
    

P r o t e c t i n g ,   M a i n t a i n i n g   a n d   I m p r o v i n g   t h e   H e a l t h   o f   A l l   M i n n e s o t a n s   

Electronically Delivered

August 12, 2025

Licensee
His Services Home Care LLC
2108 70th Avenue North
Brooklyn Center, MN  55430

RE: Project Number(s) SL35313016

Dear Licensee:

On July 31, 2025, the Minnesota Department of Health completed a follow-up survey of your facility
to determine correction of orders from the survey completed on May 14, 2025. This follow-up survey
verified that the facility is in substantial compliance.

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

Please feel free to call me with any questions.

Sincerely,

    
Casey DeVries, Supervisor
State Evaluation Team
Email: Casey.DeVries@state.mn.us
Telephone: 651-201-5917 Fax: 1-866-890-9290
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P r o t e c t i n g ,   M a i n t a i n i n g   a n d   I m p r o v i n g   t h e   H e a l t h   o f   A l l   M i n n e s o t a n s   

Electronically Delivered

July 7, 2025

Licensee
His Services Home Care LLC
2108 70th Avenue North
Brooklyn Center, MN  55430

RE:  Project Number(s) SL35313016

Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on May 14, 2025, for the purpose of
evaluating and assessing compliance with state licensing statutes. At the time of the survey, MDH
noted violations of the laws pursuant to Minnesota Statute, Chapter 144G, Minnesota Food Code,
Minnesota Rules Chapter 4626, Minnesota Statute 626.5572 and/or Minnesota Statute Chapter 260E.

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

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

Level 1: no fines or enforcement.
Level 2: a fine of $500 per violation, in addition to any enforcement mechanism authorized in    

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

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

                                                                                      An equal opportunity employer.                                             Letter ID: IS7N REVISED 09/13/2021
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  0775 - 144g.45 Subd. 2. (a) - Fire Protection And Physical Environment - $500.00
  1290 - 144g.60 Subdivision 1 - Background Studies Required - $3,000.00

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

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

The correction order documentation should include the following:

� Identify how the area(s) of noncompliance was corrected related to the
resident(s)/employee(s) identified in the correction order.    

� Identify how the area(s) of noncompliance was corrected for all of the provider’s
resident(s)/employees that may be affected by the noncompliance.    

� Identify what changes to your systems and practices were made to ensure compliance with
the specific statute(s).

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

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

REQUESTING A HEARING
Alternatively, in accordance with Minn. Stat. § 144G.31, Subd. 5(d), an assisted living provider that has
been assessed a fine under this subdivision has a right to a reconsideration or a hearing under this
section and chapter 14. Pursuant to Minn. Stat. § 144G.20, Subd. 14 and Subd. 18, a request for a
hearing must be in writing and received by the Department of Health within 15 business days of the
correction order receipt date. The request must contain a brief and plain statement describing each
matter or issue contested and any new information you believe constitutes a defense or mitigating
factor.    

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

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

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

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

If you have any questions, please contact me.

Sincerely,

Casey DeVries, Supervisor
State Evaluation Team
Email: casey.devries@state.mn.us
Telephone: 651-201-5917 Fax:  1-866-890-9290

JMD
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0 000 Initial Comments 0 000

***ATTENTION***

ASSISTED LIVING PROVIDER LICENSING
CORRECTION ORDER(S)

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

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

INITIAL COMMENTS:

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

SL35313016-0

On May 12, 2025, through May 14, 2025, the
Minnesota Department of Health conducted a full
survey at the above provider. At the time of the
survey, there were four residents; four receiving
services under the Assisted Living Facility license.

An immediate correction order was identified on
May 12, 2025, issued for SL35313016-0, tag
identification 1290.

PLEASE DISREGARD THE HEADING OF
THE FOURTH COLUMN WHICH
STATES,"PROVIDER'S PLAN OF
CORRECTION." THIS APPLIES TO
FEDERAL DEFICIENCIES ONLY. THIS
WILL APPEAR ON EACH PAGE.

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

During the survey, the licensee took action to
mitigate the immediate risk. However,
noncompliance remained, and the scope and
level remain unchanged.

The letter in the left column is used for
tracking purposes and reflects the scope
and level issued pursuant to 144G.31
subd. 1, 2, and 3.

0 470 144G.41 Subdivision 1 Minimum requirements
SS=F

0 470

(11) develop and implement a staffing plan for
determining its staffing level that:

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

STATE FORM 6899 5OTX11 If continuation sheet 1 of 17
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0 470 Continued From page 1

(i) includes an evaluation, to be conducted at
least twice a year, of the appropriateness of
staffing levels in the facility;
(ii) ensures sufficient staffing at all times to meet
the scheduled and reasonably foreseeable
unscheduled needs of each resident as required
by the residents' assessments and service plans
on a 24-hour per day basis; and
(iii) ensures that the facility can respond promptly
and effectively to individual resident emergencies
and to emergency, life safety, and disaster
situations affecting staff or residents in the facility;
(12) ensure that one or more persons are
available 24 hours per day, seven days per week,
who are responsible for responding to the
requests of residents for assistance with health or
safety needs. Such persons must be:
(i) awake;
(ii) located in the same building, in an attached
building, or on a contiguous campus with the
facility in order to respond within a reasonable
amount of time;
(iii) capable of communicating with residents;
(iv) capable of providing or summoning the
appropriate assistance; and
(v) capable of following directions;

0 470

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to update their staffing plan at
least twice annually.

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

Minnesota Department of Health
STATE FORM 6899 5OTX11 If continuation sheet 2 of 17
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0 470 Continued From page 2

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

0 470

The findings include:

The licensee's provided two Care Staffing Plan's,
one dated May 1, 2023, and the second dated
May 3, 2025.

On May 13, 2025, 12:01 p.m., licensed assisted
living/clinical nurse supervisor (LALD/CNS)-A
stated a staffing plan was required to be updated
every six months. LALD/CNS-A stated the
above-mentioned staffing plans were the only two
they had completed. LALD/CNS-A stated the
facility was small and did not require review often
since the staffing needs of the facility hadn't
changed. LALD/CNS-A stated they would make
sure they were reviewing or updating the staffing
plan two times per year going forward.

The licensee's Staffing policy dated August 1,
2021, indicated, "The staffing plan is based on an
evaluation of the appropriateness of the staffing
levels in the facility and is reviewed at least twice
a year."

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

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

0 480

(a) Except as provided in paragraph (b), food
must be prepared and served according to the
Minnesota Food Code, Minnesota Rules, chapter
4626.

Minnesota Department of Health
STATE FORM 6899 5OTX11 If continuation sheet 3 of 17
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0 480 Continued From page 3

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

0 480

Minnesota Department of Health
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0 480 Continued From page 4

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

0 480

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

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

The findings include:

Please refer to the document titled, Food and
Beverage Establishment Inspection Report
(FBEIR) dated May 13, 2025, for the specific
Minnesota Food Code violations. The Inspection
Report was provided to the licensee on May 13,
2025.

TIME PERIOD FOR CORRECTION: Please refer
to the FBEIR for any compliance dates.

Minnesota Department of Health
STATE FORM 6899 5OTX11 If continuation sheet 5 of 17
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0 570 Continued From page 5
0 570 144G.42 Subdivision 1 Display of license

SS=C
The original current license must be displayed at
the main entrance of each assisted living facility.
The facility must provide a copy of the license to
any person who requests it.

0 570

0 570

This MN Requirement is not met as evidenced
by:
Based on observation and interview, the licensee
failed to display the original current license at the
main entrance of the assisted living facility as
required. This had the potential to affect all
residents, staff, and visitors.

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

The findings include:

On May 12, 2025, at 10:13 a.m., during the facility
tour with licensed assisted living director/clinical
nurse supervisor (LALD/CNS)-A, the surveyor
observed a copy of the licensee's license, dated
July 1, 2024, in the downstairs office which was
accessible to staff but locked when not in use.
The surveyor observed a second copy of the
licensee's license, dated July 1, 2024, posted on
the main floor commons area of the kitchen.
LALD/CNS-A stated they did not know they were
required to post the original current license; they
thought they could post copies. LALD/CNS-A
stated they had the original copy in their
possession but was unable to locate it.

Minnesota Department of Health
STATE FORM 6899 5OTX11 If continuation sheet 6 of 17
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0 570 Continued From page 6 0 570

No further information was provided.

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

0 775 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
7511, and:

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

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

The findings include:

On May 14, 2025, at approximately 9:30 a.m., the
surveyor toured the facility with licensed assisted
living director/clinical nurse supervisor
(LALD/CNS)-A. The following was observed.

SMOKING AREAS:

Minnesota Department of Health
STATE FORM 6899 5OTX11 If continuation sheet 7 of 17
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0 775 Continued From page 7

The cigarette butt receptacle was observed in the
yard on a combustible surface. The area around
the receptacle was landscaping and yard waste.
The surveyor explained to LALD/CNS-A the
combustible material around the cigarette butt
reciprocal posed a potential a fire hazard.

0 775

On May 14, 2025, LALD/CNS-A acknowledged
the finding and stated they would move the
receptacle to the concrete driveway.

TIME PERIOD FOR CORRECTION: Seven (7)
days

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

0 810

(b) Each assisted living facility shall develop and
maintain fire safety and evacuation plans. The
plans shall include but are not limited to:
(1) location and number of resident sleeping
rooms;
(2) staff actions to be taken in the event of a fire
or similar emergency;
(3) fire protection procedures necessary for
residents; and
(4) procedures for resident movement,
evacuation, or relocation during a fire or similar
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

Minnesota Department of Health
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include movement, evacuation, or relocation. The
training shall be made available to residents at
least once per year.
(f) Evacuation drills are required for staff twice
per year per shift with at least one evacuation drill
every other month. Evacuation of the residents is
not required. Fire alarm system activation is not
required to initiate the evacuation drill.

0 810

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to develop the fire
safety and evacuation plan with the required
content. This had the potential to directly affect all
residents, staff, and visitors.

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

The findings include:

On May 14, 2025, at approximately 9:30 a.m., the
surveyor observed the fire evacuation diagrams
did not include the lower level of the facility. Exit
plan diagrams must be correctly labeled and
displayed to reduce confusion and potential
obstructions to egress in a fire or similar
emergency.

On May 14, 2025, licensed assisted living
director/clinical nurse supervisor LALD/CNS-A

Minnesota Department of Health
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provided documents on the fire safety and
evacuation plan (FSEP), fire safety and
evacuation training, and evacuation drills for the
facility.

0 810

FIRE SAFETY AND EVACUATION PLAN:
The licensee's FSEP failed to include the
following:

The FSEP included standard employee
procedures but 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) but the plan was
designed for a building with life safety systems
such as a fire alarm system. The policy had not
been updated to provide complete actions for
employees to take in the event of a fire or similar
emergency at the licensed facility which did not
have a fire alarm system.

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

On May 14, 2025., LALD/CNS-A stated they
understood the areas of their policy that were
incomplete and would work on bringing them into
compliance.

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

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

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

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to ensure employees received a
background study (BGS) clearance from
NETStudy2.0 (web-based system use to submit
BGS requests to the Department of Human
Services (DHS)) in affiliation with the assisted
living licensee's health facility identification
number (HFID) by re-running COVID-19 expired
BGS for two of five employees (unlicensed
personnel (ULP)-D, house manager (HM)-C).

This practice resulted in a level three violation (a
violation that harmed a resident's health or safety,
not including serious injury, impairment, or death,
or a violation that has the potential to lead to
serious injury, impairment, or death) and was
issued at a pattern scope (when more than a
limited number of residents are affected, more
than a limited number of staff are involved, or the
situation has occurred repeatedly; but is not

Minnesota Department of Health
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found to be pervasive).

01290

The findings include:

The licensee's HFID was 35313.

ULP-D
ULP-D was hired on November 30, 2019, to
provide direct cares to residents.

The licensee's Employee Roster dated May 12,
2025, indicated ULP-D was a current employee
for the licensee.

The licensee's NETStudy2.0 report completed on
May 12, 2025, for HFID 35313, indicated ULP-D
had a COVID expired BGS.

The licensee's Weekly Work Schedule dated May
11-17, 2025, indicated ULP-D was scheduled to
work on May 12, 14, 15 and 17, 2025.

HM-C
HM-C was hired on September 16, 2019, to
provide direct cares to residents.

The licensee's Employee Roster dated May 12,
2025, indicated HM-C was a current employee for
the licensee.

The licensee's NETStudy2.0 report completed on
May 12, 2025, for HFID 35313, indicated HM-C
had a COVID expired BGS.

On May 12, 2025, at 10:40 a.m., the surveyor
observed the licensee's NETStudy 2.0 for HFID
35313 with licensed assisted living
director/clinical nurse supervisor/owner
(LALD/CNS)-A on their computer. The surveyor
observed ULP-D and HM-C both had COVID
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expired BGSs, expired on December 21, 2022.
LALD/CNS-A stated they were unaware ULP-D
and HM-C's BGS's were expired and would need
to be completed again. LALD/CNS-A stated both
staff members were current employees.
LALD/CNS-A stated HM-C was a backup staff
member who typically only helped out when
LALD/CNS-A was unavailable, and ULP-D
worked independently with residents.
LALD/CNS-A stated HM-C had a BGS and HM-C
could provide proof of the BGS if it was
requested. The surveyor explained an employee's
BGS needed to be completed in NETStudy2.0
otherwise they would not receive a notification if
the employees BGS status were to change.
LALD/CNS-A stated they would run a BGS in
NETStudy2.0 for both employees immediately.

On May 12, 2025, at 11:04 a.m., LALD/CNS-A
stated HM-C worked on an administrative level
and did not work directly with residents but did
work in the facility unsupervised when they were
onsite.

The DHS website for Background Studies
updated February 18, 2025, indicated, "The
Minnesota Department of Human Services (DHS)
requires background studies for people who work
in certain health and human services programs,
and in childcare settings if they provide care or
have direct contact with vulnerable populations.
DHS also completes background studies on
others, such as people planning to provide foster
care or adopt. Minnesota statutes direct the
background study process for entities required to
initiate background studies." It further indicated,
"DHS temporarily modified background studies
during the COVID-19 pandemic. Those
modifications ended Jan. 1, 2023. Learn more
about the return to fully compliant studies."
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The licensee's Background Check Policy and
Procedure updated January 15 and 16, 2020,
indicated, "Background checks must be
completed as a condition of employment prior to
the individual beginning work, in any capacity in
[facility]." It further indicated the licensee, "keeps
the result of the background check in a
confidential file."

No further information was provided.

TIME PERIOD FOR CORRECTION: Immediate

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

02320

(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 in
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 and interview, and record
review, the licensee failed to ensure unlicensed
personnel (ULP) followed appropriate medication
administration procedures for one of one
residents (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
is issued at a widespread scope (when problems
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are pervasive or represent a systemic failure that
has affected or has the potential to affect a large
portion or all of the residents).

02320

The findings include:

R2 was admitted to the licensee on February 13,
2025.

R2's Service Plan signed on February 13, 2025,
indicated R2 received services for medication
management and administration.

R2's medication administration record (MAR) for
May 2025, indicated R2 took the following
medication:
-gabapentin 300 milligrams (mg) capsule; take
one capsule (300mg) three times per day by
mouth (PO) for anxiety.

On May 12, 2025, at 11:59 a.m., the surveyor
observed ULP-B obtain R2's medication from the
medication cabinet. ULP-B began preparing
medication for R2; they did not have R2's MAR to
reference to ensure they administered the right
medication, the right dose, the right route, at the
right time to the right resident. ULP-B removed
R2's gabapentin 300mg capsule from the
pharmacy bubble package into a medication cup;
the surveyor observed ULP-B administer the
medication to R2. ULP-B did not document the
medication administration in R2's MAR after
administering. The surveyor began continuous
observation of ULP-B to see if they would
document the medication administration in R2's
MAR. ULP-B began cleaning the kitchen and
wiping down the counter.

On May 12, 2025, at 12:05 p.m., the surveyor
observed ULP-B still had not documented R2's
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gabapentin 300mg medication administration. R2
continued to do various tasks and cleaning.
ULP-B stated they were trained on medication
administration by licensed assisted living
director/clinical nurse supervisor (LALD/CNS)-A.

02320

On May 12, 2025, at 12:10 p.m., ULP-B stated
they had completed the entire medication
administration process. The surveyor then
inquired if ULP-B had documented the medication
administration; ULP-B stated they had not
documented the medication administration. The
surveyor inquired if ULP-B normally waited this
long to document a medication administration.
ULP-B stated they did not always document
immediately after administering medication. Once
prompted by the surveyor, the surveyor observed
ULP-B obtain R2's MAR and document R2's
gabapentin medication administration. ULP-B
stated they did not reference R2's MAR
immediately prior to administering their
gabapentin. ULP-B stated they checked R2's
MAR in the morning when their shift began and
did not reference the MAR immediately prior to
administration; they stated it was the procedure
they routinely used for every resident's
medication administration. ULP-B stated they
were trained differently and were supposed to
reference the MAR immediately prior to
medication administration to ensure they were
administering medication accurately.the surveyor
inquired if ULP-B had completed the full process
for R2's medication administration.

On May 14, 2025, at 12:35 p.m., LALD/CNS-A
stated ULP-B was trained to document
medication administration immediately after
medication was administered per their policy and
procedure, and ULPs were trained to use the
MAR immediately prior to administration while
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preparing medications for administration.
LALD/CNS-A stated ULP-B did not follow their
policy, procedure and training when administering
medications to R2.

02320

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

Minnesota Department of Health
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Metro District Office
Minnesota Department of Health
625 Robert St N, PO BOX 64975
St Paul, MN 55164
Phone: 651-201-4500

Food & Beverage Inspection Report Page: 1

Establishment Info
His Services Home Care LLC
2108 70th Avenue North
Brooklyn Center, MN 55430
Hennepin County
Parcel:

Phone:

License Info
License: HFID 35313

Risk:
License:
Expires on:
CFPM: Sylvester Onaiwu
CFPM #: fm107992; Exp: 9/9/2027

Inspection Info
Report Number: F8041251019
Inspection Type: Full - Single
Date: 5/13/2025 Time: 12:30 PM
Duration: minutes
Announced Inspection: No
Total Priority 1 Orders: 1
Total Priority 2 Orders: 0
Total Priority 3 Orders: 0
Delivery: Emailed

! New Order: 3-300B Protection from Contamination: cross-contamination, eggs
3-302.11A(1) Priority Level: Priority 1 CFP#: 15
MN Rule 4626.0235A(1) Separate raw animal foods during storage, preparation, holding, and display from ready-to-eat
foods to prevent cross-contamination.
COMMENT: CARTON OF RAW SHELL EGGS STORED ABOVE READY-TO-EAT FOODS IN THE REFRIGERATOR.
CORRECTED ON SITE. EGGS WERE MOVED TO BOTTOM DRAWER IN COOLER.
Comply By: 5/13/2025 Originally Issued On: 5/13/2025

Food & Beverage General Comment
Inspection was completed with the owner, Sylvester Onaiwu. Joey Keen was the lead Health Regulation Division
Nurse Evaluator. Facility had 4 residents on site.

This establishment has a residential kitchen. Food is prepared for same day service only. The kitchen has wood
cabinets with a hollow base, a laminate countertop, wood flooring and a popcorn ceiling. All found to be in good
condition. There is a chest freezer located in the basement.

Residential dish machine was tested yesterday and had a utensil surface temperature of at least 160F for sanitizing.

Discussed the following:
-Employee illness policy and logging requirements
-Handwashing
-Glove-use and bare hand contact
-Food storage and preventing cross contamination
-Date marking
-Vomit clean up procedures
-Restrictions concerning serving a highly susceptible population

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.



Report Number: F8041251019
Inspection Type: Full
Date: 5/13/2025

I  acknowledge receipt of the Metro District Office inspection report number F8041251019 from 5/13/2025

Page: 2

Sylvester Onaiwu
Owner

Sarah Conboy,
Public Health Sanitarian Supervisor
651-201-3984
sarah.conboy@state.mn.us



Metro District Office
Minnesota Department of Health
625 Robert St N, PO BOX 64975
St Paul, MN 55164

Temperature Observations/Recordings Page: 1

Establishment Info
His Services Home Care LLC
Brooklyn Center
County/Group: Hennepin County

Inspection Info
Report Number: F8041251019

Inspection Type: Full
Date: 5/13/2025
Time: 12:30 PM

Food Temperature: Product/Item/Unit: milk; Temperature Process: Cold-Holding
Location: kitchen cooler at 36 Degrees F.
Comment:
Violation Issued?: No


