DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of AIl Minnesotans

Electronically Delivered
June 29, 2026

Licensee

Noah Home Care Inc
13521 Nicollet Lane
Burnsville, MN 55337

RE: Project Number(s) SL35988016
Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on May 28, 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.

MDH 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. 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
isted in the "Summary Statement of Deficiencies"” column. This column also includes the findings that
are in violation of the state statute after the statement, "This MN Requirement is not met as
evidenced by . .."

IMPOSITION OF FINES

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

Level 1: no fines or enforcement;

Level 2: a fine of $500 per violation, in addition to any enforcement mechanism authorized in
§ 144G.20;

Level 3: a fine of $1,000 per incident, in addition to any enforcement mechanism
authorized in § 144G.20;
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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:

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

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, the total amount you are
assessed is $1,500.00. 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 |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
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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.

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,

Jodi Johnson, Supervisor
State Evaluation Team

Email: Jodi.Johnson@state.mn.us
Telephone: 507-344-2730 Fax: 1-866-890-9290

CLN
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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.
SL35988016-0 PLEASE DISREGARD THE HEADING OF
THE FOURTH COLUMN WHICH
On May 26, 2026, through May 28, 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 residents; 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.
0 480, 144G.41 Subdivision 1 Subd. 1a (a-b) Minimum 0 480
SS=F | requirements; required food services

(X6) DATE
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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 i1s 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

Minnesota Department of Health
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allowed provided the facility keeps them clean
and in good condition;

(6) notwithstanding Minnesota Rules, part
4626.13795, 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.

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 May 26, 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.

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

(a) The facility must establish and maintain a
comprehensive tuberculosis infection control
program according to the most current
tuberculosis infection control guidelines issued by
the United States Centers for Disease Control
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 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)
Including documentation of completion of a
two-step TST (tuberculin skin test) 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

Minnesota Department of Health
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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 imited number of staff are involved or the
situation has occurred only occasionally).

The findings include:

The licensee's TB risk assessment dated April
10, 2026, indicated the licensee was a low risk.

ULP-C was hired on June 23, 2021, to provide
direct care services for the licensee's residents.

ULP-C's employee record contained a first-step
TST administered on June 11, 2021, and read on
June 14, 2021. The form did not include
evidence that a second step TST had been
completed.

On May 28, 2026, at 10:20 a.m., owner/house
manager (O/HM)-B stated she was unable to

locate evidence of completion of a second step
TST or a TB blood test for ULP-C.

The Minnesota Department of Health,
Regulations for Tuberculosis Control in Health
Care Settings dated July 2013, indicated:
Baseline TB screening is required for all HCWs
(health care workers) (Table 3.1).

Baseline TB screening consists of three
components:

1. Assessing for current symptoms of active TB
disease,

2. Assessing TB history, and

3. Testing for the presence of infection with
Mycobacterium tuberculosis by administering
either a two-step TST or single IGRA (Interferon
Gamma Release Assay - a blood test used to see

Minnesota Department of Health
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whether a person has been infected with the
bacteria causing 1B).

The 2-step TST identified as: Procedure used for
the baseline skin testing of persons who will
receive serial TSTs (e.g., HCWSs and residents of
long term-care facilities) to reduce the likelihood
of mistaking a boosted reaction for a new
Infection. If an initial TST result is classified as
negative, a second step of a two-step TST should
be administered 1-3 weeks after the first TST
result was read. If the second TST result is
positive, it probably represents a boosted
reaction, indicating infection most likely occurred
In the past and not recently. |If the second TST
result is also negative, the person is classified as
not infected.

The licensee's 8.16 Tuberculosis Screening
policy dated August 1, 2021, indicated new staff
shall have an IGRA blood test or a two-step
Mantoux conducted with results documented on
the Baseline TB Screening Tool for HCWs.

No further information was provided.

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

8087%0 144G .43 Subd. 3 Contents of resident record 0730
Contents of a resident record include the
following for each resident:

(1) identifying information, including the resident's
name, date of birth, address, and telephone
humber:

(2) the name, address, and telephone number of
the resident's emergency contact, legal
representatives, and desighated representative;
(3) names, addresses, and telephone numbers of

Minnesota Department of Health
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the resident's health and medical service
providers, if known;

(4) health information, including medical history,
allergies, and when the provider is managing
medications, treatments or therapies that require
documentation, and other relevant health
records:

(5) the resident's advance directives, if any;

(6) coples of any health care directives,
guardianships, powers of attorney, or
conservatorships;

(7) the facility's current and previous
assessments and service plans;

(8) all records of communications pertinent to the
resident’'s services;

(9) documentation of significant changes in the
resident's status and actions taken in response to
the needs of the resident, including reporting to
the appropriate supervisor or health care
professional;

(10) documentation of incidents involving the
resident and actions taken in response to the
needs of the resident, including reporting to the
appropriate supervisor or health care
professional;

(11) documentation that services have been
provided as identified in the service plan;

(12) documentation that the resident has received
and reviewed the assisted living bill of rights;
(13) documentation of complaints received and
any resolution;

(14) a discharge summary, including service
termination notice and related documentation,
when applicable; and

(15) other documentation required under this
chapter and relevant to the resident's services or
status.

This MN Requirement Is not met as evidenced
by:

Minnesota Department of Health
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Based on interview and record review, the
licensee failed to ensure documentation of
notification to the registered nurse (RN) when
daily weight exceeded parameters for one of one
resident (R1) with daily weights.

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:

R1's diaghoses included congestive heart failure
and hypertension (high blood pressure).

R1's Individualized Treatment and Therapy Plan
printed May 26, 2026, included a daily weight.
The plan directed staff to monitor and record
residents’ weight in the morning before eating
breakfast. Notify RN if: The weight is more than
290 |bs (pounds). If the client has a weight gain
of three Ibs in one day or five |Ibs in a week.

Review of R1's daily weights indicated On May
22, 2026, R1's weight was 223.2 Ibs. On May 23,
2026, R1's weight was 228 Ibs; an increase of
four Ibs and 8 ounces in one day. R1's record did
not include evidence of staff notification to the RN
when R1's weight exceeded the defined
parameters.

On May 27, 2026, at 9:54 a.m. licensed assisted
living director/registered nurse (LALD/RN)-A
stated staff did notify him of R1's weight increase

Minnesota Department of Health
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on May 23, 2026; he had instructed the staff to
wait a couple hours then retake R1's weight.
When staff reproached R1 to re-weigh him the
resident refused. LALD/RN-A further stated he
reviews R1's daily weights every Thursday when
he comes Into the facility. LALD/RN-A reviewed
R1's record and could not find documented
evidence that staff had notified him of the
Increased weight or the RN's instructions to staff
and follow-up plan.

The licensee's 2.37 Resident Record -
Documentation policy dated August 1, 2021,
Indicated: Staff of [licensee name] authorized to
document in a resident record will do so for all
medications, services, treatments, and therapies
for each resident. Staff will also document other
Important and pertinent information relating to
each resident.

No further information provided.

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

07795 144G.45 Subd. 2. (a) Fire protection and physical | 0 775
SS=F | environment

Each assisted living facility must comply with the

State Fire Code in Minnesota Rules, chapter
/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.

Minnesota Department of Health
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This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident’'s health or safety, but was not likely to
cause serious Injury, impairment, or death) and
was Issued at a widespread scope (when
problems are pervasive or represent a systemic
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 May
27, 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 Iimmediate vicinity of
bedrooms;

(1l1) 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

Minnesota Department of Health
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required within an individual dwelling unit or
sleeping unit, interconnect all smoke alarms so
that actuation of one alarm causes all alarms In
the individual dwelling unit or sleeping unit to
operate; and

(V) ensure the power supply for existing smoke
alarms complies with the State Fire Code, except
that newly introduced smoke alarms in existing
buildings may be battery operated;

This MN Requirement Is not met as evidenced
by:

Based on observation, 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 May
27, 2026, for the specific violations related the
physical environment under Minnesota Statute
144G.

Minnesota Department of Health
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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, 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.

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
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Environment Inspection Report (PEIR) dated May
27, 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:

(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

Minnesota Department of Health
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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
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 May
27, 2026, for the specific violations related the
physical environment under Minnesota Statute
144G.

TIME PERIOD FOR CORRECTION: Twenty One
(21) days

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

(a) Employees, contractors, and regularly

Minnesota Department of Health
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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:

Based on interview and record review, the
licensee failed to ensure a background study was
submitted and received in affiliation with the
assisted living license for one of 45 employees
(unlicensed personnel (ULP)-C). This had the
potential to affect all residents living in the facility.

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

The findings Include:

ULP-C was hired on June 23, 2021, to provide
direct care services for the licensee's residents.

Minnesota Department of Health
STATE FORM 6899 5|FM11 If continuation sheet 15 of 22



PRINTED: 06/29/2026

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:
35088 B. WING 05/28/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
13521 NICOLLET LANE
NOAH HOME CARE INC
BURNSVILLE, MN 55337
(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)

01290 | Continued From page 15 01290

ULP-C's employee record contained a
background study (BGS) dated June 23, 2021, for
a previous license at the same location, operated
by the licensee's owner. ULP-C's employee
record lacked evidence the licensee affiliated a
background study for their current assisted living
facility license.

On May 26, 2026, at 2:24 p.m., owner/house
manager (O/HM)-B reviewed ULP-C's BGS
Information and stated she had mistakenly
separated ULP-C from the current assisted living
licensure instead of the former comprehensive
home care license.

The licensee's 4.02 Background Studies policy
dated August 1, 2021, indicated: [Licensee
name] will conduct a Minnesota Department of
Human Services Background Study on all
employees and volunteers and contractors at
[licensee nhame]. No employee may provide
direct services and have independent direct
contact with any residents until acceptable result
of the background study have been received.

No further information was provided.

TIME PERIOD FOR CORRECTION: Two (2)
days

01880] 144G.71 Subd. 19 Storage of medications 01880
SS=D
An assisted living facility must store all
prescription medications in securely locked and
substantially constructed compartments
according to the manufacturer's directions and
permit only authorized personnel to have access.

This MN Requirement Is not met as evidenced
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by:

Based on observation, interview, and record
review, the licensee failed to ensure medications
were stored securely during medication
administration.

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

The findings include:

R3's Service Plan effective May 13, 2026,
Indicated R3 recelved services including
medication administration.

R3's Provider Orders signed March 27, 2026,
Included the following orders:

- Dorzolamide/Timolol 2/0.5% solution. Place one
drop into the left eye two times daily

- Olanzapine (an antipsychotic) 10 milligrams.
Take one tablet by mouth two times daily

On May 27, 2026, at 10:03 a.m., the surveyor
observed unlicensed personnel (ULP)-D prepare
the above scheduled morning medications for R3.
R3 was seated on the couch in the living room
area; behind the couch was a desk: next to the
desk was a locked medication cabinet. ULP-D
unlocked the medication cabinet; within the
cabinet were four separate locked boxes (one for
each resident residing at the assisted living).
ULP-D then opened R3's locked box within the
cabinet and obtained the eye drops and a
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previously set-up weekly medication pill box.
ULP-D opened the section for that day's morning
medication, compared the medication with R3's
medication administration record (MAR), then
placed the medication into a medication cup.
ULP-D then returned the weekly medication pill
box to R3's locked box within the medication
cabinet and shut the door to the locked box:
although, still left the keys in the lock. ULP-D
donned clean gloves then administered the eye
drop into R3's left eye. ULP-D then walked
around to the back of the couch and obtained an
unopened bottle of water for R3. ULP-D handed
the bottle of water to R3; R3 placed the water
bottle on the floor near his feet. ULP-D then
handed the medication cup with the olanzapine
tablet to R3 who then placed the medication into
his mouth. ULP-D then walked away from R3
and back to the desk that was behind the couch,
placed the used medication cup on the desk, then
walked into the kitchen to dispose of his gloves
and wash his hands. While ULP-D was washing
his hands and out of sight of R3, the surveyor
continued to observe R3 open his bottle of water
then swallow the medication he had placed into
his mouth. The medication cabinet doors
remained wide open. The medication cabinet
kKeys remained in the lock of R3's locked box
within the medication cabinet. There were also
overflow medication cards observed on a shelf in
the medication cabinet that were not secured.
When ULP-D was finished washing and drying
his hands, he returned to the desk area, removed
the medication keys from R3's locked box, and
locked the medication cabinet.

On May 27, 2026, at 10:10 a.m., ULP-D stated he
had walked away from the medication cabinet
without locking it or being in sight of the cabinet,
and shouldn't have. Owner/house manager
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(O/HM)-B was present during the interview and
stated ULPs are trained and expected to ensure
medications are locked and secure when staff are
not present.

The licensee's 7.11 Medication Storage policy
effective August 1, 2021, indicated: \When
medications are managed and stored by [licensee
name], medications will be kept securely locked
and stored per manufacturer's directions. Only
authorized staff will have access to stored
medications.

No further information provided.

TIME PERIOD FOR CORRECTION: Seven (/)
days

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

(b) Residents have the right to receive health
care and other assisted living services with
continuity from people who are properly trained
and competent to perform their duties and Iin
sufficient numbers to adequately provide the
services agreed to in the assisted living contract
and the service plan.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure delegated
procedures were followed for one of two residents
(R3) observed during medication administration.

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 imited number of staff are involved or the
situation has occurred only occasionally).

The findings include:

R3's Service Plan effective May 13, 2026,
Indicated R3 received services including
medication administration.

R3's Provider Orders signed March 27, 2026,
Included the following orders:

- Dorzolamide/Timolol 2/0.5% solution. Place one
drop into the left eye two times daily

- Olanzapine (an antipsychotic) 10 milligrams.
Take one tablet by mouth two times daily

On May 27, 2026, at 10:03 a.m., the surveyor
observed unlicensed personnel (ULP)-D prepare
the above scheduled morning medications for R3.
R3 was seated on the couch in the living room
area; behind the couch was a desk; next to the
desk was a locked medication cabinet. ULP-D
unlocked the medication cabinet; within the
cabinet were four separate locked boxes (one for
each resident residing at the assisted living).
ULP-D then opened R3's locked box within the
cabinet and obtained the eye drops and a
previously set-up weekly medication pill box.
ULP-D opened the section for that day's morning
medication, compared the medication with R3's
medication administration record (MAR), then
placed the medication into a medication cup.
ULP-D then returned the weekly medication pill
box to R3's locked box within the medication
cabinet and shut the door to the locked box:
although, still left the keys in the lock. ULP-D
Minnesota Department of Health
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donned clean gloves then administered the eye
drop into R3's left eye. ULP-D then walked
around to the back of the couch and obtained an
unopened bottle of water for R3. ULP-D handed
the bottle of water to R3; R3 placed the water
bottle on the floor near his feet. ULP-D then
handed the medication cup with the olanzapine
tablet to R3 who then placed the medication into
his mouth. ULP-D then walked away from R3
and back to the desk that was behind the couch,
placed the used medication cup on the desk, then
walked into the kitchen to dispose of his gloves
and wash his hands. While ULP-D was washing
his hands and out of sight of R3, the surveyor
continued to observe R3 open his bottle of water
then swallow the medication he had placed into
his mouth. The medication cabinet doors
remained wide open. The medication cabinet
keys remained in the lock of R3's locked box
within the medication cabinet. There were also
overflow medication cards observed on a shelf in
the medication cabinet that were not secured.
When ULP-D was finished washing and drying
his hands, he returned to the desk area, removed
the medication keys from R3's locked box, and
locked the medication cabinet.

On May 27, 2026, at 10:10 a.m., ULP-D stated he
was trained to watch residents swallow all
medication before completing administration.
Owner/house manager (O/HM)-B was present
during the interview and stated ULPs are trained
and expected to stay and remain with the resident
when administering medications until all
medications had been consumed.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days
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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 —
NOAH HOME CARE INC License: HFID 35988 Report Number: F1063261138
13521 NICOLLET LANE Inspection Type: Follow-up - Single
Burnsville, MN 55337 Risk: Date: 6/1/2026 Time: 11:50:41 AM
Dakota County License: Duration: minutes
Parcel: EXxpires on: Announced Inspection:
CFPM: Total Priority 1 Orders: 1

Phone: CFPM #: ; EXxp: Total Priority 2 Orders: 0

Total Priority 3 Orders: 0

Delivery:
\ J \. J

| Previous Order: 2-200 Employee Health

2-201.11C Priority Level: Priority 1 CFP#: 3
MN Rule 4626.0040C The person in charge must record all reports of diarrhea or vomiting made by food employees and

report those ilinesses to the regulatory authority at the specific request of the regulatory authority.
COMMENT: NO EMPLOYEE ILLNESS LOG AVAILABLE AT TIME OF INSPECTION. DISCUSSED ILLNESS POLICY

WITH OPERATOR AND COPY OF ILLNESS LOG WAS SENT WITH REPORT.
Comply By: 5/26/2026  Originally Issued On: 5/26/2026

Food & Beverage General Comment

No inspection was completed. The operator sent a picture over email on 6/1/26 to confirm refrigerator temperature was
holding below 41 degrees F. Orders for MN rules 4626.0395A2 and 4626.0620A were removed.

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 F1063261138 from 6/1/2026

M ™ ;
o L)

gt T }/

&
]

Barkuni Abu Laura Yang,
Operator Public Health Sanitarian 1

651-201-3581
laura.yang@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 \
NOAH HOME CARE INC Report Number: F1063261138
Burnsville Inspection Type: Follow-up
County/Group: Dakota County Date: 6/1/2026

Time: 11:50:41 AM

Equipment Temperature: Product/ltem/Unit: Ambient; Temperature Process: Ambient Air
Location: Refrigerator at 32 Degrees F.

Comment:
Violation Issued?: No




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 —
NOAH HOME CARE INC License: HFID 35988 Report Number: F1063261128
13521 NICOLLET LANE Inspection Type: Full - Single
Burnsville, MN 55337 Risk: Date: 5/26/2026 Time: 12:30 PM
Dakota County License: Duration: minutes
Parcel: EXxpires on: Announced Inspection:
CFPM: Barkuni Mohamed Abu Total Priority 1 Orders: 2

Phone: CFPM #: 66916; Exp: 4/29/2029 Total Priority 2 Orders: 1

Total Priority 3 Orders: 1

Delivery:
\ J \. J

| New Order: 2-200 Employee Health

2-201.11C Priority Level: Priority 1 CFP#: 3
MN Rule 4626.0040C The person in charge must record all reports of diarrhea or vomiting made by food employees and

report those ilinesses to the regulatory authority at the specific request of the regulatory authority.
COMMENT: NO EMPLOYEE ILLNESS LOG AVAILABLE AT TIME OF INSPECTION. DISCUSSED ILLNESS POLICY

WITH OPERATOR AND COPY OF ILLNESS LOG WAS SENT WITH REPORT.
Comply By: 5/26/2026  Originally Issued On: 5/26/2026

New Order: 3-500B Microbial Control: hot and cold holding
3-501.16A2 Priority Level: Priority 1 CFP#: 22

MN Rule 4626.0395A2 Maintain all cold, TCS foods at 41 degrees F (5 degrees C) or below under mechanical refrigeration.
COMMENT: TCS FOODS IN REFRIGERATOR MEASURED OVER 41 DEGREES F (MILK 50, CHEESE 52.) DISCUSSED
FOOD STORAGE TEMPERATURES WITH OPERATOR AND FRIDGE TEMPERATURE WAS TURNED DOWN. COMPLY
WITH RULE ABOVE.

Comply By: 5/26/2026 Originally Issued On: 5/26/2026

New Order: 4-200 Equipment Design and Construction
4-204 112A Priority Level: Priority 3 CFP#: 36

MN Rule 4626.0620A Provide a temperature measuring device located in the warmest part of mechanically refrigerated
units and coolest part of hot food storage units that are capable of measuring air temperature or a simulated product
temperature.

COMMENT: NO AMBIENT THERMOMETER IN REFRIGERATOR FOR MONITORING EQUIPMENT TEMPERATURE.
DISCUSSED WITH STAFF AND OPERATOR FOUND AVAILABLE THERMOMETER AND PLACED IT IN FRIDGE
DURING INSPECTION. COMPLIED ON SITE.

Comply By: Complied On Site Originally Issued On: 5/26/2026

New Order: 6-300 Physical Facility Numbers and Capacities
6-301.11 Priority Level: Priority 2 CFP#: 10

MN Rule 4626.1440 Provide an adequate supply of hand soap at each handwashing sink or group of 2 adjacent
handwashing sinks.

COMMENT: NO HAND SOAP AVAILABLE AT HANDWASHING SINK AT THE BEGINNING OF INSPECTION.
DISCUSSED WITH OPERATOR AND SOAP WAS PROVIDED. MAINTAIN SOAP SUPPLY AT ALL HANDWASHING
SINKS AT ALL TIMES.

Comply By: Complied On Site Originally Issued On: 5/26/2026

Food & Beverage General Comment



Report Number: F1063261128 Page: 2
Inspection Type: Full
Date: 5/26/2026

Inspection was completed with MDH Health Regulation Division Nurse Evaluator WWendy Buckholz conducting the site
survey.

Discussed highly susceptible populations, handwashing, glove use, same day food service, food storage & temperature
control, test kits, ware washing, pest control, vomit cleanup procedures, and employee iliness policy.

The facility has a residential kitchen. Food must be prepared for same day service only. The kitchen has vinyl panel flooring,
granite backsplash, smooth painted walls & ceiling, smooth countertops, and wooden cabinetry. All found to be in good
condition.

Equipment includes a two-basin sink with one compartment designated for handwashing, residential fridge/freezer, and ANSI
residential dish machine.

Contact Health Regulation Division for plan review approval when facility/kitchen undergoes remodeling, major equipment
additions, or changes of equipment due to a menu change.

***If any customer complains of iliness, establishment is required to notify the Minnesota Department of Health and provide
the foodborne illness hotline phone number to the customer: 1-877-366-3455***

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 F1063261128 from 5/26/2026

T ,
-~ _f.’-’-f‘f""-’ _ﬂ?

d‘-/-':i___“ B T W = //,/-ff/—, e ;}/_,_F

&
]

Barkuni Abu Laura Yang,
Operator Public Health Sanitarian 1
651-201-3581

laura.yang@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 \
NOAH HOME CARE INC Report Number: F1063261128
Burnsville Inspection Type: Full
County/Group: Dakota County Date: 5/26/2026
Time: 12:30 PM

Food Temperature: Product/Iltem/Unit: Milk; Temperature Process: Cold-Holding
Location: Refrigerator at 50 Degrees F.

Comment:

Violation Issued?: Yes

Food Temperature: Product/ltem/Unit: Cheese; Temperature Process: Cold-Holding
Location: Refrigerator at 52 Degrees F.

Comment:

Violation Issued?: Yes

Food Temperature: Product/ltem/Unit: Ground Beef; Temperature Process: Cooking
Location: Stove at 202 Degrees F.

Comment:

Violation Issued?: No




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

DEPARTMENT St Paul, MN 55164

OF HEALTH
Sanitizer Observations/Recordings Page: 1
Establishment INfo —— Inspection Info —
NOAH HOME CARE INC Report Number: F1063261128
Burnsville Inspection Type: Full
County/Group: Dakota County Date: 5/26/2026
Time: 12:30 PM

Sanitizing Equipment: Product: Hot Water; Sanitizing Process: Dish Machine
Location: Kitchen Greater Than 170 Degrees F.

Comment:
Violation Issued?: No




- OF HEALTH

Physical Environment Inspection Report
ENGINEERING | ASSISTED LIVING

Project No: SL35988016-0 Date: May 27, 2026

Facility Name: NOAH HOME CARE INC

Facility Address: 13521 NICOLLET LANE, BURNSVILLE, MN 55337

X TAG IDENTIFICATION: 0775

SCOPE/ SEVERITY: Level 2; 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. Clothes dryers and their exhaust systems shall be cleaned as necessary to keep lint traps, exhaust
ducts, and mechanical and heating components free from excessive lint accumulation. [Minn. Stat.
144G.45 subd. 2; MSFC 304.4]

Comments: The surveyor observed the exterior dryer vent cover was missing and vent exhaust had lint
build up.

3. ldentified electrical hazards shall be abated. Identified hazardous electrical conditions in permanent
wiring shall be brought to the attention of the responsible code official. Electrical wiring, devices,
appliances and other equipment that is modified or damaged and constitutes an electrical shock or fire

hazard shall not be used. [Minn. Stat. 144G.45 subd. 2; MSFC 604.1].

Comments: In the basement utility room, the overhead light bulb was broken and still inside the light
fixture.

X TAG IDENTIFICATION: 0780

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

1. Smoke alarms interconnect 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?]

Page | 1

Project Number: SL35988016-0
Facility Name: NOAH HOME CARE INC Date: May 27, 2026



m % DEPARTMENT
OF HEALTH
Comments: The facility used multiple brands of battery powered smoke alarms in different areas of the
house, which resulted in the alarms not being interconnected when tested.

XI 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: The facility light fixtures in and outside resident room #1, and in the stairwell going to the
garage, were missing the globes. This presented a hazard for the light bulb being damaged and
increased the possibility of being shocked.

The bathroom in the upper-level had a mold-like substances in the corners of the shower stall.

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 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 plan included the
acronym R.A.C.E. (Rescue, Alarm, Confine, and Extinguish or Evacuate).

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

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

Page | 2
Project Number: SL35988016-0
Facility Name: NOAH HOME CARE INC Date: May 27, 2026



m 2 DEPARTMENT
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3. Each assisted living facility shall develop and maintain fire safety and evacuation plans that include
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. [Minn.

Stat. 144G.45 subd.2]

Comments: The facility used an electronic care plan website for standard resident evacuation
procedures. The FSEP didn’t include standard resident evacuation procedures and failed to provide
specific procedures for resident movement and evacuation or relocation during a fire or similar
emergency including individualized unique needs of residents.

Page | 3

Project Number: SL35988016-0
Facility Name: NOAH HOME CARE INC Date: May 27, 2026



