
Electronically Delivered
July 10, 2023

Licensee
Rose Arbor/Wildflower Lodge
16500 92nd Avenue North
Maple Grove, MN  55311

RE:  Project Number(s) SL21387015

Dear Licensee:

On July 6, 2023, the Minnesota Department of Health (MDH) completed a follow‐up survey of your facility to
determine correction of orders found on the survey completed on April 20, 2023. This follow‐up survey
determined your facility had not corrected all of the state correction orders issued pursuant to the April 20,
2023 survey.

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

In accordance with Minn. Stat. § 144G.31 Subd. 4 (a), state correction orders issued pursuant to the last survey
completed on April 20, 2023, found not corrected at the time of the July 6, 2023, follow‐up survey and/or
subject to penalty assessment are as follows:

  2310‐Appropriate Care And Services‐144g.91 Subd. 4 (a)

The details of the violations noted at the time of this follow‐up survey completed on July 6, 2023 (listed above),
are on the attached State Form. Brackets around the ID Prefix Tag in the left hand column, e.g., {2 ‐‐‐‐} will
identify the uncorrected tags.

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

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

IMPOSITION OF FINES:
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.

     

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    

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



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 the MDH within 15 calendar days of the correction
order receipt date.     

A state correction order under Minn. Stat. § 144G.91, Subd. 8, Free from Maltreatment is associated with a
maltreatment determination by the Office of Health Facility Complaints. If maltreatment is substantiated, you
will receive a separate letter with the reconsideration process under Minn. Stat. § 626.557.

Please email reconsideration requests to:   Health.HRD.Appeals@state.mn.us. Please attach this letter as part
of your reconsideration request. Please clearly indicate which tag(s) you are contesting and submit information
supporting your position(s).

Please address your cover letter for reconsideration requests to:

Reconsideration Unit
Health Regulation Division

Minnesota Department of Health
P.O. Box 64970

85 East Seventh Place
             St. Paul, MN 55164‐0970

We urge you to review these orders carefully. If you have questions, please contact Casey DeVries at
651‐201‐5917.    

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

Sincerely,

     
Casey DeVries, Supervisor
State Evaluation Team
Email: casey.devries@state.mn.us
Telephone: 651‐201‐5917 Fax: 651‐281‐9796

HHH
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*****ATTENTION******  

ASSISTED LIVING PROVIDER LICENSING 
CORRECTION ORDER

In accordance with Minnesota Statutes, section 
144G.08 to 144G.95 this correction order(s) has 
been issued pursuant to a survey.

Determination of whether a violation has been 
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:
SL21387015-1

On July 5, 2022, the Minnesota Department of 
Health conducted a revisit at the above provider 
to follow-up on orders issued pursuant to a 
survey completed on April 20, 2023. At the time of 
the survey, there were 120 residents: 90 receiving 
services under the Assisted Living with Dementia 
Care license. As a result of the revisit, the 
following orders were reissued and/or issued.

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. 

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

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

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

{0 250}
SS=F

144G.20 Subdivision 1 Conditions

(a) The commissioner may refuse to grant a 
provisional license, refuse to grant a license as a 

{0 250}

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

If continuation sheet  1 of 266899STATE FORM 5SBE12
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result of a change in ownership, refuse to renew 
a license, suspend or revoke a license, or impose 
a conditional license if the owner, controlling 
individual, or employee of an assisted living 
facility:
(1) is in violation of, or during the term of the 
license has violated, any of the requirements in 
this chapter or adopted rules;
(2) permits, aids, or abets the commission of any 
illegal act in the provision of assisted living 
services;
(3) performs any act detrimental to the health, 
safety, and welfare of a resident;
(4) obtains the license by fraud or 
misrepresentation;
(5) knowingly makes a false statement of a 
material fact in the application for a license or in 
any other record or report required by this 
chapter;
(6) denies representatives of the department 
access to any part of the facility's books, records, 
files, or employees;
(7) interferes with or impedes a representative of 
the department in contacting the facility's 
residents;
(8) interferes with or impedes ombudsman 
access according to section 256.9742, 
subdivision 4, or interferes with or impedes 
access by the Office of Ombudsman for Mental 
Health and Developmental Disabilities according 
to section 245.94, subdivision 1;
(9) interferes with or impedes a representative of 
the department in the enforcement of this chapter 
or fails to fully cooperate with an inspection, 
survey, or investigation by the department;
(10) destroys or makes unavailable any records 
or other evidence relating to the assisted living 
facility's compliance with this chapter;
(11) refuses to initiate a background study under 

Minnesota Department of Health
If continuation sheet  2 of 266899STATE FORM 5SBE12
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section 144.057 or 245A.04;
(12) fails to timely pay any fines assessed by the 
commissioner;
(13) violates any local, city, or township ordinance 
relating to housing or assisted living services;
(14) has repeated incidents of personnel 
performing services beyond their competency 
level; or
(15) has operated beyond the scope of the 
assisted living facility's license category.
(b) A violation by a contractor providing the 
assisted living services of the facility is a violation 
by the facility.

This MN Requirement  is not met as evidenced 
by:
No further action required.  

{0 450}
SS=C

144G.41 Subdivision 1 Minimum requirements

All assisted living facilities shall:
(1) distribute to residents the assisted living bill of 
rights;
(2) provide services in a manner that complies 
with the Nurse Practice Act in sections 148.171 to 
148.285;
(3) utilize a person-centered planning and service 
delivery process;
(4) have and maintain a system for delegation of 
health care activities to unlicensed personnel by a 
registered nurse, including supervision and 
evaluation of the delegated activities as required 
by the Nurse Practice Act in sections 148.171 to 
148.285;

This MN Requirement  is not met as evidenced 
by:

{0 450}

No further action required.  

Minnesota Department of Health
If continuation sheet  3 of 266899STATE FORM 5SBE12



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 07/10/2023 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Minnesota Department of Health

21387 07/06/2023
R

NAME OF PROVIDER OR SUPPLIER

ROSE ARBOR/WILDFLOWER LODGE

STREET ADDRESS, CITY, STATE, ZIP CODE

16500 92ND AVENUE NORTH
MAPLE GROVE, MN  55311

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETE

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

{0 480}Continued From page 3{0 480}

{0 480}
SS=F

144G.41 Subd 1 (13) (i) (B) Minimum 
requirements

(13) offer to provide or make available at least the 
following services to residents:
(B) food must be prepared and served according 
to the Minnesota Food Code, Minnesota Rules, 
chapter 4626; and

This MN Requirement  is not met as evidenced 
by:

{0 480}

No further action required.  

{0 580}
SS=F

144G.42 Subd. 2 Quality management

The facility shall engage in quality management 
appropriate to the size of the facility and relevant 
to the type of services provided. "Quality 
management activity" means evaluating the 
quality of care by periodically reviewing resident 
services, complaints made, and other issues that 
have occurred and determining whether changes 
in services, staffing, or other procedures need to 
be made in order to ensure safe and competent 
services to residents. Documentation about 
quality management activity must be available for 
two years. Information about quality management 
must be available to the commissioner at the time 
of the survey, investigation, or renewal.

This MN Requirement  is not met as evidenced 
by:

{0 580}

No further action required.  

{0 630}
SS=F

144G.42 Subd. 6 (b) Compliance with 
requirements for reporting ma

(b) The facility must develop and implement an 
individual abuse prevention plan for each 

{0 630}

Minnesota Department of Health
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vulnerable adult. The plan shall contain an 
individualized review or assessment of the 
person's susceptibility to abuse by another 
individual, including other vulnerable adults; the 
person's risk of abusing other vulnerable adults; 
and statements of the specific measures to be 
taken to minimize the risk of abuse to that person 
and other vulnerable adults. For purposes of the 
abuse prevention plan, abuse includes 
self-abuse.

This MN Requirement  is not met as evidenced 
by:
No further action required.  

{0 650}
SS=F

144G.42 Subd. 8 Employee records

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

{0 650}

Minnesota Department of Health
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(6) documentation of the background study as 
required under section 144.057.

This MN Requirement  is not met as evidenced 
by:
No further action required.  

{0 660}
SS=E

144G.42 Subd. 9 Tuberculosis prevention and 
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:

{0 660}

No further action required.  

{0 680}
SS=F

144G.42 Subd. 10 Disaster planning and 
emergency preparedness

(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 

{0 680}

Minnesota Department of Health
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temporary relocation sites, and details staff 
assignments in the event of a disaster or an 
emergency;
(2) post an emergency disaster plan prominently;
(3) provide building emergency exit diagrams to 
all residents;
(4) post emergency exit diagrams on each floor; 
and
(5) have a written policy and procedure regarding 
missing residents.
(b) The facility must provide emergency and 
disaster training to all staff during the initial staff 
orientation and annually thereafter and must 
make emergency and disaster training annually 
available to all residents. Staff who have not 
received emergency and disaster training are 
allowed to work only when trained staff are also 
working on site.
(c) The facility must meet any additional 
requirements adopted in rule.

This MN Requirement  is not met as evidenced 
by:
No further action required.  

{0 700}
SS=F

144G.43 Subdivision 1 Resident record

(b) Resident records, whether written or 
electronic, must be protected against loss, 
tampering, or unauthorized disclosure in 
compliance with chapter 13 and other applicable 
relevant federal and state laws. The facility shall 
establish and implement written procedures to 
control use, storage, and security of resident 
records and establish criteria for release of 
resident information.

This MN Requirement  is not met as evidenced 
by:

{0 700}
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{0 700}Continued From page 7{0 700}

No further action required.  

{0 800}
SS=F

144G.45 Subd. 2 (a) (4) Fire protection and 
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:

{0 800}

No further action required.  

{0 810}
SS=F

144G.45 Subd. 2 (b)-(f) Fire protection and 
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) employee 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) Employees of assisted living facilities shall 
receive training on the fire safety and evacuation 
plans upon hiring and at least twice per year 
thereafter.

{0 810}

Minnesota Department of Health
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{0 810}Continued From page 8{0 810}

(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 employees 
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:
No further action required.  

{0 900}
SS=F

144G.50 Subdivision 1 Contract required

(a) An assisted living facility may not offer or 
provide housing or assisted living services to any 
individual unless it has executed a written 
contract with the resident. 
(b) The contract must contain all the terms 
concerning the provision of:
(1) housing;
(2) assisted living services, whether provided 
directly by the facility or by management 
agreement or other agreement; and
(3) the resident's service plan, if applicable.
(c) A facility must:
(1) offer to prospective residents and provide to 
the Office of Ombudsman for Long-Term Care a 
complete unsigned copy of its contract; and
(2) give a complete copy of any signed contract 
and any addendums, and all supporting 

{0 900}
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{0 900}Continued From page 9{0 900}

documents and attachments, to the resident 
promptly after a contract and any addendum has 
been signed.
(d) A contract under this section is a consumer 
contract under sections 325G.29 to 325G.37.
(e) Before or at the time of execution of the 
contract, the facility must offer the resident the 
opportunity to identify a designated representative 
according to subdivision 3.

     (f) The resident must agree in writing to 
any additions or amendments to the contract. 
Upon agreement between the resident and the 
facility, a new contract or an addendum to the 
existing contract must be executed and signed.

This MN Requirement  is not met as evidenced 
by:
No further action required.  

{0 950}
SS=C

144G.50 Subd. 3 Designation of representative

(a) Before or at the time of execution of an 
assisted living contract, an assisted living facility 
must offer the resident the opportunity to identify 
a designated representative in writing in the 
contract and must provide the following verbatim 
notice on a document separate from the contract:

"RIGHT TO DESIGNATE A REPRESENTATIVE 
FOR CERTAIN PURPOSES.

You have the right to name anyone as your 
"Designated Representative." A Designated 
Representative can assist you, receive certain 
information and notices about you, including 
some information related to your health care, and 
advocate on your behalf. A Designated 
Representative does not take the place of your 
guardian, conservator, power of attorney 

{0 950}
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{0 950}Continued From page 10{0 950}

("attorney-in-fact"), or health care power of 
attorney ("health care agent"), if applicable."

(b) The contract must contain a page or space for 
the name and contact information of the 
designated representative and a box the resident 
must initial if the resident declines to name a 
designated representative. Notwithstanding 
subdivision 1, paragraph (f), the resident has the 
right at any time to add, remove, or change the 
name and contact information of the designated 
representative.

This MN Requirement  is not met as evidenced 
by:
No further action required.  

{0 970}
SS=C

144G.50 Subd. 5 Waivers of liability prohibited

The contract must not include a waiver of facility 
liability for the health and safety or personal 
property of a resident. The contract must not 
include any provision that the facility knows or 
should know to be deceptive, unlawful, or 
unenforceable under state or federal law, nor 
include any provision that requires or implies a 
lesser standard of care or responsibility than is 
required by law.

This MN Requirement  is not met as evidenced 
by:

{0 970}

No further action required.  

{01420}
SS=F

144G.62 Subd. 2 Delegation of assisted living 
services

(b) When the registered nurse or licensed health 
professional delegates tasks to unlicensed 
personnel, that person must ensure that prior to 

{01420}
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{01420}Continued From page 11{01420}

the delegation the unlicensed personnel is trained 
in the proper methods to perform the tasks or 
procedures for each resident and is able to 
demonstrate the ability to competently follow the 
procedures and perform the tasks. If the 
unlicensed personnel has not regularly performed 
the delegated assisted living task for a period of 
24 consecutive months, the unlicensed personnel 
must demonstrate competency in the task to the 
registered nurse or appropriate licensed health 
professional. The registered nurse or licensed 
health professional must document instructions 
for the delegated tasks in the resident's record.

This MN Requirement  is not met as evidenced 
by:
No further action required.  

{01470}
SS=F

144G.63 Subd. 2 Content of required orientation

(a) The orientation must contain the following 
topics:
(1) an overview of this chapter;
(2) an introduction and review of the facility's 
policies and procedures related to the provision 
of assisted living services by the individual staff 
person;
(3) handling of emergencies and use of 
emergency services;
(4) compliance with and reporting of the 
maltreatment of vulnerable adults under section 
626.557 to the Minnesota Adult Abuse Reporting 
Center (MAARC);
(5) the assisted living bill of rights and staff 
responsibilities related to ensuring the exercise 
and protection of those rights;
(6) the principles of person-centered planning 
and service delivery and how they apply to direct 
support services provided by the staff person;

{01470}
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{01470}Continued From page 12{01470}

(7) handling of residents' complaints, reporting of 
complaints, and where to report complaints, 
including information on the Office of Health 
Facility Complaints;
(8) consumer advocacy services of the Office of 
Ombudsman for Long-Term Care, Office of 
Ombudsman for Mental Health and 
Developmental Disabilities, Managed Care 
Ombudsman at the Department of Human 
Services, county-managed care advocates, or 
other relevant advocacy services; and
(9) a review of the types of assisted living 
services the employee will be providing and the 
facility's category of licensure.
(b) In addition to the topics in paragraph (a), 
orientation may also contain training on providing 
services to residents with hearing loss. Any 
training on hearing loss provided under this 
subdivision must be high quality and research 
based, may include online training, and must 
include training on one or more of the following 
topics:
(1) an explanation of age-related hearing loss 
and how it manifests itself, its prevalence, and 
the challenges it poses to communication;
(2) health impacts related to untreated 
age-related hearing loss, such as increased 
incidence of dementia, falls, hospitalizations, 
isolation, and depression; or
(3) information about strategies and technology 
that may enhance communication and 
involvement, including communication strategies, 
assistive listening devices, hearing aids, visual 
and tactile alerting devices, communication 
access in real time, and closed captions.

This MN Requirement  is not met as evidenced 
by:
No further action required.  
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{01530}
SS=F

144G.64 TRAINING IN DEMENTIA CARE 
REQUIRED

(a) All assisted living facilities must meet the 
following training requirements:
(1) supervisors of direct-care staff must have at 
least eight hours of initial training on topics 
specified under paragraph (b) within 120 working 
hours of the employment start date, and must 
have at least two hours of training on topics 
related to dementia care for each 12 months of 
employment thereafter;
(2) direct-care employees must have completed 
at least eight hours of initial training on topics 
specified under paragraph (b) within 160 working 
hours of the employment start date. Until this 
initial training is complete, an employee must not 
provide direct care unless there is another 
employee on site who has completed the initial 
eight hours of training on topics related to 
dementia care and who can act as a resource 
and assist if issues arise. A trainer of the 
requirements under paragraph (b) or a supervisor 
meeting the requirements in clause (1) must be 
available for consultation with the new employee 
until the training requirement is complete. 
Direct-care employees must have at least two 
hours of training on topics related to dementia for 
each 12 months of employment thereafter;

This MN Requirement  is not met as evidenced 
by:

{01530}

No further action required.  

{01540}
SS=F

144G.64 (a) TRAINING IN DEMENTIA CARE 
REQUIRED

(3) for assisted living facilities with dementia care, 
direct-care employees must have completed at 
least eight hours of initial training on topics 
specified under paragraph (b) within 80 working 

{01540}
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{01540}Continued From page 14{01540}

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

This MN Requirement  is not met as evidenced 
by:
No further action required.  

{01620}
SS=E

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

(c) Resident reassessment and monitoring must 
be conducted no more than 14 calendar days 
after initiation of services. Ongoing resident 
reassessment and monitoring must be conducted 
as needed based on changes in the needs of the 
resident and cannot exceed 90 calendar days 
from the last date of the assessment.
(d) For residents only receiving assisted living 
services specified in section 144G.08, subdivision 
9, clauses (1) to (5), the facility shall complete an 
individualized initial review of the resident's needs 
and preferences. The initial review must be 
completed within 30 calendar days of the start of 
services. Resident monitoring and review must 
be conducted as needed based on changes in 
the needs of the resident and cannot exceed 90 
calendar days from the date of the last review.

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

(e) A facility must inform the prospective resident 
of the availability of and contact information for 
long-term care consultation services under 
section 256B.0911, prior to the date on which a 
prospective resident executes a contract with a 
facility or the date on which a prospective 
resident moves in, whichever is earlier.

This MN Requirement  is not met as evidenced 
by:
No further action required.  

{01650}
SS=F

144G.70 Subd. 4 (f) Service plan, implementation 
and revisions to

(f) The service plan must include:
(1) a description of the services to be provided, 
the fees for services, and the frequency of each 
service, according to the resident's current 
assessment and resident preferences;
(2) the identification of staff or categories of staff 
who will provide the services;
(3) the schedule and methods of monitoring 
assessments of the resident;
(4) the schedule and methods of monitoring staff 
providing services; and
(5) a contingency plan that includes:
(i) the action to be taken if the scheduled service 
cannot be provided;
(ii) information and a method to contact the 
facility;
(iii) the names and contact information of persons 
the resident wishes to have notified in an 
emergency or if there is a significant adverse 
change in the resident's condition, including 
identification of and information as to who has 
authority to sign for the resident in an emergency; 
and
(iv) the circumstances in which emergency 

{01650}
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medical services are not to be summoned 
consistent with chapters 145B and 145C, and 
declarations made by the resident under those 
chapters.

This MN Requirement  is not met as evidenced 
by:
No further action required.  

{01730}
SS=F

144G.71 Subd. 5 Individualized medication 
management plan

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

{01730}
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{01730}Continued From page 17{01730}

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

This MN Requirement  is not met as evidenced 
by:
No further action required.  

{01790}
SS=F

144G.71 Subd. 10 Medication management for 
residents who will

(2) for unplanned time away, when the pharmacy 
is not able to provide the medications, a licensed 
nurse or unlicensed personnel shall provide 
medications in amounts and dosages needed for 
the length of the anticipated absence, not to 
exceed seven calendar days;
(3) the resident must be provided written 
information on medications, including any special 
instructions for administering or handling the 
medications, including controlled substances; and
(4) the medications must be placed in a 
medication container or containers appropriate to 
the provider's medication system and must be 
labeled with the resident's name and the dates 
and times that the medications are scheduled.
(b) For unplanned time away when the licensed 
nurse is not available, the registered nurse may 
delegate this task to unlicensed personnel if:

{01790}
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{01790}Continued From page 18{01790}

(1) the registered nurse has trained the 
unlicensed staff and determined the unlicensed 
staff is competent to follow the procedures for 
giving medications to residents; and
(2) the registered nurse has developed written 
procedures for the unlicensed personnel, 
including any special instructions or procedures 
regarding controlled substances that are 
prescribed for the resident. The procedures must 
address:
(i) the type of container or containers to be used 
for the medications appropriate to the provider's 
medication system;
(ii) how the container or containers must be 
labeled;
(iii) written information about the medications to 
be provided;
(iv) how the unlicensed staff must document in 
the resident's record that medications have been 
provided, including documenting the date the 
medications were provided and who received the 
medications, the person who provided the 
medications to the resident, the number of 
medications that were provided to the resident, 
and other required information;
(v) how the registered nurse shall be notified that 
medications have been provided and whether the 
registered nurse needs to be contacted before 
the medications are given to the resident or the 
designated representative;
(vi) a review by the registered nurse of the 
completion of this task to verify that this task was 
completed accurately by the unlicensed 
personnel; and
(vii) how the unlicensed personnel must 
document in the resident's record any unused 
medications that are returned to the facility, 
including the name of each medication and the 
doses of each returned medication.
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This MN Requirement  is not met as evidenced 
by:
No further action required.  

{01820}
SS=D

144G.71 Subd. 13 Prescriptions

There must be a current written or electronically 
recorded prescription as defined in section 
151.01, subdivision 16a, for all prescribed 
medications that the assisted living facility is 
managing for the resident.

This MN Requirement  is not met as evidenced 
by:

{01820}

No further action required.  

{01880}
SS=F

144G.71 Subd. 19 Storage of medications

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 
by:

{01880}

No further action required.  

{01890}
SS=D

144G.71 Subd. 20 Prescription drugs

A prescription drug, prior to being set up for 
immediate or later administration, must be kept in 
the original container in which it was dispensed 
by the pharmacy bearing the original prescription 
label with legible information including the 
expiration or beyond-use date of a time-dated 
drug.

{01890}
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This MN Requirement  is not met as evidenced 
by:
No further action required.  

{01940}
SS=F

144G.72 Subd. 3 Individualized treatment or 
therapy managemen

For each resident receiving management of 
ordered or prescribed treatments or therapy 
services, the assisted living facility must prepare 
and include in the service plan a written 
statement of the treatment or therapy services 
that will be provided to the resident. The facility 
must also develop and maintain a current 
individualized treatment and therapy 
management record for each resident which must 
contain at least the following:
(1) a statement of the type of services that will be 
provided;
(2) documentation of specific resident instructions 
relating to the treatments or therapy 
administration;
(3) identification of treatment or therapy tasks that 
will be delegated to unlicensed personnel;
(4) procedures for notifying a registered nurse or 
appropriate licensed health professional when a 
problem arises with treatments or therapy 
services; and
(5) any resident-specific requirements relating to 
documentation of treatment and therapy 
received, verification that all treatment and 
therapy was administered as prescribed, and 
monitoring of treatment or therapy to prevent 
possible complications or adverse reactions. The 
treatment or therapy management record must 
be current and updated when there are any 
changes.

{01940}
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This MN Requirement  is not met as evidenced 
by:
No further action required.  

{02040}
SS=F

144G.81 Subdivision 1 Fire protection and 
physical environment

An assisted living facility with dementia care that 
has a secured dementia care unit must meet the 
requirements of section 144G.45 and the 
following additional requirements:
(1) a hazard vulnerability assessment or safety 
risk must be performed on and around the 
property. The hazards indicated on the 
assessment must be assessed and mitigated to 
protect the residents from harm; and
(2) the facility shall be protected throughout by an 
approved supervised automatic sprinkler system 
by August 1, 2029.

This MN Requirement  is not met as evidenced 
by:

{02040}

No further action required.  

{02110}
SS=C

144G.82 Subd. 3 Policies

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

{02110}
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person-centered and evidence-informed;
(3) wandering and egress prevention that 
provides detailed instructions to staff in the event 
a resident elopes;
(4) medication management, including an 
assessment of residents for the use and effects 
of medications, including psychotropic 
medications;
(5) staff training specific to dementia care;
(6) description of life enrichment programs and 
how activities are implemented;
(7) description of family support programs and 
efforts to keep the family engaged;
(8) limiting the use of public address and 
intercom systems for emergencies and 
evacuation drills only;
(9) transportation coordination and assistance to 
and from outside medical appointments; and
(10) safekeeping of residents' possessions.
(b) The policies and procedures must be provided 
to residents and the residents' legal and 
designated representatives at the time of 
move-in.

This MN Requirement  is not met as evidenced 
by:
No further action required.  

{02170}
SS=F

144G.84 SERVICES FOR RESIDENTS WITH 
DEMENTIA

(b) Each resident must be evaluated for activities 
according to the licensing rules of the facility. In 
addition, the evaluation must address the 
following:
(1) past and current interests;
(2) current abilities and skills;
(3) emotional and social needs and patterns;
(4) physical abilities and limitations;

{02170}

Minnesota Department of Health
If continuation sheet  23 of 266899STATE FORM 5SBE12



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 07/10/2023 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Minnesota Department of Health

21387 07/06/2023
R

NAME OF PROVIDER OR SUPPLIER

ROSE ARBOR/WILDFLOWER LODGE

STREET ADDRESS, CITY, STATE, ZIP CODE

16500 92ND AVENUE NORTH
MAPLE GROVE, MN  55311

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETE

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

{02170}Continued From page 23{02170}

(5) adaptations necessary for the resident to 
participate; and
(6) identification of activities for behavioral 
interventions.
(c) An individualized activity plan must be 
developed for each resident based on their 
activity evaluation. The plan must reflect the 
resident's activity preferences and needs.
(d) A selection of daily structured and 
non-structured activities must be provided and 
included on the resident's activity service or care 
plan as appropriate. Daily activity options based 
on resident evaluation may include but are not 
limited to:
(1) occupation or chore related tasks;
(2) scheduled and planned events such as 
entertainment or outings;
(3) spontaneous activities for enjoyment or those 
that may help defuse a behavior;
(4) one-to-one activities that encourage positive 
relationships between residents and staff such as 
telling a life story, reminiscing, or playing music;
(5) spiritual, creative, and intellectual activities;
(6) sensory stimulation activities;
(7) physical activities that enhance or maintain a 
resident's ability to ambulate or move; and
(8) outdoor activities.

This MN Requirement  is not met as evidenced 
by:
No further action required.  

{02310}
SS=D

144G.91 Subd. 4 (a) Appropriate care and 
services

(a) Residents have the right to care and assisted 
living services that are appropriate based on the 
resident's needs and according to an up-to-date 
service plan subject to accepted health care 

{02310}
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standards.

This MN Requirement  is not met as evidenced 
by:
Based on observation, interview, and record 
review, the licensee failed to provide care and 
services according to acceptable health care 
standards, medical or nursing standards for one 
of three residents (R12) who utilized oxygen. The 
surveyor did not find on-going non-compliance 
related to bedrails, however, non-compliance 
related to oxygen storage was found.

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 July 5, 2023, at 9:15 a.m., the surveyor 
received the licensee's Oxygen Audit for Tag 
2310 form dated June 28, indicating the licensee 
audited six apartments for oxygen storage. 

On July 5, 2023, from 9:56 a.m., through 10:15 
a.m., clinical nurse supervisor (CNS)-D toured 
the surveyor to R5, R12, and R13's apartments to 
locate oxygen storage. CNS-D was unable to 
locate an oxygen cylinder storage device in R12's 
apartment. CNS-D and surveyor observed one 
large oxygen cylinder tank to be stored in R12's 
closet. The tank was unsecured and leaned 
against the wall in the corner of the closet. R5 
and R13 had an oxygen cylinder storage device 
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located in their apartments.

On July 5, 2023, at 10:15 a.m., CNS-D stated, 
"We just did an audit, so it makes me so upset 
that most of them are not secured properly." 

The licensee's Oxygen policy dated September 1, 
2019, indicated (oxygen) containers must be 
secured in a stand or cart so they cannot be 
knocked over while in use or in storage and must 
not be located in areas where they may be 
overturned due to a door opening or where they 
are in a pathway. 

No further information was provided.

Minnesota Department of Health
If continuation sheet  26 of 266899STATE FORM 5SBE12



Electronically Delivered

May 8, 2023

Licensee
Rose Arbor/Wildflower Lodge
16500 92nd Avenue North
Maple Grove, MN  55311

RE:  Project Number(s) SL21387015

Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on April 20, 2023, for the purpose of
evaluating and assessing compliance with state licensing statutes. At the time of the survey, the 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. The 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.        
        
In accordance with Minn. Stat. § 144G.31, Subd. 4 (a)(5), the MDH may impose fine amounts of either $1,000 or
$5,000 to licensees who are found to be responsible for maltreatment.
The MDH may impose a fine of $1,000 for each substantiated maltreatment violation that consists of abuse,
neglect, or financial exploitation according to Minn. Stat. § 626.5572, Subds. 2, 9, 17. The MDH also may
impose a fine of $5,000 for each substantiated maltreatment violation consisting of sexual assault, death, or
abuse resulting in serious injury.    

    

     

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    

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



In accordance with Minn. Stat. § 144G.31, Subd. 4 (b), when a fine is assessed against a facility for substantiated
maltreatment, the commissioner shall not also impose an immediate fine under this chapter for the same
circumstance.     

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

St ‐ 0 ‐ 1290 ‐ 144g.60 Subdivision 1 ‐ Background Studies Required ‐ $3,000.00
St ‐ 0 ‐ 2070 ‐ 144g.81 Subd. 4 ‐ Awake Staff Requirement ‐ $3,000.00
St ‐ 0 ‐ 2310 ‐ 144g.91 Subd. 4 (a) ‐ Appropriate Care And Services ‐ $3,000.00

The total amount you are assessed is $9,000.00. 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 the MDH within 15 calendar days of the correction
order receipt date.     

A state correction order under Minn. Stat. § 144G.91, Subd. 8, Free from Maltreatment is associated with a
maltreatment determination by the Office of Health Facility Complaints. If maltreatment is substantiated, you
will receive a separate letter with the reconsideration process under Minn. Stat. § 626.557.

Please email reconsideration requests to:   Health.HRD.Appeals@state.mn.us. Please attach this letter as part
of your reconsideration request. Please clearly indicate which tag(s) you are contesting and submit information
supporting your position(s).

Rose Arbor/Wildflower Lodge
May 8, 2023
Page   2



Please address your cover letter for reconsideration requests to:

Reconsideration Unit
Health Regulation Division

Minnesota Department of Health
P.O. Box 64970

85 East Seventh Place
St. Paul, MN 55164‐0970

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 MDH within 15 business days of the correction order receipt date. The request
must contain a brief and plain statement describing each matter or issue contested and any new information
you believe constitutes a defense or mitigating factor. Requests for hearing may be emailed to:
Health.HRD.Appeals@state.mn.us.

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.    

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: 651‐281‐9796

HHH

Rose Arbor/Wildflower Lodge
May 8, 2023
Page   3
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******ATTENTION****** 

ASSISTED LIVING PROVIDER LICENSING 
CORRECTION ORDER(S)

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

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

INITIAL COMMENTS:
SL21387015-0

On April 17, 2023, through April 20, 2023, the 
Minnesota Department of Health conducted a 
survey at the above provider, and the following 
correction orders are issued. At the time of the 
survey, there were 127 residents; 91 of whom 
were receiving services under the Assisted Living 
with Dementia Care license.

An immediate correction order was identified on 
April 17, 2023, issued for SL21387015-0, tag 
identification 2070. 

On April 18, 2023, the immediacy of correction 
order 2070 was removed, however 
non-compliance remained, and the scope and 
level remained unchanged. 

An immediate correction order was identified on 
April 18, 2023, issued for SL21387015-0, tag 
identification 2310. 

Minnesota Department of Health is 
documenting the State Licensing 
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. 

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

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

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

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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An immediate correction order was identified on 
April 19, 2023, issued for SL21387015-0, tag 
identification 1290. 

On April 19, 2023, the immediacy of correction 
order 1290 was removed, however 
non-compliance remained, and the scope and 
level remained unchanged. 

On April 20, 2023, the immediacy of correction 
order 2310 was removed, however 
non-compliance remained, and the scope and 
level remained unchanged.

 0 250
SS=F

144G.20 Subdivision 1 Conditions

(a) The commissioner may refuse to grant a 
provisional license, refuse to grant a license as a 
result of a change in ownership, refuse to renew 
a license, suspend or revoke a license, or impose 
a conditional license if the owner, controlling 
individual, or employee of an assisted living 
facility:
(1) is in violation of, or during the term of the 
license has violated, any of the requirements in 
this chapter or adopted rules;
(2) permits, aids, or abets the commission of any 
illegal act in the provision of assisted living 
services;
(3) performs any act detrimental to the health, 
safety, and welfare of a resident;
(4) obtains the license by fraud or 
misrepresentation;
(5) knowingly makes a false statement of a 
material fact in the application for a license or in 
any other record or report required by this 
chapter;
(6) denies representatives of the department 

 0 250

Minnesota Department of Health
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access to any part of the facility's books, records, 
files, or employees;
(7) interferes with or impedes a representative of 
the department in contacting the facility's 
residents;
(8) interferes with or impedes ombudsman 
access according to section 256.9742, 
subdivision 4, or interferes with or impedes 
access by the Office of Ombudsman for Mental 
Health and Developmental Disabilities according 
to section 245.94, subdivision 1;
(9) interferes with or impedes a representative of 
the department in the enforcement of this chapter 
or fails to fully cooperate with an inspection, 
survey, or investigation by the department;
(10) destroys or makes unavailable any records 
or other evidence relating to the assisted living 
facility's compliance with this chapter;
(11) refuses to initiate a background study under 
section 144.057 or 245A.04;
(12) fails to timely pay any fines assessed by the 
commissioner;
(13) violates any local, city, or township ordinance 
relating to housing or assisted living services;
(14) has repeated incidents of personnel 
performing services beyond their competency 
level; or
(15) has operated beyond the scope of the 
assisted living facility's license category.
(b) A violation by a contractor providing the 
assisted living services of the facility is a violation 
by the facility.

This MN Requirement  is not met as evidenced 
by:
Based on interview and record review, the 
licensee failed to show they met the requirements 
of licensure, by attesting the managerial officials 
who oversaw the day-to-day operations 
understood applicable statutes and rules; nor 
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developed and/or implemented current policies 
and procedures as required with records 
reviewed. 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 
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:

On April 17, 2023, at approximately 9:30 a.m., 
licensed assisted living director (LALD)-C stated 
the licensee's employees in charge of the facility 
were familiar with the assisted living regulations 
and the licensee provided medication and 
treatment management services.  

The licensee's Application for Assisted Living 
License, section titled Official Verification of 
Owner or Authorized Agent, (page four and five of 
the application), identified, I certify I have read 
and understand the following: [a check mark was 
placed before each of the following]:

- I have read and fully understand Minn. 
[Minnesota] Stat. [statute] sect. [section] 
144G.45, my building(s) must comply with 
subdivisions 1-3 of the section, as applicable 
section Laws 2020, 7th Spec. [special] Sess 
[session]., chpt. [chapter] 1. art. [article] 6, sect. 
17.

- I have read and fully understand Minn. Stat. 
Minnesota Department of Health

If continuation sheet  4 of 976899STATE FORM 5SBE11



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 05/08/2023 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Minnesota Department of Health

21387 04/20/2023

NAME OF PROVIDER OR SUPPLIER

ROSE ARBOR/WILDFLOWER LODGE

STREET ADDRESS, CITY, STATE, ZIP CODE

16500 92ND AVENUE NORTH
MAPLE GROVE, MN  55311

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETE

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 0 250Continued From page 4 0 250

sect. 144G.80, 144G.81. and Laws 2020, 7th 
Spec. Sess., chpt. 1, art. 6, sect. 22, my 
building(s) must comply with these sections if 
applicable.

- Assisted Living Licensure statutes in Minn. Stat. 
chpt. 144G.

- Assisted Living Licensure rules in Minnesota 
Rules, chpt. 4659.

- Reporting of Maltreatment of Vulnerable Adults.

- Electronic Monitoring in Certain Facilities.

- I understand pursuant to Minn. Stat. sect. 13.04 
Rights of Subjects of Data, the Commissioner will 
use information provided in this application, which 
may include an in-person or telephone 
conference, to determine if the applicant meets 
requirements for assisted living licensing. I 
understand I am not legally required to supply the 
requested information; however, failure to provide 
information or the submission of false or 
misleading information may delay the processing 
of my application or may be grounds for denying 
a license. I understand that information submitted 
to the commissioner in this application may, in 
some circumstances, be disclosed to the 
appropriate state, federal or local agency and law 
enforcement office to enhance investigative or 
enforcement efforts or further a public health 
protective process. Types of offices include Adult 
Protective Services, offices of the ombudsmen, 
health-licensing boards, Department of Human 
Services, county or city attorneys' offices, police, 
local or county public health offices.

- I understand in accordance with Minn. Stat. 
sect. 144.051 Data Relating to Licensed and 

Minnesota Department of Health
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Registered Persons (opens in a new window), all 
data submitted on this application shall be 
classified as public information upon issuance of 
a provisional license or license. All data submitted 
are considered private until MDH issues a 
license.

- I declare that, as the owner or authorized agent, 
I attest that I have read Minn. Stat. chapter 144G, 
and Minnesota Rules, chapter 4659 governing 
the provision of assisted living facilities, and 
understand as the licensee I am legally 
responsible for the management, control, and 
operation of the facility, regardless of the 
existence of a management agreement or 
subcontract.

- I have examined this application and all 
attachments and checked the above boxes 
indicating my review and understanding of 
Minnesota Statutes, Rules, and requirements 
related to assisted living licensure. To the best of 
my knowledge and believe, this information is 
true, correct, and complete. I will notify MDH, in 
writing, of any changes to this information as 
required.

- I attest to have all required policies and 
procedures of Minn. Stat. chapter 144G and 
Minn. Rules chapter 4659 in place upon licensure 
and to keep them current as applicable.

Page six was electronically signed by agent (A)-O 
on May 20, 2022.

The licensee had an assisted living license issued 
on August 1, 2022, with an expiration date of 
June 30, 2023.

The licensee failed to ensure the following 
Minnesota Department of Health
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policies and procedures were developed and/or 
implemented:

- conducting and handling background studies on 
employees;

- orientation, training, and competency 
evaluations of staff, and a process for evaluating 
staff performance;

- conducting initial and ongoing resident 
evaluations and assessments of resident needs, 
including assessments by a registered nurse or 
appropriate licensed health professional, and how 
changes in a resident's condition are identified, 
managed, and communicated to staff and other 
health care providers as appropriate;

-  implementation of the assisted living bill of 
rights;

- conducting appropriate screenings, or 
documentation of prior screenings, to show that 
staff are free of tuberculosis, consistent with 
current United States Centers for Disease Control 
and Prevention standards;

- medication and treatment management; and

- delegation of tasks by registered nurses or 
licensed health professionals.

On April 20, 2023, at approximately 10:25 a.m., 
clinical nurse supervisor (CNS)-D confirmed the 
licensee provided Assisted living services but 
failed to develop and implement corresponding 
policies and procedures, as required.

As a result of this survey, the following orders 
were issued  0450, 0480, 0580, 0630, 0650, 

Minnesota Department of Health
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0660, 0680, 0700, 0800, 0810, 0900, 0950, 0970, 
1290, 1420, 1470, 1540, 1620, 1730, 1790, 1820, 
1880, 1890, 1940, 2040, 2070, 2110, 2170, and 
2310 indicating the licensee's understanding of 
the Minnesota statutes were limited, or not 
evident for compliance with Minnesota Statutes, 
section 144G.08 to 144G.95.

No further information was provided.

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

 0 450
SS=C

144G.41 Subdivision 1 Minimum requirements

All assisted living facilities shall:
(1) distribute to residents the assisted living bill of 
rights;
(2) provide services in a manner that complies 
with the Nurse Practice Act in sections 148.171 to 
148.285;
(3) utilize a person-centered planning and service 
delivery process;
(4) have and maintain a system for delegation of 
health care activities to unlicensed personnel by a 
registered nurse, including supervision and 
evaluation of the delegated activities as required 
by the Nurse Practice Act in sections 148.171 to 
148.285;

This MN Requirement  is not met as evidenced 
by:

 0 450

Based on interview and record review, the 
licensee failed to provide the current bill of rights 
(BOR) for assisted living to three of five residents 
(R3, R5, R8).  

This practice resulted in a level one violation (a 
violation that has no potential to cause more than 
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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: 

R3
R3 admitted to the licensee on January 14, 2019. 
R3 did not receive assisted living services from 
the licensee. 

R5
R5 admitted to the licensee on March 30, 2021, 
under the licensee's former compressive license 
and began receiving assisted living services 
August 1, 2021.

R8
R8 admitted to the licensee on July 14, 2017, 
under the licensee's former comprehensive 
license and began receiving assisted living 
services on August 1, 2021.

R3, R5, and R8's record lacked evidence the 
residents received the assisted living BOR.

On April 17, 2023, at 3:49 p.m., licensed assisted 
living director (LALD)-C stated, "I have not seen 
any of the residents that admitted before the 
regulations changed have a new assisted living 
BOR."

The licensees Bill of Rights policy dated January 
31, 2018, did not meet the requirements of 
current licensure. 

No further information provided. 
Minnesota Department of Health

If continuation sheet  9 of 976899STATE FORM 5SBE11



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 05/08/2023 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Minnesota Department of Health

21387 04/20/2023

NAME OF PROVIDER OR SUPPLIER

ROSE ARBOR/WILDFLOWER LODGE

STREET ADDRESS, CITY, STATE, ZIP CODE

16500 92ND AVENUE NORTH
MAPLE GROVE, MN  55311

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETE

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 0 450Continued From page 9 0 450

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

 0 480
SS=F

144G.41 Subd 1 (13) (i) (B) Minimum 
requirements

(13) offer to provide or make available at least the 
following services to residents:
(B) food must be prepared and served according 
to the Minnesota Food Code, Minnesota Rules, 
chapter 4626; and

This MN Requirement  is not met as evidenced 
by:

 0 480

Based on observation, interview, and record 
review, the licensee failed to ensure food was 
prepared according to the Minnesota Food Code. 
This had the potential to affect all 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:

Please refer to the additional documentation 
included in the Food and Beverage Establishment 
Inspection Reports, dated April 18, 2023.

TIME PERIOD FOR CORRECTION: Twenty-one 
(21) days
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 0 580
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144G.42 Subd. 2 Quality management

The facility shall engage in quality management 
appropriate to the size of the facility and relevant 
to the type of services provided. "Quality 
management activity" means evaluating the 
quality of care by periodically reviewing resident 
services, complaints made, and other issues that 
have occurred and determining whether changes 
in services, staffing, or other procedures need to 
be made in order to ensure safe and competent 
services to residents. Documentation about 
quality management activity must be available for 
two years. Information about quality management 
must be available to the commissioner at the time 
of the survey, investigation, or renewal.

This MN Requirement  is not met as evidenced 
by:

 0 580

Based on interview and record review, the 
licensee failed to implement and maintain a 
quality management program (QMP) appropriate 
to the size of the facility and relevant to the type 
of services provided. 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 
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 April 18, 2023, at 3:14 p.m., licensed assisted 
living director (LALD)-C stated, "We do not 

 

Minnesota Department of Health
If continuation sheet  11 of 976899STATE FORM 5SBE11



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 05/08/2023 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Minnesota Department of Health

21387 04/20/2023

NAME OF PROVIDER OR SUPPLIER

ROSE ARBOR/WILDFLOWER LODGE

STREET ADDRESS, CITY, STATE, ZIP CODE

16500 92ND AVENUE NORTH
MAPLE GROVE, MN  55311

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETE

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 0 580Continued From page 11 0 580

currently have a quality management program 
and the last one they [licensee] had was from 
before my time and way too long ago. We do 
safety committee meetings and talk about items 
in that meeting, and we plan to implement a 
quality management program in the near future." 

The licensee's Quality Improvement Project policy 
dated January 31, 2018, indicated the licensee 
would:
- document the performance improvement 
process; 
- maintain performance improvement documents 
on file for at least two years;
- the performance improvement documentation 
should be made available, upon request, to 
Minnesota Department of Health (MDH) 
surveyors and office of health facility complaints 
(OHFC) investigators; and
- at least one performance improvement project 
shall be in process at all times. 

No further information provided.

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

 0 630
SS=F

144G.42 Subd. 6 (b) Compliance with 
requirements for reporting ma

(b) The facility must develop and implement an 
individual abuse prevention plan for each 
vulnerable adult. The plan shall contain an 
individualized review or assessment of the 
person's susceptibility to abuse by another 
individual, including other vulnerable adults; the 
person's risk of abusing other vulnerable adults; 
and statements of the specific measures to be 
taken to minimize the risk of abuse to that person 

 0 630
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and other vulnerable adults. For purposes of the 
abuse prevention plan, abuse includes 
self-abuse.

This MN Requirement  is not met as evidenced 
by:
Based on interview and record review, the 
licensee failed to address the resident's 
susceptibility to abuse and the risk of abuse to 
others for all assisted living residents not 
receiving services. 

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

The findings include:

R3 signed the licensee's Resident Agreement on 
January 14, 2019. R3 did not receive assisted 
living services from the licensee. 

R3's record lacked an individualized review or 
assessment of the resident's susceptibility to 
abuse by another individual, including other 
vulnerable adults, the resident's risk of abusing 
other vulnerable adults and statements of the 
specific measures to be taken to minimize the 
risk of abuse to that resident or other vulnerable 
adults. 

On April 17, 2023, at 9:30 a.m., during the 
entrance conference, licensed assisted living 
director (LALD)-C provided the surveyor with the 
licensee's Current Resident Roster - Assisted 
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Living form which listed all residents who resided 
at the facility. There were 25 residents who were 
identified as not receiving services (commonly 
referred to as independent living) and were 
identified by an "X," in the column labeled, 
"Housing Only".
 
On April 17, 2023, at approximately 2:28 p.m., 
clinical nurse supervisor (CNS)-D indicated the 
licensee did not complete a review or 
assessment on independent living residents for 
susceptibility of abuse or risk of abusing others. 
In addition, CNS-D stated they were unaware of 
the requirement.

No further information provided. 

TIME PERIOD FOR CORRECTION: Seven (7) 
days

 0 650
SS=F

144G.42 Subd. 8 Employee records

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

 0 650
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needed and training needs;
(5) for individuals providing assisted living 
services, verification that required health 
screenings under subdivision 9 have taken place 
and the dates of those screenings; and
(6) documentation of the background study as 
required under section 144.057.

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

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:

ULP-B
ULP-B was hired July 28, 2009, under the 
licensee's former comprehensive license and 
started providing assisted living services August 
1, 2021. 

On April 18, 2023, between 6:30 a.m. and 7:12 
a.m., the surveyor observed ULP-B provide 
dressing, grooming, and toileting assistance 
including catheter care to R8. 

ULP-B's employee record included performance 
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evaluations from 2009, 2010, 2011, 2013, and 
2020, however, lacked documentation of 
additional annual performance reviews that 
identified areas of improvement needed and 
training needs. In addition, ULP-B's employee 
record lacked documentation of required 
competency training completed by a registered 
nurse (RN) for catheter care.

On April 18, 2023, at 7:16 a.m., ULP-B stated a 
RN trained them on catheter cares.

ULP-J
ULP-J was hired October 19, 2022, and started 
providing assisted living services. 

On April 20, 2023, at 9:30 a.m., ULP-J stated they 
conducted blood glucose monitoring on residents. 
In addition, ULP-J stated they were trained and 
completed a competency for blood glucose 
monitoring in a medication class provided by the 
licensee. 

ULP-J's employee record lacked documentation 
of required competency training completed by a 
RN for blood glucose monitoring.

ULP-K
ULP-K was hired December 5, 2016, under the 
licensee's former comprehensive license and 
started providing assisted living services August 
1, 2021.

On April 18, 2023, from 8:00 a.m. through 8:15 
a.m., the surveyor observed ULP-K complete 
medication administration on two residents. 

ULP-K employee record included performance 
evaluations from 2018 and 2021, however, lacked 
documentation of additional annual performance 
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reviews that identified areas of improvement 
needed and training needs.

On April 19, 2023, at 11:16 a.m., clinical nurse 
supervisor (CNS)-D stated all employees 
complete a competency related to catheter care. 
The surveyor inquired if ULP-B completed a 
catheter competency. CNS-D verified ULP-B 
employee record lacked a catheter competency 
and stated they were unable to answer because 
ULP-B started employment prior to their date of 
hire. 

On April 19, 2023, 11:35 a.m., CNS-D stated 
annual performance reviews should be conducted
yearly on the employee's anniversary date. In 
addition, CNS-D stated they were "behind" on 
completion of performance evaluations.  

On April 20, 2023, at 11:05 a.m., CNS-D stated 
ULP-J received training on blood glucose during 
the medication class however, the licensee 
lacked documentation of training and 
competency. 

The licensee's Personnel Files / Employee 
Records policy dated January 31, 2018, indicated 
every employee shall have a personnel file that 
would include competency evaluations conducted 
by a registered nurse (RN) for delegated nursing 
services and documentation of annual 
performance review. 

 No further information was provided. 

TIME PERIOD FOR CORRECTION: Twenty-one 
(21) days
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 0 660
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144G.42 Subd. 9 Tuberculosis prevention and 
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:

 0 660

Based on interview and record review, the 
licensee failed to maintain a tuberculosis (TB) 
prevention and control program, based on the 
most current guidelines issued by the Centers for 
Disease Control and Prevention (CDC), which 
included a two-step tuberculin skin test (TST) or 
other evidence of TB screening such as a blood 
test, for one of five employees (unlicensed 
personnel (ULP)-K) and a completed health 
history and symptom screening for two of five 
employees (registered nurse (RN)-A, ULP-K).

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 pattern scope (when more than a 
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limited number of residents are affected, more 
than a limited number of staff are involved, or the 
situation has occurred repeatedly; but is not 
found to be pervasive). 

The findings include:

The facility TB risk assessment was completed 
March 1, 2023, and indicated the facility was at a 
low risk for TB transmission.

RN-A
RN-A was hired November 9, 2022, to provide 
supervision and oversite to unlicensed personnel 
and provide direct services residents.

RN-A's employee record included a chest x-ray 
dated July 28, 2020, completed after a positive 
T-SPOT TB test. RN-A's record lacked a 
completed health history and symptom screening. 

ULP-K
ULP-K was hired December 5, 2016, under the 
licensee's former comprehensive license and 
started providing assisted living services August 
1, 2021. 

ULP-K's employee record lacked evidence a TB 
history and symptom screening and baseline TB 
screening was completed.

On April 19, 2023, at 1:24 p.m., clinical nurse 
supervisor (CNS)-D stated the licensee recently 
changed from employee's completing a health 
history and symptom screening and a TST at the 
facility to completing a QuantiFERON gold 
outside of the facility. In addition, CNS-D stated 
all employees who have recently completed a 
QuantiFERON gold would lack a health history 
and symptom screening.  
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On April 20, 2023, at 11:27 a.m., CNS-D stated 
they were unable to locate TB records for ULP-K. 
In addition, CNS-D stated they recently 
completed an employee record audit on TB and 
they believed they did observe a TB record for 
ULP-K.

The CDC's Tuberculosis Screening, Testing, and 
Treatment of U.S. Health Care Personnel: 
Recommendations from the National 
Tuberculosis Controllers Association and CDC 
dated May 16, 2019, recommend all health care 
professionals complete a TB screening including 
a symptom evaluation and a interferon gamma 
release assay (IGRA) or TST.

The licensee's Tuberculosis and Staff Screening 
policy dated January 31, 2018, indicated 
employees shall be screened and tested for 
tuberculosis prior to the staff being exposed to 
the clients [residents]. In addition, new employees 
shall be screened for active signs of TB using the 
Baseline TB Screening Tool for Healthcare 
Workers (HCWs).

No further information was provided.

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

 0 680
SS=F

144G.42 Subd. 10 Disaster planning and 
emergency preparedness

(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 

 0 680

Minnesota Department of Health
If continuation sheet  20 of 976899STATE FORM 5SBE11



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 05/08/2023 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Minnesota Department of Health

21387 04/20/2023

NAME OF PROVIDER OR SUPPLIER

ROSE ARBOR/WILDFLOWER LODGE

STREET ADDRESS, CITY, STATE, ZIP CODE

16500 92ND AVENUE NORTH
MAPLE GROVE, MN  55311

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETE

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 0 680Continued From page 20 0 680

temporary relocation sites, and details staff 
assignments in the event of a disaster or an 
emergency;
(2) post an emergency disaster plan prominently;
(3) provide building emergency exit diagrams to 
all residents;
(4) post emergency exit diagrams on each floor; 
and
(5) have a written policy and procedure regarding 
missing residents.
(b) The facility must provide emergency and 
disaster training to all staff during the initial staff 
orientation and annually thereafter and must 
make emergency and disaster training annually 
available to all residents. Staff who have not 
received emergency and disaster training are 
allowed to work only when trained staff are also 
working on site.
(c) The facility must meet any additional 
requirements adopted in rule.

This MN Requirement  is not met as evidenced 
by:
Based on interview and record review the 
licensee failed to have a written emergency 
preparedness plan (EPP) with all the required 
content. This had the potential to affect all 
residents receiving services under the assisted 
living with dementia license.

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).
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The findings include:

The licensee's emergency disaster preparedness 
plan lacked evidence of the following required 
content:
- review and update annually;
- identify which staff would assume specific roles 
in another's absence through succession 
planning and delegation of authority;
- subsistence needs for staff and residents 
including safe/sanitary storage of provisions;
- system of medical documentation that 
preserves resident information, protects 
confidentiality, and secures/maintains availability 
of records;
- arrangements with other facilities;
- method for sharing information from the 
emergency plan, that the facility has determined 
appropriate, with residents and their 
families/representatives;
- means to providing information about the 
facility's occupancy, needs, and its ability to 
provide assistance, to the authority having 
jurisdiction, the Incident Command Center, or 
designee;
- develop and maintain EP training and testing 
program;
- participate in an annual full-scale exercise that 
is community based OR conduct an annual, 
individual, facility-based functional exercise OR if 
the facility experiences an actual emergency 
requiring activation of plan, facility is exempt from 
engaging in its next required full-scale exercise; 
- conduct an additional annual exercise that may 
include: a second full-scale exercise that is 
community-based or an individual, facility based 
functional exercise OR mock disaster drill OR 
table-top exercise; and
-analyze the facility's response to and maintain 
documentation of all drills, tabletop exercises and 
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emergency events & revise plan as needed.

On April 19, 2023, at 10:40 a.m., maintenance 
director (MD)-L stated the items missing were 
items they had yet to implement but they 
[licensee] would start working on them.

On April 19, 2023, at 11:45 a.m., licensed 
assisted living director (LALD)-C stated, "we 
[licensee] are aware of what is needed in the EPP 
and have plans to implement it soon."

No further information was provided.

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

 0 700
SS=F

144G.43 Subdivision 1 Resident record

(b) Resident records, whether written or 
electronic, must be protected against loss, 
tampering, or unauthorized disclosure in 
compliance with chapter 13 and other applicable 
relevant federal and state laws. The facility shall 
establish and implement written procedures to 
control use, storage, and security of resident 
records and establish criteria for release of 
resident information.

This MN Requirement  is not met as evidenced 
by:

 0 700

Based on observation, interview, and record 
review, the licensee failed to ensure resident's 
personal health and medical information was kept 
private for all residents.

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

The findings include:

On April 18, 2023, at 6:50 a.m., the surveyor 
observed the two medication carts located on the 
first floor in the common dining room. Located on 
top of one medication cart were two completed 
resident fall reports. On the second medication 
cart there was a note taped to the cart that read, 
"122- [resident's name] needs his eardrops done 
every day at 8pm".

On April 18, 2023, at 7:40 a.m., the surveyor 
observed the two medication carts located on the 
third floor in the commons area. Located on top 
of one medication cart were notes that read, "303 
Trazadone 1 ½ pills at night", "303 Levothyroxine 
can go with other morning meds she prefers it 
late", "Please, give 319 meals if she doesn't go 
down.", and "307 is assisted living! Please check 
on her every 2 hours for wellness check. She is to 
be escorted for every meal. She would like her 
AM meds at 8am and PM meds at 9pm. Thank 
you!!!" 

On April 18, 2023, at 7:03 a.m., unlicensed 
personnel (ULP)-J stated, "we keep the 24-hour 
log books on top of each of the med carts, but the 
reports should be inside the book."

On April 18, 2023, at 7:49 a.m., register nurse 
(RN)-A stated, "The staff are trained to keep 
resident information confidential; the notes should 
not be on the cart they should be in the binder 
and the binder should be kept locked in the cart."
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The licensees undated Confidentiality policy 
indicated personal, financial, medical, or other 
private information regarding residents or staff 
should not be disclosed to any other person 
except:
-as may be required by law;
-to other staff as appropriate or necessary to 
provide services;
-to persons authorized in writing by the resident 
or resident's responsible person to receive the 
information, including third party payers; and
- to representatives of the commissioner 
authorized to survey or investigate any part of the 
community.
In addition, it was the employee's responsibility to 
stop co-workers or other staff from discussing 
inappropriate resident or staff information in 
public areas. 

No further information provided. 

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

 0 800
SS=F

144G.45 Subd. 2 (a) (4) Fire protection and 
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:

 0 800
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Based on observation and interview, the licensee 
failed to maintain 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. This deficient condition had the 
potential to affect all staff, residents, 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 
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).

Findings include:

On a facility tour on April 18, 2023, from 
approximately 10:00 a.m. to 1:00 p.m. with the 
maintenance director (MD)-L the following was 
observed:

Rose Arbor Assisted Living
The laundry rooms on the second, third, and 
fourth floor were being held open by kick-stand 
style door holders which negated any fire rating 
for the rooms. It was also observed that the door 
closer on the second-floor laundry room door had 
been disabled and part of it was removed.

The third-floor storage room had dark staining on 
the ceiling that appeared to be damaged by 
water.

The fire separation wall between the third-floor 
storage room and the adjacent room had the 
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sheetrock cut open and not replaced which 
negated any fire rating for the wall.

The trash chute door on the third floor was not 
installed tightly to the wall and did not close and 
positively latch. All trash chute doors should close 
and latch completely to maintain the fire 
resistance integrity of the trash chute system that 
connects all levels of the facility.

The trash chute door on the second floor did not 
close and positively latch. All trash chute doors 
should close and latch completely to maintain the 
fire resistance integrity of the trash chute system 
that connects all levels of the facility.

The fire-rated stairwell door on the second floor 
by apartment 202 did not close completely and 
positively latch. Fire-rated doors to egress stairs 
should close and positively latch to maintain the 
fire resistance integrity of the egress stairwell.

The first-floor electrical closet had a 4-inch by 
4-inch hole in the sheetrock. 

The link to the Wildflower Memory Care building 
had a large hole cut in the sheetrock of the 
ceiling. The hole measured approximately 12 
inches by 12 inches.

Wildflower Lodge Memory Care
Apartment 34 had damage to the ceiling adjacent 
to the smoke alarm. The damage appeared to be 
caused by water but was dry to the touch at the 
time of the survey.

The lights in the main level storage room and the 
dry storage room did not work. 

The room used as the beauty parlor did not have 
Minnesota Department of Health
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an exhaust fan or an operable window to exhaust 
noxious fumes and chemicals from the air.

The mechanical closet on the lower level had the 
rated ceiling assembly mostly removed between 
the mechanical closet and the floor structure 
above which compromised the fire integrity of the 
structural system.

The mechanical closet on the main level had 
black and dark brown staining on the ceiling that 
appeared to be from water damage.

There was a broken light cover on a fluorescent 
light in the upper-level hallway.

There was a hole in the sheetrock adjacent to 
apartment 111B. 

The exhaust fan in the shower room did not turn 
on when the switch was flipped.

MD-L visually verified these deficient findings at 
the time of discovery.

TIME PERIOD FOR CORRECTION: Seven (7) 
days.

 0 810
SS=F

144G.45 Subd. 2 (b)-(f) Fire protection and 
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) employee actions to be taken in the event of 
a fire or similar emergency;
   (3) fire protection procedures necessary for 

 0 810
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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) Employees 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 employees 
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 a record review and interview, the 
licensee failed to develop a fire safety and 
evacuation plan with the required elements, failed 
to provide required employee and resident 
training on fire safety and evacuation, and failed 
to conduct required evacuation drills. This had the 
potential to affect all staff, residents, 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 

 

Minnesota Department of Health
If continuation sheet  29 of 976899STATE FORM 5SBE11



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 05/08/2023 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Minnesota Department of Health

21387 04/20/2023

NAME OF PROVIDER OR SUPPLIER

ROSE ARBOR/WILDFLOWER LODGE

STREET ADDRESS, CITY, STATE, ZIP CODE

16500 92ND AVENUE NORTH
MAPLE GROVE, MN  55311

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETE

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 0 810Continued From page 29 0 810

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).

Findings include: 

A record review and interview were conducted on 
April 18, 2023, at approximately 1:30 p.m. with 
the Maintenance Director (MD)-L on the fire 
safety and evacuation plan, fire safety and 
evacuation training, and evacuation drills for the 
facility.

Record review of the available documentation 
indicated that the licensee did not have employee 
actions to be taken in the event of a fire or similar 
emergency. The facility plan indicated to use 
RACE acronym but was very vague and did not 
provide complete actions for employees to take in 
the event of a fire or similar emergency. During 
interview, MD-L verified that the fire safety and 
evacuation plan for the facility lacked these 
provisions. 

Record review of the available documentation 
indicated that the licensee did not have fire 
protection procedures necessary for residents 
included in the fire safety and evacuation plan. 
During interview, MD-L verified that the fire safety 
and evacuation plan for the facility lacked these 
provisions.

Record review of the available documentation 
indicated that the fire safety and evacuation plan 
did not include procedures for resident 
movement, evacuation, or relocation during a fire 
or similar emergency including the identification 
of unique or unusual resident needs for 
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movement or evacuation. The facility plan did 
include some provisions for the relocation of 
residents but did not specify how to move or 
evacuate residents or identify the unique and 
unusual needs of the residents. During interview, 
MD-L verified that the fire safety and evacuation 
plan for the facility lacked these provisions.

Record review of available documentation 
indicated that the licensee did not provide 
employee training on the fire safety and 
evacuation plan twice per year after the training at 
initial hire. During interview, MD-L stated the 
licensee did not have any documented training or 
a policy on training employees. 

Record review of the available documentation 
indicated that the licensee did not provide annual 
training to residents who can assist in their own 
evacuation on the proper actions to take in the 
event of a fire including movement, evacuation, or 
relocation as required by statute. During 
interview, MD-L stated that the facility did not 
have documentation or a policy on offering 
resident training on the fire safety and evacuation 
plan. 

Record review of the available documentation 
indicated that the licensee did not conduct 
evacuation drills twice per year per shift and 
every other month as required by statute. 
Provided documentation indicated that the only 
completed evacuation drill was done on March 
30, 2023. During interview, MD-L verified that 
there were no further documented drills for the 
facility and verified this deficient condition.  

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

Minnesota Department of Health
If continuation sheet  31 of 976899STATE FORM 5SBE11



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 05/08/2023 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Minnesota Department of Health

21387 04/20/2023

NAME OF PROVIDER OR SUPPLIER

ROSE ARBOR/WILDFLOWER LODGE

STREET ADDRESS, CITY, STATE, ZIP CODE

16500 92ND AVENUE NORTH
MAPLE GROVE, MN  55311

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETE

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 0 900Continued From page 31 0 900

 0 900
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144G.50 Subdivision 1 Contract required

(a) An assisted living facility may not offer or 
provide housing or assisted living services to any 
individual unless it has executed a written 
contract with the resident. 
(b) The contract must contain all the terms 
concerning the provision of:
(1) housing;
(2) assisted living services, whether provided 
directly by the facility or by management 
agreement or other agreement; and
(3) the resident's service plan, if applicable.
(c) A facility must:
(1) offer to prospective residents and provide to 
the Office of Ombudsman for Long-Term Care a 
complete unsigned copy of its contract; and
(2) give a complete copy of any signed contract 
and any addendums, and all supporting 
documents and attachments, to the resident 
promptly after a contract and any addendum has 
been signed.
(d) A contract under this section is a consumer 
contract under sections 325G.29 to 325G.37.
(e) Before or at the time of execution of the 
contract, the facility must offer the resident the 
opportunity to identify a designated representative 
according to subdivision 3.

     (f) The resident must agree in writing to 
any additions or amendments to the contract. 
Upon agreement between the resident and the 
facility, a new contract or an addendum to the 
existing contract must be executed and signed.

This MN Requirement  is not met as evidenced 
by:

 0 900

Based on interview and record review, the 
licensee failed to develop and execute a written 
contract with the required content post 
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implementation of 144G Statutes for three of five 
residents (R3, R5, R8).

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

The findings include:

The licensee converted to an Assisted Living 
Facility with Dementia Care license on August 1, 
2021. 

R3
R3 admitted to the licensee on January 14, 2019. 
R3 did not receive assisted living services from 
the licensee. 

R3's Independent Living Resident and Service 
Agreement was signed on January 14, 2019.  

R5
R5 admitted to the licensee on March 30, 2021, 
under the licensee's former compressive license 
and began receiving assisted living services 
August 1, 2021.

R5's Housing and Assisted Living Community 
and/or Memory Care Residence and Service 
Agreement was signed March 30, 2021.

R8
R8 admitted to the licensee on July 14, 2017, 
under the licensee's former comprehensive 
license and began receiving assisted living 
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services on August 1, 2021.

R8's Housing and Assisted Living Community 
Residence and Service Agreement was signed 
July 14, 2017. 

R3, R5, and R8 did not receive the required post 
144G Statute contract to be provided to residents 
prior to providing housing or assisted living 
services.

On April 18, 2023, at 2:47 p.m., licensed assisted 
living director (LALD)-C stated all resident who 
admitted to the licensee prior to August 1, 2021, 
did not receive a new contract when the licensee 
transitioned from a comprehensive license to an 
assisted living with dementia care license. In 
addition, LALD-C stated they were aware of the 
requirement and were unaware of why the 
licensee did not issue new contracts to residents. 

No further information was provided. 

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

 0 950
SS=C

144G.50 Subd. 3 Designation of representative

(a) Before or at the time of execution of an 
assisted living contract, an assisted living facility 
must offer the resident the opportunity to identify 
a designated representative in writing in the 
contract and must provide the following verbatim 
notice on a document separate from the contract:

"RIGHT TO DESIGNATE A REPRESENTATIVE 
FOR CERTAIN PURPOSES.

You have the right to name anyone as your 

 0 950
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"Designated Representative." A Designated 
Representative can assist you, receive certain 
information and notices about you, including 
some information related to your health care, and 
advocate on your behalf. A Designated 
Representative does not take the place of your 
guardian, conservator, power of attorney 
("attorney-in-fact"), or health care power of 
attorney ("health care agent"), if applicable."

(b) The contract must contain a page or space for 
the name and contact information of the 
designated representative and a box the resident 
must initial if the resident declines to name a 
designated representative. Notwithstanding 
subdivision 1, paragraph (f), the resident has the 
right at any time to add, remove, or change the 
name and contact information of the designated 
representative.

This MN Requirement  is not met as evidenced 
by:
Based on interview and record review, the 
licensee failed to offer the opportunity to identify a 
designated representative for three of three 
residents (R2, R4, R5).   

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 the 
residents).  

The findings include:

R2
R2 admitted to the licensee on June 28, 2022, 
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and began receiving assisted living services. 

R2's Housing and Assisting Living and /or 
Memory Care Residence and Service Agreement 
was signed June 23, 2022.

R4
R4 admitted to the licensee on May 4, 2022, and 
began receiving assisted living services. 

R4's Housing and Assisting Living and /or 
Memory Care Residence and Service Agreement 
was signed May 5, 2022.

R5
R5 admitted to the licensee on February 6, 2021, 
under the licensee's former comprehensive 
license and began receiving assisted living 
services on August 1, 2021. 

R5's Housing and Assisted Living Community 
and/or Memory Care Residence and Service 
Agreement was signed March 30, 2021.

R2, R4, and R5's contract lacked the opportunity 
to designate a representative and the verbatim 
"right to designate a representative for certain 
purposes" notice.

On April 18, 2023, at 2:47 p.m., licensed assisted 
living director (LALD)-C stated, "I have not been 
able to find that any of our residents have the 
designation of representative in their contracts or 
as an addendum to the contract."

No further information was provided.  

TIME PERIOD FOR CORRECTION: Twenty-One 
(21) days
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 0 970
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144G.50 Subd. 5 Waivers of liability prohibited

The contract must not include a waiver of facility 
liability for the health and safety or personal 
property of a resident. The contract must not 
include any provision that the facility knows or 
should know to be deceptive, unlawful, or 
unenforceable under state or federal law, nor 
include any provision that requires or implies a 
lesser standard of care or responsibility than is 
required by law.

This MN Requirement  is not met as evidenced 
by:

 0 970

Based on interview and record review, the 
licensee failed to ensure the assisted living 
contract did not include language waiving the 
facility's liability for health, safety, or personal 
property of a resident for two of two residents 
(R2, R5).

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

The findings include:

R2
R2 admitted to the licensee on June 28, 2022, 
and began receiving assisted living services. 

R2's Housing and Assisting Living and /or 
Memory Care Residence and Service Agreement 
was signed June 23, 2022.
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R5
R5 admitted to the licensee on February 6, 2021, 
under the licensee's former comprehensive 
license and began receiving assisted living 
services on August 1, 2021. 

R5's Housing and Assisted Living Community 
and/or Memory Care Residence and Service 
Agreement was signed March 30, 2021.

R2 and R5's Assisted Living Contract, page 13, 
section C titled indemnification, read, " You 
hereby agree to defend, indemnify, hold 
harmless, and release the Community and its 
Agents from and against any and all liabilities, 
losses, costs, expenses, claims, suits, damages, 
injuries, awards, judgements, and / or 
responsibilities whatsoever, including without 
limitation, legal fees and costs, expert fees, and 
similar expenses may be asserted against, 
imposed upon, or incurred by the Community as 
a result of or related to:
1. Your failure to obtain, or from the failure of 
others to furnish, nursing, health care, or personal 
care services, and from all injury and damages 
which could have been avoided or reduced if 
such services had been obtained or furnished;
2. Any acts committed by a caregiver employed 
or arranged by You that directly or indirectly result 
in harm or injury to You, other residents or staff, 
or other individuals in or about the Community;
3. Any injury or death to any person caused by 
You or Your Guests;
4. Any damage to property of others caused by 
You or Your Guests;
5. The handling of abandoned property as 
described in Section III.C.2.g below;
6. Your negligence, intentional wrongdoing, or 
breach of Your contractual obligations; and
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7. Any use of durable medical equipment used by 
You whatsoever, including, without limitation, 
mobility devices, hospital beds, bed rails, 
wheelchairs, walkers, glasses, hearing aids, 
oxygen, etc.;
unless resulting solely from the Community or its 
Agents' gross negligence or willful misconduct or 
unless such indemnification is prohibited by law."

On April 18, 2023, at 2:48 p.m., licensed assisted 
living director (LALD)-C stated they were aware of 
the requirement to not include language waiving 
the facility's liability for health, safety, or personal 
property of a resident in the contract. The 
surveyor inquired if they knew why the language 
was in the contract and if it applied to all 
contracts. LALD-C stated all resident contracts 
have the section listed above, and they recently 
reviewed the contract and noticed the section 
listed above and were going to have it removed 
from the contract.  

No further information provided. 

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

 01290
SS=I

144G.60 Subdivision 1 Background studies 
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 
classified as private data on individuals under 

 01290
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section 13.02, subdivision 12.
(c) Termination of an employee 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 observation, 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 
two employees (unlicensed personnel (ULP)-B). 
This resulted in an immediate correction order 
issued on April 19, 2023. 

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

The findings include:

ULP-B had a hire date of July 28, 2009, to 
provide direct services under the licensee's 
former comprehensive license, and began 
providing assisted living services on August 1, 
2021.

On April 18, 2023, from 6:30 a.m. through 7:12 
a.m., the surveyor observed ULP-B provide 
toileting, dressing, grooming, and catheter care to 
R8.

On April 19, 2023, the immediacy of 
correction order 1290 was removed, 
however non-compliance remained and 
the scope and level remained unchanged. 
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ULP-B's employee record contained a 
background study dated August 30, 2018, 
affiliated to licensee's former HFID 21386, which 
was no longer an active or accessible HFID in 
NETStudy2.0. ULP-B's record lacked evidence 
the licensee submitted a background study for 
ULP-B under the current assisted living with 
dementia care license and affiliated to the current 
HFID number.

On April 18, 2023, at 3:01 p.m., the surveyor 
observed Minnesota Department of Human 
Services NETStudy2.0 (web-based system used 
to submit background study requests) which 
indicated ULP-B lacked a background study 
affiliated with the licensee's current HFID 21387. 
In addition, the surveyor printed the NETStudy2.0 
employee roster affiliated with the licensee's 
current HFID.

On April 18, 2023, at 3:05 p.m. through 3:45 p.m., 
the surveyor observed and compared the 
NETStudy2.0 employee roster with the licensee's 
employee roster. The surveyor observed 26 
employees from nursing, two employees from 
housekeeping, two employees from maintenance, 
eight employees from dining, one employee from 
reception, and one employee from the business 
office that lacked evidence the licensee submitted 
a background study under the current assisted 
living with dementia care license and affiliated to 
the current HFID number.

On April 19, 2023, at 8:16 a.m., licensed assisted 
living director (LALD)-C stated the licensee 
conducted background studies on employees 
prior to employees working on the floor and 
having interactions with residents. In addition, 
LALD-C stated the management team was new 
as of 2022 and they were not aware if the 
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previous management converted the background 
studies when the new licensure occurred on 
August 1, 2021. 

On April 19, 2023, at 8:45 a.m., human resources 
(HR)-M stated employees completed background 
studies before they started work on the floor. In 
addition, HR-M stated they began completing 
background studies for the licensee in February 
of 2023 and were unsure if the licensee 
converted the background studies when the new 
licensure occurred on August 1, 2021. The 
surveyor inquired if they had reviewed employee 
records to ensure each employee had completed 
a background study. HR-M stated they had not 
looked to ensure everyone had a background 
study completed.  

The licensee's undated Background Investigation 
Policy indicated every job position will have a 
background check level designated based upon 
its involvement with or potential impact upon 
company employees, assets, and interaction with 
residents. In addition, each employee selected for 
employment will have a criminal background 
check performed. 

No further information was provided.

TIME PERIOD FOR CORRECTION: IMMEDIATE

 01420
SS=F

144G.62 Subd. 2 Delegation of assisted living 
services

(b) When the registered nurse or licensed health 
professional delegates tasks to unlicensed 
personnel, that person must ensure that prior to 
the delegation the unlicensed personnel is trained 
in the proper methods to perform the tasks or 

 01420
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procedures for each resident and is able to 
demonstrate the ability to competently follow the 
procedures and perform the tasks. If the 
unlicensed personnel has not regularly performed 
the delegated assisted living task for a period of 
24 consecutive months, the unlicensed personnel 
must demonstrate competency in the task to the 
registered nurse or appropriate licensed health 
professional. The registered nurse or licensed 
health professional must document instructions 
for the delegated tasks in the resident's record.

This MN Requirement  is not met as evidenced 
by:
Based on observation, interview, and record 
review, the licensee failed to ensure the 
registered nurse (RN) documented instructions 
for a delegated task in the resident's record for 
one of one resident (R8) with catheter 
maintenance.

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:

R8 admitted to the licensee on July 14, 2017, 
under the licensee's former comprehensive 
license and began receiving assisted living 
services on August 1, 2021.

R8's Service Plan Detail signed November 12, 
2022, indicated R8 received assistance with cues 
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for mobility, grooming, activities, compression 
therapy, bathing, dressing, safety checks, meal 
assistance, medication administration, and 
toileting assistance including catheter care. The 
service plan indicated R8 had an indwelling 
catheter flushed and managed by power of 
attorney or skilled nursing from an outside agency 
and facility staff were to switch catheter bags and 
cleanse bags.  

On April 18, 2023, between 6:30 a.m. and 7:12 
a.m., the surveyor observed ULP-B provide 
dressing, grooming, and toileting assistance 
which included changing the catheter overnight 
bag to a daytime leg bag and cleaning of 
overnight bag with a vinegar and water solution 
for R8.  

R8's Minnesota New LOC HSE Results (nursing 
assessment) completed February 8, 2023, 
indicated, R8 had an indwelling catheter.

R8'S Personal Care dated April 2023, indicated 
ULP's were to toilet or check resident for 
incontinence, and empty catheter promptly every 
two hours. 

R8's medical record lacked documented 
instructions for the delegated task of catheter 
care in the resident's record. 

On April 19, 2023, at 11:16 a.m., clinical nurse 
supervisor (CNS)-D verified R8 medical record 
lacked instructions for catheter cleaning and 
catheter bag exchanges and stated all residents 
with catheters would lack the information on 
catheter cleaning and catheter bag exchanges. In 
addition, CNS-D stated employees should be 
trained on how prepare the solution for catheter 
bag cleaning and how to exchange catheter bags. 
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The licensee's Delegated Nursing Services Policy 
dated January 31, 2018, indicated a RN may 
delegate nursing services to a ULP after including 
written instructions for performing the procedure 
for the client [resident] in the client's [resident's] 
record. 

No further information was provided.

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

 01470
SS=F

144G.63 Subd. 2 Content of required orientation

(a) The orientation must contain the following 
topics:
(1) an overview of this chapter;
(2) an introduction and review of the facility's 
policies and procedures related to the provision 
of assisted living services by the individual staff 
person;
(3) handling of emergencies and use of 
emergency services;
(4) compliance with and reporting of the 
maltreatment of vulnerable adults under section 
626.557 to the Minnesota Adult Abuse Reporting 
Center (MAARC);
(5) the assisted living bill of rights and staff 
responsibilities related to ensuring the exercise 
and protection of those rights;
(6) the principles of person-centered planning 
and service delivery and how they apply to direct 
support services provided by the staff person;
(7) handling of residents' complaints, reporting of 
complaints, and where to report complaints, 
including information on the Office of Health 
Facility Complaints;
(8) consumer advocacy services of the Office of 

 01470

Minnesota Department of Health
If continuation sheet  45 of 976899STATE FORM 5SBE11



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 05/08/2023 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Minnesota Department of Health

21387 04/20/2023

NAME OF PROVIDER OR SUPPLIER

ROSE ARBOR/WILDFLOWER LODGE

STREET ADDRESS, CITY, STATE, ZIP CODE

16500 92ND AVENUE NORTH
MAPLE GROVE, MN  55311

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETE

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 01470Continued From page 45 01470

Ombudsman for Long-Term Care, Office of 
Ombudsman for Mental Health and 
Developmental Disabilities, Managed Care 
Ombudsman at the Department of Human 
Services, county-managed care advocates, or 
other relevant advocacy services; and
(9) a review of the types of assisted living 
services the employee will be providing and the 
facility's category of licensure.
(b) In addition to the topics in paragraph (a), 
orientation may also contain training on providing 
services to residents with hearing loss. Any 
training on hearing loss provided under this 
subdivision must be high quality and research 
based, may include online training, and must 
include training on one or more of the following 
topics:
(1) an explanation of age-related hearing loss 
and how it manifests itself, its prevalence, and 
the challenges it poses to communication;
(2) health impacts related to untreated 
age-related hearing loss, such as increased 
incidence of dementia, falls, hospitalizations, 
isolation, and depression; or
(3) information about strategies and technology 
that may enhance communication and 
involvement, including communication strategies, 
assistive listening devices, hearing aids, visual 
and tactile alerting devices, communication 
access in real time, and closed captions.

This MN Requirement  is not met as evidenced 
by:
Based on observation, interview, and record 
review, the licensee failed to ensure employees 
received orientation to assisted living facility 
licensing requirements and regulations prior to 
providing services for two of two employees 
(registered nurse (RN)-A, unlicensed personnel 
(ULP)-B). 
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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) and was issued at a 
widespread scope (when problems are pervasive 
or represent a systemic failure that has affected 
or has the potential to affect a large portion or all 
of the residents).

The findings include:

RN-A
RN-A was hired November 9, 2022, to provide 
supervision and oversite to unlicensed personnel 
and provide direct services residents.

ULP-B
ULP-B was hired July 28, 2009, under the 
licensee's former comprehensive license and 
started providing assisted living services August 
1, 2021.

On April 18, 2023, between 6:30 a.m. and 7:12 
a.m., the surveyor observed ULP-B provide 
dressing, grooming, and toileting assistance 
including catheter care to R8.

RN-A and ULP-B's employee records lacked the 
following required orientation content: 
- overview of assisted living statutes;
- review of providers policies and procedures; 
- consumer advocacy services; and
- review of types of assisted living services the 
employee would provide and provider's scope of 
licensure.

On April 19, 2023, at 11:21 a.m., clinical nursing 
supervisor (CNS)-D stated employees attend a 
basic orientation that included training on abuse, 
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infection control, activities of daily living, and 
Relias (a computer software training program) 
training. 

On April 19, 2023, at 1:17 p.m., CNS-D stated not 
all employees received orientation on an overview 
of assisted living statutes, a review of types of 
assisted living services the employee would 
provide, and provider's scope of licensure. 

On April 20, 2023, at 10:43 a.m., licensed 
assisted living director (LALD)-C stated they 
began employment with the licensee a few weeks 
ago and all of the licensee's administration was 
new as of 2022. LALD-C stated they believed the 
licensee's previous administration did not receive 
the regulatory information needed to implement 
the new assisted living regulations requirements 
on August 1, 2021, and the licensee had not 
provided all employees with the following 
orientation:
- overview of assisted living statutes;
- review of providers policies and procedures; 
- consumer advocacy services; and
- review of types of assisted living services the 
employee would provide and provider's scope of 
licensure.

The licensee's Orientation for Home Care Staff 
policy dated January 31, 2018, did not meet the 
requirements of current licensure.

No further information provided. 

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

 01530
SS=F

144G.64 TRAINING IN DEMENTIA CARE 
REQUIRED

 01530
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(a) All assisted living facilities must meet the 
following training requirements:
(1) supervisors of direct-care staff must have at 
least eight hours of initial training on topics 
specified under paragraph (b) within 120 working 
hours of the employment start date, and must 
have at least two hours of training on topics 
related to dementia care for each 12 months of 
employment thereafter;
(2) direct-care employees must have completed 
at least eight hours of initial training on topics 
specified under paragraph (b) within 160 working 
hours of the employment start date. Until this 
initial training is complete, an employee must not 
provide direct care unless there is another 
employee on site who has completed the initial 
eight hours of training on topics related to 
dementia care and who can act as a resource 
and assist if issues arise. A trainer of the 
requirements under paragraph (b) or a supervisor 
meeting the requirements in clause (1) must be 
available for consultation with the new employee 
until the training requirement is complete. 
Direct-care employees must have at least two 
hours of training on topics related to dementia for 
each 12 months of employment thereafter;

This MN Requirement  is not met as evidenced 
by:
Based on interview and record review the 
licensee failed to provide employee dementia 
care training (at least eight hours within 120 
working hours of the employment start date), on 
required topics for one of one employee 
(registered nurse (RN)-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 
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resident's health or safety) and was issued at a 
widespread scope (when problems are pervasive 
or represent a systemic failure that has affected 
or has the potential to affect a large portion or all 
of the residents).

The findings include:

The licensee had a current Assisted Living Facility
with Dementia Care (ALFDC) license effective 
August 1, 2022, through June 30, 2023.

RN-A was hired November 9, 2022, to provide 
supervision and oversite to unlicensed personnel 
and provide direct services residents.

RN-A was a full-time employee and worked 
Monday through Friday. 

RN-A employee record include seven hours of 
dementia care training completed November 29, 
2022, through January 3, 2023. RN-A employee 
records lacked eight hours of initial dementia care 
training within 120 working hours of the 
employment start date.

On April 19, 2023, at 1:07 p.m., clinical nursing 
supervisor (CNS)-D stated employees should 
receive seven hours of dementia training on 
Relias (a training software program) and four 
hours of dementia training at an in-person training 
at the facility. In addition, CNS-D stated if the 
surveyor did not see the classes in Relias the 
employee did not receive the training. 

On April 20, 2023, at 10:44 a.m., licensed 
assisted living director (LALD)-C stated the 
licensee scheduled all staff seven hours of initial 
dementia care training and two hours of annual 
dementia care training in Relias and all 
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employees would be "shy one hour" of initial 
dementia care training. In addition, LALD-C 
stated the licensee recently launched the 
in-person training and they had no documentation 
of any in-person training conducted. 

The licensee's Alzheimer's or Related Disorders 
Training and Notification policy dated January 31, 
2018; the policy did not meet the requirements of 
current licensure. 

No further information was provided. 

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

 01540
SS=F

144G.64 (a) TRAINING IN DEMENTIA CARE 
REQUIRED

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

This MN Requirement  is not met as evidenced 

 01540
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by:
Based on interview and record review, the 
licensee failed to ensure direct-care staff 
completed at least eight hours of initial dementia 
care training within 80 working hours of the 
employment start date for two of two employees 
(unlicensed personnel (ULP-B, ULP-J).

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

The findings include:

The licensee had a current Assisted Living Facility
with Dementia Care (ALFDC) license effective 
August 1, 2022, through June 30, 2023.

ULP-B
ULP-B was hired July 28, 2009, under the 
licensee's former comprehensive license and 
started providing assisted living services August 
1, 2021.

ULP-B's record included eight and a half hours of 
dementia care training completed from 
September 10, 2016, through February 4, 2023.

ULP-J
ULP-J was hired October 19, 2022, and started 
providing assisted living services.

On April 20, 2023, at 10:08 a.m., human 
resources (HR)-N stated ULP-J worked 242.8 
hours since start of employment. 
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ULP-J's employee record included seven hours 
dementia care training completed February 6, 
2023, through February 10, 2023. 

ULP-B and ULP-J's employee records lacked 
eight hours of initial dementia care training within 
80 working hours of the employment start date.

On April 19, 2023, at 1:07 p.m., clinical nursing 
supervisor (CNS)-D stated employees should 
receive seven hours of dementia training on 
Relias (a training software program) and four 
hours of dementia training at an in-person training 
at the facility. In addition, CNS-D stated if the 
surveyor did not see the classes in Relias the 
employee did not receive the training. 

On April 20, 2023, at 10:44 a.m., licensed 
assisted living director (LALD)-C stated the 
licensee scheduled all staff seven hours of initial 
dementia care training and two hours of annual 
dementia care training in Relias and all 
employees would be "shy one hour" of initial 
dementia care training. In addition, LALD-C 
stated the licensee recently launched the 
in-person training and they had no documentation 
of any in-person training conducted. 

The licensee's Alzheimer's or Related Disorders 
Training and Notification policy dated January 31, 
2018; the policy did not meet the requirements of 
current licensure. 

No further information was provided. 

TIME PERIOD FOR CORRECTION: Twenty-one 
(21) days
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 01620
SS=E

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

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

This MN Requirement  is not met as evidenced 
by:

 01620

Based on interview and record review, the 
licensee failed to ensure the registered nurse 
(RN) conducted ongoing resident assessment 
and reassessment, not to exceed 90 calendar 
days from the last date of the assessment for two 
of four residents (R5, R8). 

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 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 
found to be pervasive). 

The findings include:

R5
R5 admitted to the licensee on February 6, 2021, 
under the licensee's former comprehensive 
license and began receiving assisted living 
services on August 1, 2021. 

R5's diagnosis included type 2 diabetes mellitus 
without complications, post-polio syndrome, 
restless leg syndrome, and hypertension.

R5's Service Plan Detail signed February 2, 2023, 
indicated R5 received assistance activities, 
bathing, medication administration, and oxygen 
therapy. 

R5's record included 90-day nursing 
assessments dated October 3, 2022, January 7, 
2023, and April 11, 2023. The assessment 
completed on January 7, 2023, indicated 96 days 
had passed between assessments and the 
assessment completed on April 11, 2023, 
indicated 95 days passed between assessments.

R8
R8 admitted to the licensee on July 14, 2017, 
under the licensee's former compressive license 
and began receiving assisted living services on 
August 1, 2021.

R8's diagnosis included hypertension, muscular 
Minnesota Department of Health

If continuation sheet  55 of 976899STATE FORM 5SBE11



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 05/08/2023 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Minnesota Department of Health

21387 04/20/2023

NAME OF PROVIDER OR SUPPLIER

ROSE ARBOR/WILDFLOWER LODGE

STREET ADDRESS, CITY, STATE, ZIP CODE

16500 92ND AVENUE NORTH
MAPLE GROVE, MN  55311

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETE

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 01620Continued From page 55 01620

dystrophy, chronic bronchitis, gastric ulcer, 
depression, anxiety disorder, congestive heart 
failure, and depression.

R8's Service Plan Detail signed November 12, 
2022, indicated R8 received assistance with cues 
for mobility, grooming, activities, compression 
therapy, bathing, dressing, safety checks, meal 
assistance, medication administration, and 
toileting assistance including catheter care. 

R8's record included 90-day nursing 
assessments dated July 29, 2022, and November 
8, 2022, indicating 102 days passed between 
assessments.

On April 19, 2023, at 11:14 a.m., clinical nursing 
supervisor (CNS)-D stated some resident 
assessments were not completed timely from 
November 2022 to January 2023 because the 
RN's worked the floor frequently due to a staffing 
shortage.

The licensee's Assessment -Schedule policy 
dated January 31, 2018, indicated ongoing client 
[resident] monitoring and reassessment would be 
completed at least every 90 days.  

No further information was provided. 

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

 01650
SS=F

144G.70 Subd. 4 (f) Service plan, implementation 
and revisions to

(f) The service plan must include:
(1) a description of the services to be provided, 
the fees for services, and the frequency of each 

 01650
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service, according to the resident's current 
assessment and resident preferences;
(2) the identification of staff or categories of staff 
who will provide the services;
(3) the schedule and methods of monitoring 
assessments of the resident;
(4) the schedule and methods of monitoring staff 
providing services; and
(5) a contingency plan that includes:
(i) the action to be taken if the scheduled service 
cannot be provided;
(ii) information and a method to contact the 
facility;
(iii) the names and contact information of persons 
the resident wishes to have notified in an 
emergency or if there is a significant adverse 
change in the resident's condition, including 
identification of and information as to who has 
authority to sign for the resident in an emergency; 
and
(iv) the circumstances in which emergency 
medical services are not to be summoned 
consistent with chapters 145B and 145C, and 
declarations made by the resident under those 
chapters.

This MN Requirement  is not met as evidenced 
by:
Based on observation, interview, and record 
review, the licensee failed to ensure the service 
plan included the required content for three of 
four residents (R2, R5, R8).

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

The findings include:

R2
R2 admitted to the licensee on June 28, 2023, 
and began receiving assisted living services. 

R2's diagnosis included retinal detachment of 
right eye, early onset dementia, restlessness, 
agitation, and glaucoma. 

R2's Service Plan Detail signed June 28, 2022, 
indicated R2 received assistance with behavior 
management, medication management, bathing, 
grooming, and dressing. R2's service plan lacked 
the following: 
- a contingency plan that includes: 
- methods of monitoring assessments of the 
resident; and
- the schedule and methods of monitoring staff 
providing services.
- the action to be taken if the scheduled service 
cannot be provided; 
- the names and contact information of persons 
the resident wishes to have notified in an 
emergency or if there is a significant adverse 
change in the resident's condition, including 
identification of and information as to who has 
authority to sign for the resident in an emergency; 
and - the circumstances in which emergency 
medical services are not to be summoned 
consistent with chapters 145B and 145C, and 
declarations made by the resident under those 
chapters. 

R5
R5 admitted to the licensee on February 6, 2021, 
under the licensee's former comprehensive 
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license and began receiving assisted living 
services on August 1, 2021. 

R5's diagnosis included type 2 diabetes mellitus 
without complications, post-polio syndrome, 
restless leg syndrome, and hypertension.

R5's Service Plan Detail signed February 2, 2023, 
indicated R5 received assistance activities, 
bathing, medication administration, and oxygen 
therapy. R5's service plan lacked the following: 
- a contingency plan that includes: 
- methods of monitoring assessments of the 
resident; and
- the schedule and methods of monitoring staff 
providing services.
- the action to be taken if the scheduled service 
cannot be provided; 
- the names and contact information of persons 
the resident wishes to have notified in an 
emergency or if there is a significant adverse 
change in the resident's condition, including 
identification of and information as to who has 
authority to sign for the resident in an emergency; 
and - the circumstances in which emergency 
medical services are not to be summoned 
consistent with chapters 145B and 145C, and 
declarations made by the resident under those 
chapters. 

R8
R8 admitted to the licensee on July 14, 2017, 
under the licensee's former comprehensive 
license and began receiving assisted living 
services on August 1, 2021.

R8's diagnosis included hypertension, muscular 
dystrophy, chronic bronchitis, gastric ulcer, 
depression, anxiety disorder, congestive heart 
failure (CHF), and depression.
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R8's Service Plan Detail signed November 12, 
2022, indicated R8 received assistance with cues 
for mobility, grooming, activities, compression 
therapy, bathing, dressing, safety checks, meal 
assistance, medication administration, and 
toileting assistance including catheter care. R8's 
service plan lacked the following:
- methods of monitoring assessments of the 
resident; and
- the schedule and methods of monitoring staff 
providing services.

On April 20, 2023, at 8:57 a.m., clinical nurse 
supervisor (CNS)-D stated, "I did not find a 
contingency plan in [R5]'s chart and interestingly 
enough, not one in [R8]'s chart either, but I did 
find one for [R7] and [R2]. The other items like 
who to contact, and monitoring assessments are 
not in there either."

The licensee's Service Plan policy dated January 
31, 2018, indicated the service plan would include 
the following:
- the schedule and methods of monitoring 
reviews or assessments of the client [resident].
- the frequency of sessions of supervision of staff 
and type of personnel who will supervise staff.
- a contingency plan that includes:
- the action to be taken by the home care provider 
and by the client or client's representative if the 
scheduled service cannot be provided;
- information and method for a client or client's 
representative to contact the home care provider;
- names and contact information of persons the 
client wishes to have notified in an emergency or 
if there is a significant adverse change in the 
client's condition, including identification of and 
information as to who has authority to sign for the 
client in an emergency; and 
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- the circumstances in which emergency medical 
services are not to be summoned consistent with 
chapters 145B and 145C, and declarations made 
by the client under those chapters. 

No further information was provided. 

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

 01730
SS=F

144G.71 Subd. 5 Individualized medication 
management plan

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

 01730
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management services; and
(7) any resident-specific requirements relating to 
documenting medication administration, 
verifications that all medications are administered 
as prescribed, and monitoring of medication use 
to prevent possible complications or adverse 
reactions.
(b) The medication management record must be 
current and updated when there are any 
changes.
(c) Medication reconciliation must be completed 
when a licensed nurse, licensed health 
professional, or authorized prescriber is providing 
medication management.

This MN Requirement  is not met as evidenced 
by:
Based on observation, interview, and record 
review, the licensee failed to develop an 
individualized medication management record 
with the required content for four of four residents 
(R2, R4, R5, R8).

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:

R2
R2 admitted to the licensee on June 28, 2023, 
and began receiving assisted living services. 

R2's diagnosis included retinal detachment of 

 

Minnesota Department of Health
If continuation sheet  62 of 976899STATE FORM 5SBE11



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 05/08/2023 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Minnesota Department of Health

21387 04/20/2023

NAME OF PROVIDER OR SUPPLIER

ROSE ARBOR/WILDFLOWER LODGE

STREET ADDRESS, CITY, STATE, ZIP CODE

16500 92ND AVENUE NORTH
MAPLE GROVE, MN  55311

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETE

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 01730Continued From page 62 01730

right eye, early onset dementia, restlessness, 
agitation, and glaucoma. 

R2's Service Plan Detail dated June 28, 2022, 
indicated R2 received assistance with behavior 
management, medication management, bathing, 
grooming, and dressing.

R2's electronic medication administration record 
(EMAR) dated April 1, 2023, through April 31 [sic], 
2023, included aspirin enteric (EC) 81 milligrams 
(mg), donepezil 5 mg, dorzolamide - timolol eye 
drop 2 percent (%) / 0.5 %, escitalopram 15 mg, 
latanoprost 0.005 %, memantine 10 mg, 
olanzapine 2.5 mg, rosuvastatin 10 mg, 
acetaminophen 650 mg as needed (PRN), 
nitroglycerin 0.4 mg PRN, olanzapine 2.5 mg 
PRN. 

On April 18, 2023, at 8:15 a.m., the surveyor 
observed ULP-K administer morning medications 
to R2. 

R4
R4 admitted to the licensee on May 4, 2022, and 
began receiving assisted living services.

R4's diagnoses included adult failure to thrive, 
Alzheimer's disease, chronic kidney disease, 
chronic obstructive pulmonary disease, and type 
2 diabetes mellitus. 

R4's Service Plan Detail signed February 10, 
2022, indicated R4 received medication 
administration and safety checks. 

R4's EMAR dated April 1, 2023, through April 31, 
2023, included allopurinol 100 mg, aripiprazole 10 
mg, aripiprazole 15 mg, aspirin 81 mg, 
benxtropine 0.5 mg, doxycycline 20 mg, ear 
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drops 6.5%, icy hot pain cream, lantus solostar 
110 units/ml, memantine hydrochloride 5 mg, 
metformin 500 mg, pantoprazole 40 mg, 
rosuvastatin 40 mg, sertraline 100 mg, sertraline 
50 mg, vitamin B1 100 mg, Vitamin D 50 mcg, 
albuterol sulfate 90 mcg PRN, antacid 500 mg 
PRN, diclofenac 1% gel PRN, melatonin 5mg 
PRN, and blood sugar check twice daily.

R5
R5 admitted to the licensee on February 6, 2021, 
under the licensee's former comprehensive 
license and began receiving assisted living 
services on August 1, 2021. 

R5's diagnosis included type 2 diabetes mellitus 
without complications, post-polio syndrome, 
restless leg syndrome, and hypertension.

R5's Service Plan Detail signed February 2, 2023, 
indicated R5 received assistance activities, 
bathing, medication administration, and oxygen 
therapy. 

R5's EMAR dated April 1, 2023, through April 31, 
2023, included albuterol 0.083% (percent), 
ammonium lactate 12%, calcium 600 mg, 
gabapentin 100 mg, geri-tussin DM cough syrup 
10 ml, glimepiride 1 mg, hydrochlorothiazide 
25mg, levothyroxine 25 mcg, loratadine 10 mg, 
losartan 50 mg, magnesium oxide 400 mg, 
metoprolol tartrate 100 mg, montelukast 10 mg, 
omeprazole 20 mg, oxybutynin 5 mg, oyster shell 
500 mg, senexon-s 8.6 mg - 50 mg, sertraline 50 
mg, simvastatin 20 mg, stiolto respimat inhaler, 
tab-a-vite 1 tablet, Vitamin D3 25 mcg, 
acetaminophen 500 mg PRN, benzonatate 200 
mg PRN, cal-gest antacid 500 mg PRN, 
clotrimazole 1% cream PRN, diazepam 2 mg 
PRN, epinephrine 0.3 ml PRN, hydroxyzine 
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hydrochloride 25 mg PRN, miconazole 2% cream 
PRN, mometasone 0.1% cream PRN, 
ondansetron 4 mg PRN, ondansetron 8 mg PRN, 
and blood sugar check daily.

R8
R8 admitted to the licensee on July 14, 2017, 
under the licensee's former comprehensive 
license and began receiving assisted living 
services on August 1, 2021.

R8's diagnosis included hypertension, muscular 
dystrophy, chronic bronchitis, gastric ulcer, 
depression, anxiety disorder, congestive heart 
failure (CHF), and depression.

R8's Service Plan Detail signed November 12, 
2022, indicated R8 received assistance with cues 
for mobility, grooming, activities, compression 
therapy, bathing, dressing, safety checks, meal 
assistance, medication administration, and 
toileting assistance including catheter care.

R8's EMAR dated April 1, 2023, through April 31 
[sic] 2023, included acetaminophen 1000 mg, 
albuterol sulfate 90 microgram (mcg) inhaler, 
cefdinir 300 mg, Eucerin Eczema Relief cream 1 
%, famotidine 20 mg, ferrous gluconate 324 mg, 
levothyroxine 100 mcg, losartan 50 mg, 
metoprolol succinate ER 25 mg, Ocuvite Lutein 1 
capsule, MiraLAX 17 gram (g), quetiapine 25 mg, 
Refresh 1 % eye drop, torsemide 20 mg, 
oxycodone 2.5 mg PRN, quetiapine 25 mg PRN, 
and Senoxon-S 8.6 mg - 50 mg PRN.

R2, R4, R5, and R8's MN Medication / Treatment 
Individual Management Plan Results and Service 
Plan dated July 2, 2022, service plan signed June 
28, 2023, February 10, 2022, February 2, 2023, 
and November 12, 2022, respectively, and EMAR 
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dated April 1, 2023, through April 31 [sic], 2023, 
included parts of the individualized medication 
management plan. The individualized medication 
management plans lacked procedures for staff to 
notify an RN when problems arose. 

On April 19, 2023, at 11:15 a.m., the surveyor 
asked clinical nurse supervisor (CNS)-D to locate 
procedure for staff to notify a RN if a problem 
arouse for R2 and R8. CNS-D verified the 
medication management plans lacked the 
information stated above. 

On April 19, 2023, at 1:27 p.m., CNS-D stated 
they had confirmed with another coworker that all 
medication and treatment plans lacked 
procedures for staff to notify an RN when 
problems arose. 

The licensee's Medication Management Services 
Provided by Unlicensed Personnel dated May 15, 
2018, the policy did not meet the requirements of 
current licensure. 

No further information provided. 

TIME PERIOD FOR CORRECTION: Seven (7) 
days

 01790
SS=F

144G.71 Subd. 10 Medication management for 
residents who will

(2) for unplanned time away, when the pharmacy 
is not able to provide the medications, a licensed 
nurse or unlicensed personnel shall provide 
medications in amounts and dosages needed for 
the length of the anticipated absence, not to 
exceed seven calendar days;
(3) the resident must be provided written 

 01790
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information on medications, including any special 
instructions for administering or handling the 
medications, including controlled substances; and
(4) the medications must be placed in a 
medication container or containers appropriate to 
the provider's medication system and must be 
labeled with the resident's name and the dates 
and times that the medications are scheduled.
(b) For unplanned time away when the licensed 
nurse is not available, the registered nurse may 
delegate this task to unlicensed personnel if:
(1) the registered nurse has trained the 
unlicensed staff and determined the unlicensed 
staff is competent to follow the procedures for 
giving medications to residents; and
(2) the registered nurse has developed written 
procedures for the unlicensed personnel, 
including any special instructions or procedures 
regarding controlled substances that are 
prescribed for the resident. The procedures must 
address:
(i) the type of container or containers to be used 
for the medications appropriate to the provider's 
medication system;
(ii) how the container or containers must be 
labeled;
(iii) written information about the medications to 
be provided;
(iv) how the unlicensed staff must document in 
the resident's record that medications have been 
provided, including documenting the date the 
medications were provided and who received the 
medications, the person who provided the 
medications to the resident, the number of 
medications that were provided to the resident, 
and other required information;
(v) how the registered nurse shall be notified that 
medications have been provided and whether the 
registered nurse needs to be contacted before 
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the medications are given to the resident or the 
designated representative;
(vi) a review by the registered nurse of the 
completion of this task to verify that this task was 
completed accurately by the unlicensed 
personnel; and
(vii) how the unlicensed personnel must 
document in the resident's record any unused 
medications that are returned to the facility, 
including the name of each medication and the 
doses of each returned medication.

This MN Requirement  is not met as evidenced 
by:
Based on interview and record review, the 
licensee failed to ensure the registered nurse 
(RN) developed training and competencies for 
unlicensed personnel (ULP) providing 
medications to residents for unplanned time away 
from home when the licensed nurse was not 
available for one of three employees, (ULP)-B).

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

The findings include:

ULP-B was hired July 28, 2009, under the 
licensee's former comprehensive license and 
started providing assisted living services August 
1, 2021.

ULP-B's employee record lacked documentation 
of training and competencies for unplanned time 

 

Minnesota Department of Health
If continuation sheet  68 of 976899STATE FORM 5SBE11



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 05/08/2023 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Minnesota Department of Health

21387 04/20/2023

NAME OF PROVIDER OR SUPPLIER

ROSE ARBOR/WILDFLOWER LODGE

STREET ADDRESS, CITY, STATE, ZIP CODE

16500 92ND AVENUE NORTH
MAPLE GROVE, MN  55311

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETE

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 01790Continued From page 68 01790

away when the RN is not available. 

On April 19, 2023, at 11:18 a.m., clinical nursing 
supervisor (CNS)-D stated ULP's provided 
medication for residents with unplanned time 
away from home by placing medications in an 
envelope and provided envelope to resident or 
resident's family member. In addition, CNS-D 
stated the ULP's should have documented 
training within the employee record. 

On April 19, 2023, at 1:07 p.m., CNS-D verified 
ULP-B's employee record lacked training and 
competency for providing medications to 
residents for unplanned time away from home. In 
addition, CNS-D stated the licensee had a 
competency for time away from home however, 
the licensee was working on completing training 
and retraining on the topic. The surveyor asked 
how many ULP's had completed the training and 
competency for time away from home. CNS-D 
stated "about 80 percent" of ULP's had 
completed the training and competency for time 
away from home. 

The licensee's Medication Administration Policy 
for Planned and Unplanned Time Away dated 
January 31, 2018, indicated for unplanned client 
[resident] time away when a pharmacist or 
licensed nurse is not available the RN may 
delegate the task to an ULP if the ULP was 
trained and determined competent to follow the 
procedures for giving medications to the clients 
[residents].

No further information provided.

TIME PERIOD FOR CORRECTION: Seven (7) 
days
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 01820
SS=D

144G.71 Subd. 13 Prescriptions

There must be a current written or electronically 
recorded prescription as defined in section 
151.01, subdivision 16a, for all prescribed 
medications that the assisted living facility is 
managing for the resident.

This MN Requirement  is not met as evidenced 
by:

 01820

Based on interview and record review, the 
licensee failed to ensure written or electronically 
recorded prescriptions were obtained for one of 
four residents (R8). 

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:

R8 admitted to the licensee on July 14, 2017, 
under the licensee's former comprehensive 
license and began receiving assisted living 
services on August 1, 2021. 

R8's diagnosis included hypertension, muscular 
dystrophy, chronic bronchitis, gastric ulcer, 
depression, anxiety disorder, congestive heart 
failure (CHF), and depression. 

R8's Service Plan Detail signed November 12, 
2022, indicated R8 received assistance with cues 
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for mobility, grooming, activities, compression 
therapy, bathing, dressing, safety checks, meal 
assistance, medication administration, and 
toileting assistance including catheter care. 

On April 18, 2023, at 1:34 p.m., clinical nurse 
supervisor (CNS)-D provided the surveyor with a 
medication administration record (MAR) dated 
April 2023, with five medications circled and 
stated they did not have signed prescriber's 
orders in the R8's medical record and were 
contacting pharmacy to obtain them. The 
surveyor did not receive signed orders for the 
following medication prior to survey completion:
- triamicinolene 0.5 percent (%) cream as needed 
(PRN);
- Senexon-S 8.6-50 mg one tablet as PRN;
- Robafen 200 milligrams (mg) / 10 milliliter (ml) 
take 2.5 ml every six hours PRN;
- Ocuvite Lutein capsule 1 capsule daily; and 
- Eurcerin Eczema Relief cream 1 % apply to 
affected areas twice a day for dry skin. 
In addition, the MAR indicated R8 received 
Eucerin Eczema Relief cream 1 % and Ocuvite 
Lutein capsule 1 capsule 18 times from April 1, 
2023, to April 18, 2023, without a provider order.  

The licensee's Medication and Treatment Orders 
Policy dated May 1, 2018, indicated the registered 
nurse (RN) was responsible for assuring that 
current, authorized prescribers orders for 
medications or treatment administered by staff 
were kept on file in the client's [resident's] record, 
communicated to the client [resident] providing 
education, and changes in orders were 
addressed in the client's [residents] service plan 
and communicated to staff. 

No further information was provided. 
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TIME PERIOD FOR CORRECTION: Seven (7) 
days

 01880
SS=F

144G.71 Subd. 19 Storage of medications

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 
by:

 01880

Based on observation, interview, and record 
review, the licensee failed to ensure prescription 
medications were securely locked in a 
substantially constructed compartment and 
permitted only authorized personnel to have 
access.  

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 April 17, 2023, at 10:21 a.m., the surveyor 
observed third-floor assisted living medication 
carts that contained all medication for the 
third-floor assisted living residents receiving 
medication administration services. The carts 
were located in the common area, and one of two 
carts was observed to be unlocked and 
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unattended, with push lock unsecured. 
Unlicensed personnel (ULP) were away from the 
carts, tending to other tasks around the unit. One 
staff member was in the common area cleaning.

On April 17, 2023, at 10:35 a.m., the surveyor 
observed the first-floor memory care (deer unit) 
medication cart that contained all medication for 
all (deer unit) memory care residents. The cart 
was located in the common area, and was 
observed to be unlocked and unattended, with 
push lock unsecured. ULPs were away from the 
carts, tending to other tasks around the unit. 
There were three residents in the commons area.

On April 18, 2023, at 7:40 a.m., the surveyor 
observed third-floor assisted living medication 
carts that contained all medication for the 
third-floor assisted living residents receiving 
medication administration services. The carts 
were located in the common area, and one of two 
carts was observed to be unlocked and 
unattended, with push lock unsecured. ULPs 
were away from the carts, tending to other tasks 
around the unit. There were four residents in the 
commons area.

On April 17, 2023, at 10:35 a.m., the licensed 
assisted living director (LALD)-C stated, "The 
carts are supposed to be locked when they are 
not attended."

The licensee Storage of Medications policy dated 
March 26, 2018, read "medications managed 
outside of the client's [residents] private "living 
space" must be in securely locked and 
substantially constructed compartments and 
permit only authorized personnel to have access. 
This may be a medication room, medication cart, 
or similar setup."
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No further information was provided. 

TIME PERIOD FOR CORRECTION: Seven (7) 
days

 01890
SS=D

144G.71 Subd. 20 Prescription drugs

A prescription drug, prior to being set up for 
immediate or later administration, must be kept in 
the original container in which it was dispensed 
by the pharmacy bearing the original prescription 
label with legible information including the 
expiration or beyond-use date of a time-dated 
drug.

This MN Requirement  is not met as evidenced 
by:

 01890

Based on observation, interview, and record 
review, the licensee failed to ensure time 
sensitive medications were dated when opened 
for two of two residents (R9, R11). In addition, the 
licensee failed to ensure to discard expired 
medication for one of 22 residents (R10). 

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:

EXPIRED MEDICATIONS
On April 18, 2023, at 7:40 a.m., the surveyor 
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observed one of the third-floor medication carts 
and observed the following expired medications:
R10's ofloxacin 0.3 percent (%) eye drops with an 
expiration date of March 2023; and prednisolone 
acetate ophthalmic suspension with an expiration 
date of October 27, 2022.

On April 18, 2023, at 7:49 a.m., registered nurse 
(RN)-A stated nursing staff on the overnight shift 
go through the medication carts weekly as well as 
during medication cycle change over and pull-out 
expired medications. 

The licensee's Disposal of Medication policy 
dated January 31, 2018, indicated "Expired 
medications managed by the home care provider 
will disposed of according to the accepted 
practices of the Minnesota board of Pharmacy 
and the labels from the containers will be 
destroyed."

TIME SENSITIVE MEDICATION
On April 18, 2023, at 7:40 a.m., the surveyor 
observed the third-floor medication cart in the 
commons area and observed R11's Lantus 
Solostar insulin pen 100 unit (u) / milliliter (ml) 
opened without a legible date open label.

On April 18, 2023, at 8:27 a.m., the surveyor 
observed the first-floor medication cart in the 
secure unit and observed R9's opened insulin 
glargine 100 u / ml pen without a date open label. 

On April 18, 2023, at 7:49 a.m., RN-A stated, "I 
tell them to date it when opened and then pull the 
medications on expiration so we can dispose of 
them." 

The manufacturer's guidelines for insulin glargine 
pen dated October 1, 2022, directed insulin 
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glargine pen to be discarded 56 days after 
opening. 

The licensee's Insulin policy dated March 26, 
2018, indicated if resident used an insulin pen, 
staff would follow the manufacturer's directions. 

No further information was provided. 

TIME PERIOD FOR CORRECTION: Seven (7) 
days

 01940
SS=F

144G.72 Subd. 3 Individualized treatment or 
therapy managemen

For each resident receiving management of 
ordered or prescribed treatments or therapy 
services, the assisted living facility must prepare 
and include in the service plan a written 
statement of the treatment or therapy services 
that will be provided to the resident. The facility 
must also develop and maintain a current 
individualized treatment and therapy 
management record for each resident which must 
contain at least the following:
(1) a statement of the type of services that will be 
provided;
(2) documentation of specific resident instructions 
relating to the treatments or therapy 
administration;
(3) identification of treatment or therapy tasks that 
will be delegated to unlicensed personnel;
(4) procedures for notifying a registered nurse or 
appropriate licensed health professional when a 
problem arises with treatments or therapy 
services; and
(5) any resident-specific requirements relating to 
documentation of treatment and therapy 
received, verification that all treatment and 

 01940
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therapy was administered as prescribed, and 
monitoring of treatment or therapy to prevent 
possible complications or adverse reactions. The 
treatment or therapy management record must 
be current and updated when there are any 
changes.

This MN Requirement  is not met as evidenced 
by:
Based on interview and record review, the 
licensee failed to develop and implement a 
treatment or therapy management plan to include 
all required content for three of three residents 
(R4, R5, R8)

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: 

R4
R4 admitted to the licensee on May 4, 2022, and 
began receiving assisted living services.

R4's diagnoses included adult failure to thrive, 
Alzheimer's disease, chronic kidney disease, 
chronic obstructive pulmonary disease, and type 
2 diabetes mellitus. 

R4's Service Plan Detail signed February 10, 
2022, indicated R4 received medication 
administration, and safety checks. 
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On April 18, 2023, at 7:03 a.m., the surveyor 
observed ULP-J perform a blood glucose check 
on R4. 

R4's EMAR dated April 1, 2023, through April 31, 
2023 [sic], included blood glucose check twice 
daily, check blood glucose per order and record 
for diabetes.

R4's MN Medication / Treatment Individual 
Management Plan Results and Service Plan 
dated May 6, 2022, service plan signed February 
10, 2022, and EMAR dated April 1, 2023, through 
April 31, 2023 [sic], included parts of the 
individualized treatment management plan. The 
individualized treatment management plan lacked 
procedures for staff to notify an RN when 
problems arose. 

R5
R5 admitted to the licensee on February 6, 2021, 
under the licensee's former comprehensive 
license and began receiving assisted living 
services on August 1, 2021. 

R5's diagnosis included type 2 diabetes mellitus 
without complications, post-polio syndrome, 
restless leg syndrome, and hypertension.

R5's Service Plan Detail signed February 2, 2023, 
indicated R5 received assistance activities, 
bathing, medication administration, and oxygen 
therapy. 

On April 18, 2023, at 6:53 a.m., the surveyor 
observed ULP-J perform a blood glucose check 
on R5. 

R5's EMAR dated April 1, 2023, through April 31, 
2023, included blood glucose check daily.
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R5's service plan signed April 11, 2023, and 
EMAR dated April 1, 2023, through April 31, 2023, 
included parts of the individualized treatment 
management plan. The individualized treatment 
management plan lacked procedures for staff to 
notify an RN when problems arose. 

R8
R8 admitted to the licensee on July 14, 2017, 
under the licensee's former comprehensive 
license and began receiving assisted living 
services on August 1, 2021.

R8's diagnosis included hypertension, muscular 
dystrophy, chronic bronchitis, gastric ulcer, 
depression, anxiety disorder, congestive heart 
failure (CHF), and depression.

R8's Service Plan Detail signed November 12, 
2022, indicated R8 received assistance with cues 
for mobility, grooming, activities, compression 
therapy, bathing, dressing, safety checks, meal 
assistance, medication administration, and 
toileting assistance including catheter care.

On April 18, 2023, at 6:30 a.m., the surveyor 
observed ULP-B apply JOBST knee high 
compression stockings to R8's legs.
 
R8's electronic medical record (EMAR) dated 
April 1, 2023, through April 31 [sic], 2023 included 
JOBST knee high 15- 20 millimeter of mercury 
(mmhg) on in the morning off at bedtime. 

R8's MN Medication / Treatment Individual 
Management Plan Results and Service Plan 
dated July 2, 2022, service plan signed 
November 12, 2022, and EMAR dated April 1, 
2023, through April 31 [sic], 2023, included parts 
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of the individualized treatment management plan. 
The individualized treatment management plan 
lacked procedures for staff to notify an RN when 
problems arose. 

On April 19, 2023, at 1:27 p.m., clinical nurse 
supervisor (CNS)-D stated they had confirmed 
with another coworker that all medication and 
treatment plans lacked procedures for staff to 
notify an RN when problems arose.

The licensee's Treatment and Therapy 
Management Plan policy dated, March 15, 2018, 
indicated following completion of a nursing 
assessment, including an assessment of the 
resident's need for treatment or therapy 
management services, the registered nurse (RN) 
develops an Individualized Treatment or Therapy 
Management Plan for the client [resident] in 
conjunction with the resident and/or the resident's 
representative. The plan would address the 
information listed above. 

No further information provided.

TIME PERIOD FOR CORRECTION: Seven (7) 
days

 02040
SS=F

144G.81 Subdivision 1 Fire protection and 
physical environment

An assisted living facility with dementia care that 
has a secured dementia care unit must meet the 
requirements of section 144G.45 and the 
following additional requirements:
(1) a hazard vulnerability assessment or safety 
risk must be performed on and around the 
property. The hazards indicated on the 
assessment must be assessed and mitigated to 

 02040
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protect the residents from harm; and
(2) the facility shall be protected throughout by an 
approved supervised automatic sprinkler system 
by August 1, 2029.

This MN Requirement  is not met as evidenced 
by:
Based on record review and interview, the 
licensee failed to provide a hazard vulnerability 
assessment or safety risk assessment of the 
physical environment with mitigation factors on 
and around the property for the facility. This 
deficient practice had the ability to affect all staff, 
residents, 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 
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).

Findings include:

A record review and interview were conducted on 
April 18, 2023, at approximately 1:30 p.m. with 
the Maintenance Director (MD)-L on the hazard 
vulnerability assessment for the physical 
environment of the facility. 

Record review of the available documentation 
indicated that the licensee had not performed a 
hazard vulnerability assessment with mitigation 
factors on and around the property. During 
interview, MD-L verified that the licensee was not 
able to provide a hazard vulnerability assessment 
with mitigation factors for the physical 
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environment on and around the property.

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

 02070
SS=I

144G.81 Subd. 4 Awake staff requirement

An assisted living facility with dementia care 
providing services in a secured dementia care 
unit must have an awake person who is 
physically present in the secured dementia care 
unit 24 hours per day, seven days per week, who 
is responsible for responding to the requests of 
residents for assistance with health and safety 
needs, and who meets the requirements of 
section 144G.41, subdivision 1, clause (12).

This MN Requirement  is not met as evidenced 
by:

 02070

Based on observation, interview, and record 
review, the licensee failed to ensure one or more 
persons were physically present and available 24 
hours a day, seven days a week, who were 
responsible for responding to requests of 
residents for assistance in the secured memory 
care unit. This resulted in an immediate 
correction order issued on April 17, 2023. 

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

The findings include:

On April 18, 2023, the immediacy of 
correction order 2070 was removed, 
however non-compliance remained and 
the scope and level remained unchanged. 
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The licensee held an assisted living with 
dementia license for the campus, which was 
comprised of two buildings adjoined by a hallway, 
and had a current census of 127 residents. The 
unsecured building had a census of 99 and the 
secured building had a census of 18. The 
secured building consisted of three levels; lower 
level (deer / moose) had a census of ten, main 
level (bear) had a census of seven, and upper 
level (wolf) had a census of one. Additionally, the 
lower level and main levels of the secured 
building had wings separated by a common area 
and ramp, with a fire door containing a security 
code. When the fire doors were closed, the two 
wings would create additional secured units.  

The licensee's staffing plan dated October 25, 
2022, indicated the licensee would need four 
unlicensed personnel (ULP) per day in the 
secured unit. In addition, the staffing plan read, "I 
would think 3 could round adequately / pass 
meds." in the secured unit. 

The daily staffing schedule titled Rose Arbor 
dated April 16, 2023, through April 22, 2023, 
indicated three staff members worked in the 
secured unit and three staff worked in the 
unsecured unit. In addition, two staff members 
were working on the lower level, one staff 
member on the main level, and no staff were 
scheduled for the upper level. 

On April 17, 2023, at 12:23 p.m., the surveyor 
inquired if there was a staff member that always 
remained on the upper level. R2 stated no. The 
surveyor inquired how R2 requested assistance. 
R2 stated they used their cell phone. The 
surveyor inquired if they had another way to 
request assistance other than use of cell phone. 
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R2 stated they used a cell phone or walked to the 
end of the hall and to get a staff members 
attention.  The surveyor observed two call light 
pull cord systems in room. R2 stated they did not 
know they were there, and they did not know how 
to use the system.  
 
On April 17, 2023, 12:25 p.m. through 12:37 p.m., 
the surveyor observed the upper-level secured 
unit and observed no staff located on the upper 
level. In addition, the surveyor observed a waist 
high gate on the stair well secured by a code pad 
that led to main level secured unit, an elevator 
secured by a code pad that led to the main and 
lower level secured units, and a partial wall with 
lattice panels at the top near the ceiling at the end 
of the hallway that overlooked the main level 
secured unit commons area.  

On April 17, 2023, at 12:37 p.m., ULP-E stated 
they were responsible for the lower-level secured 
unit "deer" and the upper secured unit "wolf". In 
addition, ULP-E stated R2 received assistance 
with showers, set up for dressing, provided 
cueing, and medication administration.

On April 17, 2023, at 12:46 p.m., activities 
director (AD)-F the licensee did not staff anyone 
on the upper level and an ULP from the lower 
level would float to the upper level as needed. In 
addition, AD-F stated when the upper floor admits 
another resident the licensee would staff a 
full-time person on the level. The surveyor 
inquired how the licensee managed employee 
breaks in the secured units. AD-F stated the 
lower level was staffed with two unlicensed 
personnel and would cover for one another, the 
lower level would cover the main level break, and 
the employees went to the upper floor on a as 
needed basis and rounded upper level every two 
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hours. 

On April 17, 2023, at 3:09 p.m., the surveyor 
observed ULP-I to be working in the lower 
secured unit "moose". ULP-I stated "I cover deer 
[lower unit] and wolf [upper unit] when deer [staff 
member] goes on break. If I have to go up to wolf 
it is still just me covering deer and moose, so the 
lower unit gets left unattended. When the staff 
covering wolf goes on break, they will check on 
R2 before they go to break, and I will check on 
R2 one time before they come back from break. 
We do this for every meal break."

On April 17, 2023, at 3:10 p.m., ULP-H stated 
they were assigned to the lower-level secured 
unit "deer" and the upper-level secured unit 
"wolf". In addition, ULP-H stated the licensee 
planned on providing the third floor with a 
scheduled ULP starting next month when 
additional residents admitted to the floor.  

On April 17, 2023, from 3:17 through 3:22 p.m., 
CNS-D stated, "The staff bring him [R2] down to 
moose (lower unit) I believe, for activities and 
meals as much as possible, and when he doesn't 
want to come down, we [staff] do every two hour 
checks. They are supposed to physically check 
his room every two hours. When they [staff] are 
on their breaks, essentially they [staff] would have 
to leave the secured unit unattended, to be one 
hundred percent honest with you this happens at 
least a half an hour each day and evening shift. 
For our overnight staff they clock out for their 
break and stay on the secured unit." CNS-D 
acknowledged they did know that the 
requirements are for an awake staff to be on a 
secured unit at all times and stated, "I guess I 
didn't think about overnights as that is how it's 
been done at other places I have worked." 
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CNS-D stated the reason there was not staff 
present at all times as the licensee "didn't have 
the staff. We attempted to move R2 multiple 
times, but his wife says she has moved him too 
many times already and she just says no."

The licensee's undated Staffing, Direct-Care 
Staffing Plan & Daily Schedule indicated the 
staffing plan would provide sufficient direct-care 
staff to meet the residents needs 24-hours a day, 
seven-days a week. In addition, one or more 
people would be available 24-hours per day, 
seven days per week who were responsible for 
responding to the requests of residents for 
assistance for health and safety needs.   

No further information was provided. 

TIME PERIOD FOR CORRECTION: IMMEDIATE

 02110
SS=C

144G.82 Subd. 3 Policies

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

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

This MN Requirement  is not met as evidenced 
by:
Based on interview and record review, the 
licensee failed to ensure policies and procedures 
for assisted living with dementia care (ALFDC) 
were provided to residents or the resident's legal 
and / or designated representative at the time of 
move-in for five of five residents (R2, R3, R4, R5, 
R8).

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:
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R2 admitted to the licensee on June 23, 2022, 
and began receiving assisted living services. 

R3 admitted to the licensee on January 14, 2019. 
R3 did not receive assisted living services from 
the licensee. 

R4 admitted to the licensee on May 4, 2022, and 
began receiving assisted living services.

R5 admitted to the licensee on February 6, 2021, 
under the licensee's former comprehensive 
license and began receiving assisted living 
services on August 1, 2021. 

R8 admitted to the licensee on July 14, 2017, 
under the licensee's former comprehensive 
license and began receiving assisted living 
services on August 1, 2021.

R2, R3, R4, R5, and R8's resident records lacked 
evidence the licensee provided a resident or 
resident representative policies and procedures 
that addressed 144G.82 Subd. 3., at the time of 
move-in to the facility or upon conversion to 
assisted living licensure.  

On April 18, 2023, at 2:46 p.m., licensed assisted 
living director (LALD)-C stated the licensee had 
all required dementia care policies and 
procedures, however, did not provide dementia 
care policies and procedures to resident or 
resident's family members. LALD-C stated they 
were unaware of why residents did not receive or 
acknowledge receiving the required dementia 
care policies and procedures. 

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

 02170
SS=F

144G.84 SERVICES FOR RESIDENTS WITH 
DEMENTIA

(b) Each resident must be evaluated for activities 
according to the licensing rules of the facility. In 
addition, the evaluation must address the 
following:
(1) past and current interests;
(2) current abilities and skills;
(3) emotional and social needs and patterns;
(4) physical abilities and limitations;
(5) adaptations necessary for the resident to 
participate; and
(6) identification of activities for behavioral 
interventions.
(c) An individualized activity plan must be 
developed for each resident based on their 
activity evaluation. The plan must reflect the 
resident's activity preferences and needs.
(d) A selection of daily structured and 
non-structured activities must be provided and 
included on the resident's activity service or care 
plan as appropriate. Daily activity options based 
on resident evaluation may include but are not 
limited to:
(1) occupation or chore related tasks;
(2) scheduled and planned events such as 
entertainment or outings;
(3) spontaneous activities for enjoyment or those 
that may help defuse a behavior;
(4) one-to-one activities that encourage positive 
relationships between residents and staff such as 
telling a life story, reminiscing, or playing music;
(5) spiritual, creative, and intellectual activities;
(6) sensory stimulation activities;
(7) physical activities that enhance or maintain a 

 02170
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resident's ability to ambulate or move; and
(8) outdoor activities.

This MN Requirement  is not met as evidenced 
by:
Based on interview and record review, the 
licensee failed to have a written individualized 
activity evaluation that addressed all provisions 
for four of four residents (R2, R4, R5, R8).
 
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: 
 
The licensee had a current Assisted Living Facility
with Dementia Care (ALFDC) license effective 
August 1, 2022, through June 30, 2023.
 
R2
R2's diagnosis included retinal detachment of 
right eye, early onset dementia, restlessness, 
agitation, and glaucoma.
 
R2's record lacked evidence that the resident had 
been evaluated for activities according to the 
licensing rules of the facility, to include the 
following: 
- current abilities and skills; 
- emotional and social needs and patterns; 
- physical abilities and limitations; 
- adaptations necessary for the resident to 
participate; and  
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- identification of activities for behavioral 
interventions.  
 
R4
R4's diagnosis included adult failure to thrive, 
Alzheimer's disease, chronic kidney disease, 
chronic obstructive pulmonary disease, and type 
2 diabetes mellitus. 
 
R4's record lacked evidence that the resident had 
been evaluated for activities according to the 
licensing rules of the facility, to include the 
following: 
- current abilities and skills; 
- emotional and social needs and patterns; 
- physical abilities and limitations; 
- adaptations necessary for the resident to 
participate; and  
- identification of activities for behavioral 
interventions.  

R5
R5's diagnosis included type 2 diabetes mellitus 
without complications, post-polio syndrome, 
restless leg syndrome, and hypertension.
 
R5's record lacked evidence that the resident had 
been evaluated for activities according to the 
licensing rules of the facility, to include the 
following: 
- current abilities and skills; 
- emotional and social needs and patterns; 
- physical abilities and limitations; 
- adaptations necessary for the resident to 
participate; and  
- identification of activities for behavioral 
interventions.  

R8
R8's diagnosis included hypertension, muscular 
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dystrophy, chronic bronchitis, gastric ulcer, 
depression, anxiety disorder, congestive heart 
failure (CHF), and depression.
 
R8's record lacked evidence that the resident had 
been evaluated for activities according to the 
licensing rules of the facility, to include the 
following: 
- current abilities and skills; 
- emotional and social needs and patterns; 
- physical abilities and limitations;
- adaptations necessary for the resident to 
participate; and  
- identification of activities for behavioral 
interventions.  
 
On April 19, 2023, at 1:29 p.m., clinical nursing 
supervisor provided the surveyor with a document 
titled Minnesota New LOC HSE and stated this 
document is what the licensee used to evaluate 
activities. The document included evaluating 
resident's preferred activity settings and general 
activity preferences, however lacked evidence 
that the resident had been evaluated for activities 
according to the licensing rules of the facility 
listed above. CNS-D stated they were unaware of 
why the activity evaluation did not include an 
evaluation of all provisions. 
  
No further information was provided.  
 
TIME PERIOD FOR CORRECTION: Twenty-one 
(21) days

 02310
SS=I

144G.91 Subd. 4 (a) Appropriate care and 
services

(a) Residents have the right to care and assisted 
living services that are appropriate based on the 

 02310
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resident's needs and according to an up-to-date 
service plan subject to accepted health care 
standards.

This MN Requirement  is not met as evidenced 
by:
Based on observation, interview, and record 
review, the licensee failed to ensure the care and 
services were provided according to acceptable 
health care, medical or nursing standards for two 
of two residents (R5, R6) with hospital-style 
bedrails. This resulted in an immediate correction 
order issued on April 18, 2023. In addition, the 
licensee failed to ensure that oxygen tanks were 
properly stored for one of one resident (R5).

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

The findings include:

R5
On April 18, 2023, at 6:53 a.m., the surveyor 
observed bilateral (two sides) half rail 
hospital-style bedrails located at the head of R5's 
hospital bed and an overhead trapeze bar on 
R5's bed.

R5's 90-day assessment dated April 11, 2023, 
indicated R5 had no supportive devices.

R6
On April 18, 2023, at 7:57 a.m., the surveyor 

On April 20, 2023, the immediacy of 
correction order 2310 was removed, 
however non-compliance remained and 
the scope and level remained unchanged. 
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observed bilateral half rail hospital-style bedrails 
located at the head of R6's hospital bed.

R6's 90-day assessment dated March 28, 2023, 
indicated R6 had no supportive devices.  

On April 18, 2023, at 11:53 a.m., the surveyor 
requested to see a bedrail assessment for R5 
and R6. Clinical nurse supervisor (CNS)-D stated, 
"R5 doesn't have one. Does she have a bed rail? 
I know R6 doesn't have one because I didn't 
know she had bed rails." CNS-D stated she knew 
there was one more resident that had bed rails. 
CNS retrieved the records and stated, "But his 
assessment says no bedrails. If I know about 
them [bedrails] we would do the assessment, but 
I can't tell you how many these effects until I go 
room to room to see who has them. I will just 
have to go room to room and see who has 
bedrails and do the assessments as I find them. 
All I can do is learn."

On April 18, 2023, at 12:10 p.m., licensed 
assisted living director (LALD)-C stated, "I know 
there is an assessment that we need to do if 
there are bedrails, but I was unaware that we had 
bedrails. When I asked, I was told we didn't have 
any bedrails."

The licensees Policy for The Use Of Side Rails In 
Assisted Living dated January, 21, 2016, 
indicated, "The use of side rails may occur only 
as necessary as ordered by the physician treating 
the resident."

The Food and Drug Administration's (FDA), A 
Guide to Bed Safety, dated 2000, and revised 
April 2010, indicated following information: "When 
bed rails are used, perform an on-going 
assessment of the patient's physical and mental 
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status, closely monitor high-risk patients. The 
FDA also identified; "Patients who have problems 
with memory, sleeping, incontinence, pain, 
uncontrolled body movement, or who get out of 
bed and walk unsafely without assistance, must 
be carefully assessed for the best ways to keep 
them from harm, such as falling. Assessment by 
the patient's health care team will help to 
determine how best to keep the patient safe." 

The March 10, 2006, FDA Side Rail Entrapment 
Zones and Dimensional Recommendations 
indicated to reduce the risk of entrapment, zone 1 
(within the rail) should not exceed 4 and 3/4 
inches, zone 2 (under the rail, between rail 
supports or next to a single rail support) should 
not exceed 4 and 3/4 inches, zone 3 (between the 
rail and the mattress), should not exceed 4 and 
3/4 inches, and zone 4 (under the rail, at the ends 
of the rail) should not exceed 2 and 3/8 inches or 
be greater than a 60 degree angle.

The Minnesota Department of Health (MDH) 
website, Assisted Living Resources & 
Frequently-Asked Questions (FAQs) indicated, 
"To ensure an individual is an appropriate 
candidate for a bed rail, the licensee must assess 
the individual's cognitive and physical status as 
they pertain to the bed rail to determine the 
intended purpose for the bed rail and whether 
that person is at high risk for entrapment or falls. 
This may include assessment of the individual's 
incontinence needs, pain, uncontrolled body 
movement or ability to transfer in and out of bed 
without assistance. The licensee must also 
consider whether the bed rail has the effect of 
being an improper restraint." Also included, 
"Documentation about a resident's bed rails 
includes, but is not limited to: 
- Purpose and intention of the bed rail; 
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- Condition and description (i.e., an area large 
enough for a resident to become entrapped) of 
the bed rail;
- The resident's bed rail use/need assessment;
- Risk vs. benefits discussion (individualized to 
each resident's risks);
- The resident's preferences;
- Installation and use according to manufacturer's 
guidelines;
- Physical inspection of bed rail and mattress for 
areas of entrapment, stability, and correct 
installation; and
- Any necessary information related to 
interventions to mitigate safety risk or negotiated 
risk agreements".
Additionally, the MDH website indicated for 
hospital-style bed rails, the licensee must include 
in their documentation, the bed rail 
measurements and that the bed rail has not 
shifted and is securely attached to the bed frame 
per manufacturer recommendations.

No further information was provided.

TIME PERIOD FOR CORRECTION: Immediate

In addition, the licensee failed to ensure that 
oxygen tanks were properly stored for one out of 
one resident (R5).

The findings include:

On April 18, 2023, at 6:53 a.m., the surveyor 
observed five oxygen tanks in R5' bedroom. One 
tank was secured in a metal portable roller, and 
one tank located on the oxygen tank refill system 
machine. Three oxygen tanks were placed 
against the wall unsecured. 

On April 18, 2023, at 6:55 a.m., unlicensed 
Minnesota Department of Health
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personnel (ULP)-J stated, "there is no other 
location to store them so we [staff] left them next 
to the refill station."

On April 18, 2023, at 7:49 a.m., registered nurse 
(RN)-A stated, "All oxygen tanks need to be 
secured at all times. I was unaware we had tanks 
that were not being secured." 

The licensee's Oxygen policy dated September 1, 
2019, indicated (oxygen) containers must be 
secured in a stand or cart so they cannot be 
knocked over while in use or in storage and must 
not be located in areas where they may be 
overturned due to a door opening or where they 
are in a pathway. 

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7) 
days
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Division of Environmental Health, FPLS
PO Box 64975
Saint Paul, 55164-0975
651-201-4500

1023231089

Page 1

04/18/23
09:25:44

Type:

Time:
Date:

Report:

Full         Food and Beverage Establishment 
       Inspection Report

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

7634935910

Rose Arbor/Wildflower Lodge
16500 92nd Avenue North
Maple Grove, MN55311
Hennepin County, 27

  /  /

No
Risk:

Expires on:

Announced Inspection:

ID #: 0038661

ID #:

Location:

License Categories: Operator:

Establishment Info:

Phone #:

The following orders were issued during this inspection.

OBSERVED WYE VALVE INSTALLED ON MOP FAUCET WITH AVB. REPLACE WITH APPROVED
ASSE 1055 PRESSURE BLEEDING DEVICE.

5-200B  Plumbing: cross connections

MN Rule 4626.1085A   Remove the control valve located on the discharge side of the atmospheric vacuum
breaker backflow prevention device.

Comply By: 04/18/23

FOOD STORED ON GROUND OF WALK IN FREEZER.

3-300C  Protection from Contamination: equipment/utensils, consumers

MN Rule 4626.0300A   Store all food in a clean, dry location; where it is not exposed to splash, dust or other
contamination; and at least 6 inches above the floor.

Comply By: 04/18/23

Surface and Equipment Sanitizers

Hot Water: =  at 164 Degrees Fahrenheit
Location: DISH MACHINE
Violation Issued: No

S&S: = 700PPM at  Degrees Fahrenheit
Location: SANI BUCKET
Violation Issued: No

Food and Equipment Temperatures

Temperature: 40 Degrees Fahrenheit  - Location: WALK IN COOLER
Violation Issued: No

Process/Item: Cold Hold/CHICKEN



1023231089

Page 2

04/18/23
09:25:44

Type:

Time:
Date:

Rose Arbor/Wildflower Lodge
Report:

Full         Food and Beverage Establishment 
       Inspection Report

Temperature: 40 Degrees Fahrenheit  - Location: PREP COOLER
Violation Issued: No

Process/Item: Cold Hold/CUT TOMATO

Temperature: 174 Degrees Fahrenheit  - Location: IN KETTLE
Violation Issued: No

Process/Item: Cooking/SOUP

THIS INSPECTION WAS CONDUCTED IN CONJUNCTION WITH MDH HEALTH REGULATORY
DIVISION (HRD) SURVEY. INSPECTION CONDUCTED IN PRESENCE OF THE PERSON IN CHARGE.

ALL VIOLATIONS WERE DISCUSSED WITH PERSON IN CHARGE AND HRD EVALUATOR DURING
INSPECTION. FOR CORRECT BY DATES REFER TO COMPLETE REPORT ISSUED BY HRD.

THIS FACILITY CONSISTS OF A FULL SERVICE KITCHEN AREA WITH TYPE I HOOD/ANSUL AND
PREP SINK. FOOD SERVICE IS PROVIDED BY FACILITY STAFF.

FOOD STORAGE/PREPERATION AREA FLOORS, WALLS, CEILINGS, COUNTERTOPS, AND FINISH
MATERIALS MUST BE NON-ABSORBANT, SMOOTH, DURABLE, AND EASILY CLEANABLE.
CEILINGS CANNOT HAVE POPCORN TEXTURE. CABINETS CANNOT HAVE HOLLOW BASES.
EXPOSED WOOD IS NOT APPROVED FOR FOOD SERVICE AREAS.

THESE TOPICS WERE DISCUSSED WITH THE PERSON IN CHARGE:
- EMPLOYEE ILLNESS EXCLUSION
- HAND WASHING PROCEDURE
- NO BARE HAND CONTACT WITH RTE FOOD
- VOMIT CLEAN UP PROCEDURE
- FULLY COOKING FOOD FOR HIGH RISK POPULATIONS
- PASTEURIZED SHELL EGGS
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Page 3

04/18/23
09:25:44

Type:

Time:
Date:

Rose Arbor/Wildflower Lodge
Report:

Full         Food and Beverage Establishment 
       Inspection Report

I acknowledge receipt of the Minnesota Department of Health inspection report
number 1023231089 of 04/18/23.

Certified Food Protection Manager:

Certification Number: Expires:

HONG ANH TRAN

74735 08/23/23

Signed: Signed:

HONG ANH TRAN
PERSON IN CHARGE

Gregory T. Nelson
Public Health Sanitarian
Freeman Building
651-201-4259

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

greg.nelson@state.mn.us

Inspection report reviewed with person in charge and emailed.
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