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Electronically Delivered

September 19, 2024

Licensee
Centracare Chateau Waters
960 19th Street South
Sartell, MN  56377

RE: Project Number(s) SL34765015

Dear Licensee:

On August 17, 2024, the Minnesota Department of Health completed a follow-up survey of your
facility to determine if orders from the May 22, 2024, survey were corrected. This follow-up survey
verified that the facility is in substantial compliance.

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

Please feel free to call me with any questions.

Sincerely,

    
Kelly Thorson, Supervisor
State Evaluation Team
Email: kelly.thorson@state.mn.us
Telephone: 320-223-7336 Fax:  1-866-890-9290
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Electronically Delivered

June 6, 2024

Licensee
Chateau Waters
960 19th Street South
Sartell, MN 56377

RE:  Project Number(s) SL34765015

Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on May 22, 2024, for the purpose of
evaluating and assessing compliance with state licensing statutes. At the time of the survey, MDH
noted violations of the laws pursuant to Minnesota Statute, Chapter 144G, Minnesota Food Code,
Minnesota Rules Chapter 4626, Minnesota Statute 626.5572 and/or Minnesota Statute Chapter 260E.

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

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

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

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

Level 4: a fine of $5,000 per incident, in addition to any enforcement mechanism authorized in
          § 144G.20.        
        
In accordance with Minn. Stat. § 144G.31, Subd. 4(a)(5), MDH may impose fine amounts of either
$1,000 or $5,000 to licensees who are found to be responsible for maltreatment. 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. MDH also may impose a
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fine of $5,000 for each substantiated maltreatment violation consisting of sexual assault, death, or
abuse resulting in serious injury.  
  
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 - 0470 - 144g.41 Subdivision 1 - Minimum Requirements - $3,000.00

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999,  the total amount you are
assessed is $3,000.00. 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 MDH within 15 calendar
days of the correction order receipt date.     

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

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

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

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

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

If you have any questions, please contact me.

Sincerely,

Kelly Thorson, Supervisor
State Evaluation Team
Email: Kelly.Thorson@state.mn.us
Telephone: 320-223-7336 Fax: 1-866-890-9290

AH
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0 000 Initial Comments 0 000

******ATTENTION******

ASSISTED LIVING PROVIDER LICENSING
CORRECTION ORDER(S)

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

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

INITIAL COMMENTS:

Minnesota Department of Health is
documenting the State 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.

SL34765015

On May 20, 2024, through May 22, 2024, the
Minnesota Department of Health conducted an
intial survey at the above provider, and the
following correction orders are issued. At the time
of the survey, there were 71 residents; 20
receiving services under the provider's Assisted
Living license.

An immediate correction order was identified on
May 21, 2024, issued for SL34765015-0, tag
identification 0470.

On May 22, 2024, the immediacy of correction
order 0470 was lifted, however, scope and level
remained unchanged.

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.

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

0 470

(11) develop and implement a staffing plan for
Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

STATE FORM 6899 65EB11 If continuation sheet 1 of 13
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0 470 Continued From page 1

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

0 470

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to ensure they had one or more
persons available 24 hours per day, seven days
per week, who were awake and responsible for
responding to the requests of residents for
assistance with health or safety needs. This had
the potential to affect all residents.

This practice resulted in a level three violation (a
violation that harmed a resident's health or safety,

Minnesota Department of Health
STATE FORM 6899 65EB11 If continuation sheet 2 of 13
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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).

0 470

The findings include:

On May 20, 2024, at 10:30 a.m. during the
entrance conference, licensed assisted living
director/clinical nurse supervisor (LALD/CNS)-A
stated they do not have any overnight staff
working at the assisted living facility due to not
having any services scheduled for overnight and
the assisted living facility is attached to a skilled
nursing facility. LALD/CNS-A stated that the
registered nurse (RN) working at the skilled
nursing facility will answer any call buttons
pushed overnight and call 911 if there is an
emergency.

On May 21, 2024, at 2:40 p.m., executive director
(ED)-D stated the RN from the skilled nursing
facility can only answer the call lights for
resident's and call 911 if it is an emergency.
LALD/CNS-A stated the RN from the skilled
nursing facility do not have keys to the medication
cabinets or access to the electronic records of the
assisted living resident's and can only summon
emergency services.

The facility staffing plan updated and reviewed on
March 2024, indicated planned team members
for the licensee will have one staff on day shift,
one staff on evening shift, and overnight shift will
be covered by response from skilled nursing
facility RN only.

Minnesota Department of Health
STATE FORM 6899 65EB11 If continuation sheet 3 of 13
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The licensee's Staffing, Direct-Care Staffing Plan
& Daily Schedule policy dated August 1, 2021,
indicated the staffing plan will provide qualified
direct-care staff sufficient to meet the residents'
needs 24-hours a day, seven-days a week and
will be adequate to address:
-Each resident's needs as identified in the service
plan and assisted living contract;
-Each resident's acuity level as determined by the
most recent assessment or individualized review;
and
-Ability to meet the resident's scheduled and
reasonably unforeseeable unscheduled needs
given the physical layout of the facility premises.

0 470

No further information was provided.

TIME PERIOD FOR CORRECTION: IMMEDIATE

The immediacy was lifted on May 22, 2024;
however, non-compliance remains at the same
scope/level.

0 550 144G.41 Subd. 7 Resident grievances; reporting 0 550
SS=F maltreatment

All facilities must post in a conspicuous place
information about the facilities' grievance
procedure, and the name, telephone number, and
email contact information for the individuals who
are responsible for handling resident grievances.
The notice must also have the contact
information for the Office of Ombudsman for
Long-Term Care and the Office of Ombudsman
for Mental Health and Developmental Disabilities
and must have information for reporting
suspected maltreatment to the Minnesota Adult
Abuse Reporting Center. The notice must also
state that if an individual has a complaint about

Minnesota Department of Health
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0 550 Continued From page 4 0 550

the facility or person providing services, the
individual may contact the Office of Health Facility
Complaints at the Minnesota Department of
Health.

This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to post the required
information related to the grievance procedure
and contact information for the Office of
Ombudsman for Long-Term Care and Mental
Health and Developmental Disabilities, and
information for reporting suspected maltreatment
to the Minnesota Adult Abuse Reporting Center
(MAARC). This had the potential to affect all the
licensee's current residents, staff, and visitors.

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

The findings include:

The licensee lacked postings of the grievance
procedure, contact information for the Office of
Ombudsman for Mental Health and
Developmental Disabilities, and information for
reporting suspected maltreatment to the
Minnesota Adult Abuse Reporting Center.

On May 20, 2024, at 12:15 p.m., the surveyor
observed the common areas within the facility
and noted the facility lacked the above required
postings.

Minnesota Department of Health
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On May 20, 2024, at 12:40 p.m., licensed
assisted living director/clinical nurse supervisor
(LALD/CNS)-A stated they did not have the Office
of Ombudsman for Mental Health and
Developmental Disabilities number posted
because they thought it was on the Office of
Ombudsman for Long-Term Care posting.
LALD/CNS-A further stated the number for
MAARC was not posted; however, they have the
[facility]integrity line which would prompt a caller
on how to report to MAARC.

No further information was provided.

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

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

0 810

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

(1) location and number of resident sleeping
rooms;

(2) 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.

Minnesota Department of Health
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(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.

0 810

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 required elements. 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
cause serious injury, impairment, or death), and
was issued at a widespread scope (when
problems are pervasive or represent a systemic
failure that has affected or has potential to affect
a large portion or all of the residents).

The findings include:

On May 22, 2024, at 11:50 a.m., assistant
executive director (AED)-F, environmental
services (ES)-G and maintenance technician
(MT)-H provided documents on the fire safety

Minnesota Department of Health
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and evacuation plan, fire safety and evacuation
training, and evacuation drills for the facility.

0 810

Record review of the available documentation
indicated that the licensee did not have complete
employee actions to be taken in the event of a fire
or similar emergency as well as complete
procedures for residents' movement, evacuation,
and relocation during a fire or similar emergency
including the identification of unique or unusual
resident needs for movement or evacuation.

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

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

01290

(a) Employees, contractors, and regularly
scheduled volunteers of the facility are subject to
the background study required by section
144.057 and may be disqualified under chapter
245C. Nothing in this subdivision shall be
construed to prohibit the facility from requiring
self-disclosure of criminal conviction information.
(b) Data collected under this subdivision shall be
classified as private data on individuals under
section 13.02, subdivision 12.
(c) Termination of 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 interview and record review, the
licensee failed to ensure a background study was
affiliated to the current health facility identification

Minnesota Department of Health
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(HFID) number for 22 of 33 employees on the
facility provided employee roster.

01290

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 the residents).

The findings include:

On May 21, 2024, at 1:00 p.m., the surveyor
reviewed the facility's roster on the NETStudy 2.0
website (background study) and compared it to
the facility's staff roster and discovered only 11 of
the facility's 33 employees were affiliated with the
licensee's HFID #34765. The other 22 staff were
affiliated with a HFID of a contiguous campus.

On May 21, 2024, at 3:10 p.m., executive director
(ED)-E stated all staff have background studies
completed, but some were affiliated with the
skilled nursing facility within the campus instead
of the facility where they work. ED-E further
stated when the new company took over, some
staff were placed in different categories and
therefore were affiliated with the wrong HFID.

The licensee's Background Checks policy dated
August 1, 2021, indicated all employees; as well
as contractors, and regularly scheduled
volunteers of the facility with direct resident
contact will undergo a background study through
DHS. Only those with satisfactory results will
continue to work with the facility and its residents.
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No further information was provided.

01290

TIME PERIOD FOR CORRECTION: Two (2)
days

01470 144G.63 Subd. 2 Content of required orientation
SS=D

(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
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

01470
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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.

01470

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to ensure employees received
orientation to assisted living licensing
requirements and regulations prior to providing
services for one of three employees (registered
nurse (RN)-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, 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
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situation has occurred only occasionally).

01470

The findings include:

RN-B started employment with the licensee on
December 15, 2023.

RN-B's employee record lacked documented
evidence of the following orientation topics:
- Overview of Assisted Living statutes;
- Handling of resident complaints;
- Review of types of Assisted Living services the
employee will provide and provider's scope of
license; and
- Principals of person-centered planning/service
delivery.

On May 21, 2024, at 4:30 p.m. executive director
(ED)-E stated the employee record was missing
some of the required orientation topics due to an
oversight made when the modules were
assigned.

The licensee's Assisted Living & Assisted Living
with Dementia Care Orientation -All Staff policy
dated August 1, 2021, indicated all assisted living
employees must complete an orientation to
assisted living licensing requirements and
regulations before providing services to residents.
At minimum, orientation must include the
following topics:
- An overview of Minnesota's assisted living law;
- Principals of person-centered planning and
service delivery and how they apply to direct
support services;
- Types of assisted living services as indicated on
the Uniform Disclosure of Assisted Living
Services and Amenities and providers scope of
licensure; and
- Complaint process.
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No further information was provided.

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