applicable, for infection prevention and control in
assisted living facilities.

(c) 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 an infection control program that
complied with accepted health care, medical and
nursing standards for infection control related to
hand hygiene and use of personal protective
equipment (PPE) for one of one unlicensed

personnel ((ULP)-A).

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

The findings Include:

HANDWASHING

On June 9, 2026, at 8:06 a.m., during a
continuous observation, the surveyor observed
ULP-A assist R3 with medication administration,
Minnesota Department of Health
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ULP-A then assisted R4 with medication
administration. ULP-A did not perform hand
hygiene with either soap and water or hand
sanitizer in between R3 and R4's medication
administration.

On June 9, 2026, at 8:30 a.m., during a
continuous observation, the surveyor observed
ULP-A perform a blood pressure check on R2.
ULP-A then went into the licensee's common
Kitchen cupboard, the common medication closet
to retrieve medications, touched the licensee's
computer, and then assisted R2 with medication
administration. ULP-A did not perform hand
hygiene with either soap and water or hand
sanitizer after they had performed the task of
checking R2's blood pressure or after the
administration of R2's medications.

CLEANING OF EQUIPMENT

On June 9, 2026, at 8:30 a.m., the surveyor
observed ULP-A use the licensee's blood
pressure equipment to check R2's blood
pressure. ULP-A placed the licensee's blood
pressure cuff back in the common kitchen
cupboard without cleaning the equipment after
they used the equipment on R2.

On June 9, 2026, at 11:48 a.m., licensed assisted
living director/clinical nurse supervisor
(LALD/CNS)-C confirmed the blood pressure
equipment stored in the common kitchen
cupboard that was observed to be used on R2
was shared medical equipment used for all
residents. LALD/CNS-C stated the blood
pressure equipment should be cleaned after each
resident use. LALD/CNS-C stated all staff were to
perform hand hygiene before and after glove use,
after going into a resident room, and between
resident cares. LALD/CNS-C stated all staff had
Minnesota Department of Health
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been trained and were competent on hand
hygiene. LALD/CNS-C stated they had reminded
ULP-A on June 8, 2026, and again in the morning
of June 9, 2026, to make sure to perform hand
hygiene.

The licensee's Infection Control policy dated
August 1, 2021, indicated the licensee’s infection
control program would be consistent with current
guidelines from CDC for prevention control in
long-term care facilities.

The Centers for Disease Control and Prevention
(CDC) 2007 Guideline for Isolation Precautions:
Preventing Transmission of Infections Agents in
Healthcare Settings updated September 2024, on
page 129, table 4, indicated recommendations for
application of standard precautions for the care of
all patients in all healthcare settings included
hand hygiene recommendations between patient
contacts.

The licensee's Hand Washing policy dated
August 1, 2021, indicated hand washing would be
performed by all employees between tasks and
procedures.

The licensee's Cleaning of Shared Medical
Equipment policy dated August 1, 2021, indicated
reusable shared resident care equipment would
be disinfected before and after use.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

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

Minnesota Department of Health
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(a) The facility must meet the following
requirements:

(1) have a written emergency disaster plan that
contains a plan for evacuation, addresses
elements of sheltering in place, identifies
temporary relocation sites, and detalls staff
assignments in the event of a 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 maintain a written emergency
preparedness plan (EPP) with all the required
content as defined in Appendix Z. This had the
potential to 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, but was not likely to
cause serious Injury, impairment, or death) and
Minnesota Department of Health
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was Issued at a widespread scope (when
problems are pervasive or represent a systemic
fallure that has affected or has the potential to
affect a large portion or all of the residents).

The findings Include:

The licensee's undated EPP lacked evidence of
the following required content:

- develop and maintain the EPP;

- policies and procedures for medical documents;
- hames and contact information:

- primary/alternate means for communication;
and

- methods for sharing information.

On June 8, 2026, at 12:34 p.m., licensed assisted
living director/clinical nurse supervisor
(LALD/CNS)-C stated they thought the licensee's
EPP was sufficient. LALD/CNS-C acknowledged
the facility's risk assessment did not include an
all-hazards approach as the licensee'’s facility risk
assessment did not include risks for unsafe home
situations, external emergencies, infectious
diseases, pandemics, civil unrest, or staffing
shortages.

The licensee’'s Emergency Preparedness policy
dated August 1, 2021, indicated the licensee
would have In place an effective and compliant
EPP with the intent to be aligned with CMS
(Centers for Medicare and Medicaid Services)
Appendix Z.

Minnesota Administrative Rule 4659.0100 dated
August 11, 2021, indicated assisted living facilities
shall comply with the federal emergency
preparedness regulations for long-term care
facilities under Code of Federal Regulations, title
42, section 483.72, or successor requirements.

Minnesota Department of Health
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This part referenced documents, specifications,
methods, and standards in "State Operations
Manual Appendix Z - Emergency Preparedness
for All Provider and Certified Supplier Types:
Interpretive Guidance.”

No additional information was provided.

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

0775 144G.45 Subd. 2. (a) Fire protection and physical | 0775
SS=l| environment

Each assisted living facility must comply with the
State Fire Code in Minnesota Rules, chapter
/9511, and:

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

The findings include:

Please refer to the document titled, Physical
Environment Inspection Report (PEIR) dated

Minnesota Department of Health
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June 9, 2026, for the specific violations related

the physical environment under Minnesota
Statute 144G.

TIME PERIOD FOR CORRECTION: Seven (7)
days.

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

(a) Each assisted living facility must comply with
the State Fire Code in Minnesota Rules, chapter
/9511, and:

(1) for dwellings or sleeping units, as defined In
the State Fire Code:

(1) provide smoke alarms in each room used for
sleeping purposes;

(1) provide smoke alarms outside each separate
sleeping area in the immediate vicinity of
bedrooms;

(1if) 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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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
fallure 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, Physical
Environment Inspection Report (PEIR) dated
June 9, 2026, for the specific violations related

the physical environment under Minnesota
Statute 144G.

TIME PERIOD FOR CORRECTION: Seven (7)
days.

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

(4) keep the physical environment, including
walls, floors, celling, 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.

Minnesota Department of Health
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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
fallure 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, Physical
Environment Inspection Report (PEIR) dated
June 9, 2026, for the specific violations related

the physical environment under Minnesota
Statute 144G.

TIME PERIOD FOR CORRECTION: Seven (/)
days.

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

(b) Each assisted living facility shall develop and
maintain fire safety and evacuation plans. The
plans shall include but are not limited to:

Minnesota Department of Health
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(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:

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
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violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident’'s health or safety, but was not likely to
cause serious Injury, impairment, or death) and
was Issued at a widespread scope (when
problems are pervasive or represent a systemic
fallure 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, Physical
Environment Inspection Report (PEIR) dated
June 9, 2026, for the specific violations related
the physical environment under Minnesota
Statute 144G.

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

01060 144G.52 Subd. 9 Emergency relocation 01060
SS=F
(a) A facility may remove a resident from the
facility in an emergency If necessary due to a
resident's urgent medical needs or an imminent
risk the resident poses to the health or safety of
another facility resident or facility staff member.
An emergency relocation is not a termination.

(b) In the event of an emergency relocation, the
facility must provide a written notice that contains,
at a minimum:

(1) the reason for the relocation;

(2) the name and contact information for the
location to which the resident has been relocated
and any new service provider;

(3) contact information for the Office of
Ombudsman for Long-Term Care and the Office
of Ombudsman for Mental Health and
Developmental Disabilities;

Minnesota Department of Health
STATE FORM 6899 5DU6G11 If continuation sheet 12 of 21



PRINTED: 07/08/2026

FORMAPPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: _ COMPLETED
A. BUILDING:
36621 B. WING 06/10/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
7005 110TH AVENUE NORTH
DELIGHT HEALTHCARE
CHAMPLIN, MN 55316
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

01060 | Continued From page 12 01060

(4) iIf known and applicable, the approximate date
or range of dates within which the resident is
expected to return to the facility, or a statement
that a return date Is not currently known; and

(9) a statement that, if the facility refuses to
provide housing or services after a relocation, the
resident has the right to appeal under section
144G .54. The facility must provide contact
Information for the agency to which the resident
may submit an appeal.

(c) The notice required under paragraph (b) must
be delivered as soon as practicable to:

(1) the resident, legal representative, and
designated representative;

(2) for residents who receive home and
community-based waiver services under chapter
256S and section 256B.49, the resident's case
manager; and

(3) the Office of Ombudsman for Long-Term Care
If the resident has been relocated and has not
returned to the facility within four days.

(d) Following an emergency relocation, a facility's
refusal to provide housing or services constitutes
a termination and triggers the termination process
In this section.currently known; and

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to provide a written notice with the
required content for an emergency relocation to
the resident, legal representative, or designated
representative for one of one resident (R1).

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

The findings Include:

R1 was admitted to the licensee on April 15,
2024.

R1's progress notes dated June 3, 2026, at 5:57
p.m., Indicated R1 had a fall that resulted in R1
being transported to a hospital via emergency
medical services.

R1's record lacked documentation that R1, R1's
legal representative, R1's designated
representative, and R1's case manager had
received a written emergency relocation notice
with all required content.

On June 9, 2026, at 9:33 a.m., after the surveyor
asked for documentation of R1's written
emergency relocation notice, licensed assisted
living director/clinical nurse supervisor
(LALD/CNS)-C stated the licensee was not doing
an emergency relocation for R1. The surveyor
explained to LALD/CNS-C that R1 was urgently
relocated on June 3, 2026, via ambulance after
R1 had fallen. LALD/CNS-C stated R1 just went
to the hospital on June 3, 2026, so the licensee
did not do an emergency relocation.
LALD/CNS-C stated the licensee only provided a
written emergency relocation notice if a resident
were to be admitted; and they would only notify
the Ombudsman if a resident had not returned to
the facility after three days.

On June 10, 2026, at 4:46 p.m., LALD/CNS-C
stated the licensee did not do an emergency
relocation since the licensee knew R1 was going

Minnesota Department of Health
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to return to the facility. LALD/CNS-C stated they
had talked to a representative from Minnesota
Department of Health (MDH) in the past, in which,
they were told an emergency relocation was only
needed If a resident were to be admitted to a
hospital.

The licensee's Emergency Relocation policy
dated August 1, 2021, indicated the licensee may
remove a resident from the facility in an
emergency, If necessary, due to a resident's
urgent medical need. The policy indicated in the
event of an emergency relocation, the licensee
would provide written notice with all required
content to the resident, legal representative,
designated representative, and the resident's
case manager If they received home and
community-based walver services as soon as
possible. Also, the policy indicated that the Office
of Ombudsman for Long-Term Care would be
notified If the resident did not return to the facility
within four days.

No further information was provided.

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

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

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

Minnesota Department of Health
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classified as private data on individuals under
section 13.02, subdivision 12.

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

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure a
background study was affiliated with the
licensee’s assisted living health facility
identification (HFID) number for one of one
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:

On June 9, 2026, at 10:09 a.m., the surveyor
observed licensed assisted living director/clinical
nurse supervisor (LALD/CNS)-C log into
NETStudy 2.0 (web-based system used to submit
background study requests). The surveyor did not
observe ULP-D on the licensee's roster for HFID

36621.

ULP-D was hired on May 14, 2026, to provide
direct care and services to the licensee's

Minnesota Department of Health
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residents.

The licensee's schedule dated June 3, 2026, and
June 4, 2026, indicated ULP-D was the only staff
who was scheduled from 7:00 a.m. to 7:00 p.m.

The licensee's undated NETStudy 2.0 employee
roster for HFID 36621, indicated all employees'’
background studies affiliated to the licensee's
HFID. The roster indicated ULP-D was affiliated
with the licensee's HFID on June 9, 2026, which
was after the initiation of survey.

On June 9, 2026, at 10:37 a.m., LALD/CNS-C
stated they thought ULP-D was affiliated to the
licensee's HFID initially upon hire, but when they
were recently cleaning up the licensee's
NETStudy 2.0 roster due to employees that had
multiple entries, they may have accidently closed
ULP-D's affiliation to the licensee's HFID as they
only had one current entry in NETStudy 2.0 for
ULP-D but that entry was for another facility with
a different HFID that was owned by the licensee.

On June 9, 2026, at 10:57 a.m., LALD/CNS-C
confirmed ULP-D last worked at facility on June
3, 2026, and June 4, 2026, as indicated on the
licensee’'s schedule and resident notes
documented for that day.

On June 9, 2026, at 11:01 a.m., LALD/CNS-C
stated they had just re-affiliated ULP-D, which
was after the initiation of survey.

The licensee's Background Studies policy dated
August 1, 2021, indicated licensee would
complete a Minnesota Department of Human
Services (DHS) background study on all
employees before they provided direct care or
had direct contact with any residents.

Minnesota Department of Health
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No further information was provided.

TIME PERIOD FOR CORRECTION: Two (2)
days

01730] 144G.71 Subd. 5 Individualized medication 01730
SS=F | management plan

(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
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

Minnesota Department of Health
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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:

Based on observation, interview, and record
review, the licensee failed to develop an
Individualized medication management plan with

the required content for two of two residents (R1,
R2).

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

The findings include:

R1
R1 was admitted to the licensee on April 15,
2024

R1's Service Plan (\Waiver) - Addendum to
Contract dated April 16, 2024, indicated R1
Minnesota Department of Health
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received assistance with medication
administration.

R1's assessment dated April 6, 2026, indicated
R1 required assistance with medication
administration. R1's assessment did not indicate
the medication tasks to be delegated to ULPs.

R1's record lacked evidence of identification of
medication management tasks that may be
delegated to unlicensed personnel.

R2

On June 9, 2026, at 8:30 a.m., the surveyor
observed ULP-A assist R2 with medication
administration of oral medications.

R2 was admitted to the licensee on February 5,
2022.

R2's Service Plan (\Waiver) - Addendum to
Contract dated February 15, 2022, indicated R2
recelved assistance with medication
administration.

R2's assessment dated April 27, 2026, indicated
R2 required assistance with medication
administration. R2's assessment indicated the
medication tasks to be delegated to ULPs
Included inhaler only, which did not include oral
medications.

R2's record lacked evidence of identification of
current medication management tasks that may
be delegated to unlicensed personnel.

On June 10, 2026, at 4:05 p.m., licensed assisted
living director/clinical nurse supervisor
(LALD/CNS)-C stated R2 did not have a current
Inhaler as they were given an inhaler when R2
Minnesota Department of Health
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had first moved into the facility. LALD/CNS-C
stated they must have missed removing the
Inhaler as an oversight. LALD/CNS-C stated they
were aware of the required content for an
Individualized medication management plan, but
It was an oversight not to specify the medication
tasks to be delegated to ULPs in the record.
LALD/CNS-C stated the medication tasks to be
delegated to ULPs would have been reflected in
the resident's assessment.

The licensee’'s Medication Management
Individualized Plan policy dated August 1, 2021,
Indicated the licensee would develop and
maintain a current individualized medication
management record for each resident based on
the resident's assessment; and the individualized
medication management record would include
Identification of medication management tasks
that may be delegated to unlicensed personnel.
Also, the policy indicated the medication
management record would be updated when
there were any changes.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days
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STATE FORM 6899 5DU6G11 If continuation sheet 21 of 21



Metro District Office
m Minnesota Department of Health
625 Robert St N, PO BOX 64975

DEPARTMENT St Paul, MN 55164

OF HEALTH Phone: 651-201-4500
Food & Beverage Inspection Report Page: 1

—Establishment Info —— —License Info —Inspection Info —— M8 —
Delight Home Healthcare LLC License: HFID 36621 Report Number: F8087261118
7005 110TH AVENUE NORTH Inspection Type: Full - Single
Champlin, MN 55316 Risk: Date: 6/9/2026 Time: 2:00:00 PM
Hennepin County License: Duration: minutes
Parcel: EXxpires on: Announced Inspection: No

CFPM: NKEIRUKA OKWUOMA Total Priority 1 Orders: 0
Phone: OKONKWO Total Priority 2 Orders: 0

CFPM #: FM14701; Exp: 10/16/2028 Total Priority 3 Orders: 0

Delivery: Emailed

\ J \. J

No orders were issued for this inspection report.

Food & Beverage General Comment

THIS WAS AN ANNOUNCED AND SCHEDULED FULL INSPECTION.

INSPECTION CONDUCTED IN THE PRESENCE OF HRD NURSE EVALUATOR RHAWNIE QUINEHAN.
THE FOLLOWING OBSERVATIONS WERE MADE.

CEILING: KNOCKDOWN - NON COMPLIANT

FLOORS: LAMINATE - NON COMPLIANT

COUNTERTOPS: QUARTZ - COMPLIANT

CABINETS: WOOD - NON COMPLIANT

REFRIGERATOR/FREEZER: WHIRLPOOL

DISHWASHER: FRIGIDARE

STOVE/RANGE.: GE

MICROWAVE: MAYTAG

HAND WASHING SINK: YES - RIGHT SIDE OF 2-BIN STAINLESS STEEL KITCHEN SINK

NON COMPLIANT CEILING, FLOOR AND CABINETS ARE FOUND TO BE IN GOOD CONDITION AND
WILL BE MONITORED AT FUTURE INSPECTIONS. IF AT SUCH A TIME THEY ARE FOUND TO BE A
CONCERN OR RISK OF CONTAMINATION, THEY WILL BE ORDERED TO BE REPLACED AND
BROUGHT UP TO CODE.

DISHWASHER IS RESIDENTIAL BUT HAS SANITIZING RINSE CYCLE OPTION. TEMPERATURE
STICKERS USED TO ENSURE UTENSIL SURFACE TEMPERATURES REACH 165.

HOT WATER TEMPERATURE AT THE KITCHEN SINK REACHED 120 DEGREES.



Report Number: F8087261118 Page: 2

Inspection Type: Full
Date: 6/9/2026

INSPECTION REPORT EMAILED TO FACILITY AND HRD NURSE SURVEYOR.

NOTE: All new food equipment must meet the applicable standards of the American National Standards Institute (ANSI). Plans
and specifications must be submitted for review and approval prior to new construction, remodeling or alterations.

I acknowledge receipt of the Metro District Office inspection report number F8087261118 from 6/9/2026

Sotn Boettcher

NKEIRUKA OKWUOMA OKONKWO John Boettcher,
NURSE Public Health Sanitarian 3

651-201-5076
john.boettcher@state.mn.us




Metro District Office
m Minnesota Department of Health
625 Robert St N, PO BOX 64975

DEPARTMENT St Paul, MN 55164

OF HEALTH
Temperature Observations/Recordings Page: 1
Establishment Info Inspection Info \
Delight Home Healthcare LLC Report Number: F8087261118
Champlin Inspection Type: Full
County/Group: Hennepin County Date: 6/9/2026
Time: 2:00:00 PM

Equipment Temperature: Product/ltem/Unit: AMBIENT AIR; Temperature Process: Ambient Air
Location: Upright Cooler at 39 Degrees F.

Comment:

Violation Issued?: No

Food Temperature: Product/ltem/Unit: MILK; Temperature Process: Cold-Holding
Location: Upright Cooler at 40 Degrees F.

Comment:

Violation Issued?: No

Food Temperature: Product/item/Unit: DEL|I MEAT; Temperature Process: Cold-Holding
Location: Upright Cooler at 40 Degrees F.

Comment:

Violation Issued?: No

Food Temperature: Product/ltem/Unit: CHEESE; Temperature Process: Cold-Holding
Location: Upright Cooler at 39 Degrees F.

Comment:

Violation Issued?: No

Equipment Temperature: Product/ltem/Unit: AMBIENT AIR; Temperature Process: Ambient Air
Location: Upright Freezer at -10 Degrees F.

Comment:

Violation Issued?: No




- OF HEALTH

Physical Environment Inspection Report
ASSISTED LIVING | ASSISTED LIVING WITH DEMENTIA CARE

Project No: 5L36621016-0 Date: 6/9/2026

Facility Name: DELIGHT HOME HEALTHCARE LLC

Facility Address: 7005 110th PI N, Champlin, Minnesota 55316

XI TAG IDENTIFICATION: 0775

SCOPE/ SEVERITY: Level 3; Widespread TIME PERIOD OF CORRECTION: Seven (7) days

1. Each assisted living facility must comply with the provisions of the Minnesota State Fire Code (MSFC) in
Minnesota Rules chapter 7511. [Minn. Stat. 144G.45 subd. 2]

2. Lighted matches, cigarettes, cigars or other burning object shall not be discarded in such a manner that
could cause ignition of other combustible material. [Minn. Stat. 144G.45 subd. 2; MSFC 310.7]

Comments: During the survey, burn marks and ash were observed on the windowsill in an upstairs resident
room. Additional cigarette butts were also found underneath the deck.

3. Multiplug adapters, such as cube adapters, unfused plug strips or any other device not complying with
NFPA 70 shall be prohibited. [Minn. Stat. 144G.45 subd. 2; MSFC 604 .4]

Comments: A multiplug adapter was being used to power the washing machine and other appliances in
facility’s laundry room. The multiplug was not a UL listed product.

4. Relocatable power taps (power strips) shall be directly connected to a permanently installed receptacle.
[Minn. Stat. 144G.45 subd. 2; MSFC 604.4.2]

Comments: Inside resident room located in the basement a power strip was observed to be plugged into
another power strip powering resident’s electrical devices.

X TAG IDENTIFICATION: 0780

SCOPE/ SEVERITY: Level 2; Widespread TIME PERIOD OF CORRECTION: Seven (7) days

Page | 1

Project Number: SL36621016-0
Facility Name: DELIGHT HOME HEALTHCARE LLC Date:6/9/2026
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1. Smoke alarms shall be interconnected so that actuation of one alarm causes all alarms in the individual

dwelling or sleeping unit to operate where more than one smoke alarm is required within an individual
dwelling or sleeping unit. [Minn. Stat. 144G.45 subd.2]

Comments: During testing of the smoke alarms on June 9, 2026, at 2:15 p.m., conducted by staff, the
facility failed to demonstrate that all required smoke alarms were interconnected. None of the alarms

activated when a single unit was tested. The facility was also equipped with an additional set of smoke
alarms that were removed during the survey.

X TAG IDENTIFICATION: 0800

SCOPE/ SEVERITY: Level 2; Widespread TIME PERIOD OF CORRECTION: Seven (7) 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:

e There was some mold-like substance and staining on the ceiling in the lower-level bathroom

e A holeinside the resident room had been previously repaired; however, the repair was failing, and the
opening was beginning to reopen.

e There was some mold-like substance below and around the kitchen sink.

e The exterior siding and trim was showing deterioration, allowing water to penetrate the exterior walls.

e The flooring in the upstairs kitchen and hallway was separating creating trip hazards in multiple
locations.

X TAG IDENTIFICATION: 0810

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

1. Each assisted living facility shall develop and maintain fire safety and evacuation plans (FSEP) that include
the location and number of resident rooms. [Minn. Stat. 144G.45 subd.?2]

Comments: The facility did not identify the doors of the resident sleeping rooms. Staff must label each
resident sleeping room door with a number that matches the number shown on the posted evacuation floor
plan to provide clear direction to building occupants and emergency responders during a fire or similar
emergency. The fire evacuation diagrams also failed to show the location and number of resident sleeping
rooms, and the diagram posted in the facility did not accurately reflect the current facility layout.

Page | 2
Project Number: SL36621016-0
Facility Name: DELIGHT HOME HEALTHCARE LLC Date:6/9/2026
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2. Each assisted living facility shall 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 licensee failed to develop and maintain their FSEP. The licensee provided multiple policies
for the surveyor to review. The FSEP failed also to provide specific employee actions to take in the event of
a fire or similar emergency relative to the facility's building layout and environmental risks. The plan
referenced the use of a manual pull station; however, the facility was not equipped with a manual pull
station.

Page | 3
Project Number: SL36621016-0
Facility Name: DELIGHT HOME HEALTHCARE LLC Date:6/9/2026



