DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of AIl Minnesotans

Electronically Delivered
January 13, 2026

Licensee

Destiny Home Care Services
8709 Bryant Avenue South
Bloomington, MN 55420

RE: Project Number(s) SL27248016
Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on December 17, 2025, for the
purpose of evaluating and assessing compliance with state licensing statutes. At the time of the
survey, MDH noted violations of the laws pursuant to Minnesota Statute, Chapter 144G, Minnesota
Food Code, Minnesota Rules Chapter 4626, Minnesota Statute 626.5572 and/or Minnesota Statute
Chapter 260E.

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

STATE CORRECTION ORDERS

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

IMPOSITION OF FINES

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

Level 1: no fines or enforcement;

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

Level 3: a fine of $1,000 per incident, in addition to any enforcement mechanism
authorized in § 144G.20;
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Level 4: a fine of $3,000 per incident, in addition to any enforcement mechanism authorized in

§ 144G.20;
Level 5: a fine of $5,000 per violation, in addition to any enforcement mechanism authorized in

§ 144G.20.

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

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

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, the total amount you are
assessed is $1,000.00. 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:

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

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

e |dentify what changes to your systems and practices were made to ensure compliance with

the specific statute(s).

CORRECTION ORDER RECONSIDERATION PROCESS

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

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

REQUESTING A HEARING

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

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

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

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

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

If you have any questions, please contact me.

Sincerely,

Casey DeVries, Supervisor

State Evaluation Team

Email: Casey.DeVries@state.mn.us

Telephone: 651-201-5917 Fax: 1-866-890-9290

HHH
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(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
0 000| Initial Comments 0 000
AT TENTION Minnesota Department of Health is
documenting the State Correction Orders
ASSISTED LIVING PROVIDER LICENSING using federal software. Tag numbers have
CORRECTION ORDER(S) been assigned to Minnesota State
Statutes for Assisted Living License
In accordance with Minnesota Statutes, section Providers. The assighed tag number
144G .08 to 144G.95, these correction orders are appears in the far-left column entitled "ID
Issued pursuant to a survey. Prefix Tag." The state Statute number and
the corresponding text of the state Statute
Determination of whether violations are corrected out of compliance is listed in the
requires compliance with all requirements "Summary Statement of Deficiencies”
provided at the Statute number indicated below. column. This column also includes the
When Minnesota Statute contains several items, findings which are in violation of the state
fallure to comply with any of the items will be requirement after the statement, "This
considered lack of compliance. Minnesota requirement is not met as
evidenced by." Following the surveyors'
INITIAL COMMENTS: findings Is the Time Period for Correction.
SL27248016-0 PLEASE DISREGARD THE HEADING OF
THE FOURTH COLUMN WHICH
On December 15, 2025, through December 17, STATES,"PROVIDER'S PLAN OF
2025, the Minnesota Department of Health CORRECTION." THIS APPLIES TO
conducted a full survey at the above provider, and FEDERAL DEFICIENCIES ONLY. THIS
the following correction orders are issued. At the WILL APPEAR ON EACH PAGE.
time of the survey, there were three residents: all
of whom were receiving services under the THERE IS NO REQUIREMENT TO
Assisted Living license. 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.
0 480, 144G.41 Subdivision 1 Subd. 1a (a-b) Minimum 0 4380
SS=F | requirements; required food services
(a) Except as provided in paragraph (b), food

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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0 480 | Continued From page 1 0 480

must be prepared and served according to the
Minnesota Food Code, Minnesota Rules, chapter
4626.

(b) For an assisted living facility with a licensed
capacity of ten or fewer residents:

(1) notwithstanding Minnesota Rules, part
4626.0033, item A, the facility may share a
certified food protection manager (CFPM) with
one other facility located within a 60-mile radius
and under common management provided the
CFPM is present at each facility frequently
enough to effectively administer, manage, and
supervise each facility's food service operation;
(2) notwithstanding Minnesota Rules, part
4626.0545, item A, kick plates that are not
removable or cannot be rotated open are allowed
unless the facility has been issued repeated
correction orders for violations of Minnesota
Rules, part 4626.1565 or 4626.1570;

(3) notwithstanding Minnesota Rules, part
4626.0685, item A, the facility Is not required to
provide Iintegral drainboards, utensil racks, or
tables large enough to accommodate soiled and
clean items that may accumulate during hours of
operation provided soiled items do not
contaminate clean items, surfaces, or food, and
clean equipment and dishes are air dried in a
manner that prevents contamination before
storage;

(4) notwithstanding Minnesota Rules, part
4626.1070, item A, the facility is not required to
Install a dedicated handwashing sink in its
existing kitchen provided it designates one well of
a two-compartment sink for use only as a
handwashing sink;

(9) notwithstanding Minnesota Rules, parts
4626.1325, 4626.1335, and 4626.1360, item A,
existing floor, wall, and ceiling finishes are
allowed provided the facility keeps them clean

Minnesota Department of Health
STATE FORM 6899 781Q11 If continuation sheet 2 of 35
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and in good condition;

(6) notwithstanding Minnesota Rules, part
4626.1375, shielded or shatter-resistant
lightbulbs are not required, but if a light bulb
breaks, the facility must discard all exposed food
and fully clean all equipment, dishes, and
surfaces to remove any glass particles; and

(7) notwithstanding Minnesota Rules, part
4626.1390, toilet rooms are not required to be
provided with a self-closing door.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure food was

prepared and served according to the Minnesota
Food Code.

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

The findings include:

Please refer to the document titled, Food and
Beverage Establishment Inspection Report
(FBEIR) dated December 16, 2025, for the
specific Minnesota Food Code violations. The
Inspection Report was provided to the licensee
within 24 hours of the inspection.

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

Minnesota Department of Health
STATE FORM 6899 781Q11 If continuation sheet 3 of 35
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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 Disabillities
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
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 reporting contact information for the Office of
Health Facility Complaints (OHFC).

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

The findings include:

Minnesota Department of Health
STATE FORM 6899 781Q11 If continuation sheet 4 of 35
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0 550 | Continued From page 4 0 550

On December 15, 2025, at 11:45 a.m., during the
facility tour, the surveyor observed contact
Information for the Office of Ombudsman for
Long Term Care (OOLTC), Office of Ombudsman
for Mental Health and Developmental Disabilities
(OMHDD), and Minnesota Adult Abuse Reporting
Center (MAARC), posted on a bulletin board In
the living room. The surveyor observed the
licensee lacked the OHFC contact information.

On December 15, 2025, at 11:45 a.m., registered
nurse (RN)-E stated they were not aware of the
requirement to post the above listed contact
Information.

No further information was provided.

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

0 630, 144G .42 Subd. 6 (b) Compliance with 0 630
SS=F | 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
and other vulnerable adults. For purposes of the
abuse prevention plan, abuse includes
self-abuse.

This MN Requirement Is not met as evidenced
by:

Minnesota Department of Health
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Based on interview and record review, the
licensee failed to ensure an individual abuse
prevention plan (IAPP) was developed to include

the required content for three of three residents
(R1, R2, R3).

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

The findings include:

R1

R1 was admitted to the licensee on December
30, 2024, with diaghoses that included
schizophrenia disorder, bipolar type, vitamin D
deficiency, hepatitis B infection history, anxiety,
and history of physical aggression.

R1's sighed Service Plan with effective date of
January 1, 2025, indicated R1 received services
for assistance with dressing, oral hygiene,
bathing, grooming, medication administration,
housekeeping, linen change, behavior
management, nursing assessment, medication
set up, and personal laundry.

R1's undated |IAPP indicated R1 was at risk to be
abused by others; and at risk to abuse others.
R1's IAPP did not indicate a specific intervention
for each identified vulnerability.

R2
R2 was admitted to the licensee on October 6,

Minnesota Department of Health
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2022, with diagnoses that included schizophrenia,
cannabis use disorder-sever, history of trauma,
auditory and tactile hallucinations, attention deficit
hyperactivity disorder, post-traumatic stress
disorder, anxiety, depression, past history of
bipolar disorder, and cognitive disorder.

R2's sighed Service Plan with effective date of
January 1, 2025, indicated R2 received services
for assistance with dressing, oral hygiene,
bathing, grooming, medication administration,
preparation of modified diets, medication set up,
and personal laundry.

R2's undated |APP indicated R2 was at risk to be
abused by others; and at risk to abuse others.
R2's |APP did not indicate a specific intervention
for each identified vulnerabillity.

R3

R3 was admitted to the licensee on September
15, 2022, with diaghoses that included anxiety
symptoms with panic reactions, major depression
disorder, stress, paranoia negative symptoms
and functioning deficit, severe migraines, nausea
and vomiting, recurrent with psychotic featurisms
(trauma from racism and discrimination) history of
substance abuse, restless, trouble
relaxing/pacing, delusional thinking, and
hallucinations.

R3's sighed Service Plan with effective date of
January 1, 2025, indicated R3 received services
for oral hygiene, bathing, grooming, medication
administration, preparation of modified diets,
medication set up, nursing assessment,
housekeeping and linen change, behavior
management, and personal laundry.

R3's undated |APP indicated R3 was at risk to be

Minnesota Department of Health
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abused by others; and at risk to abuse others.
R3's |APP did not indicate a specific intervention
for each identified vulnerability.

On December 16, 2025, at 9:05 a.m., clinical
nurse supervisor (CNS)-C stated the |IAPP was
developed based on residents' history, psychiatric
Issues, and diaghoses. CNS-C stated all
residents were admitted to the licensee with a
history of being at risk to be abused by others and
at risk of abusing others, none of the residents
displayed the behavior after they got admitted to
the licensee and that was why they did not have
specific interventions for the identified risks.

The licensee's undated C.22 Vulnerable Client
policy indicated the licensee will develop an
Individual abuse prevention plan for each
vulnerable adult receiving services. The plan will
contain an individualized assessment of the
person’'s susceptibility to abuse (including
self-abuse), and a statement of the specific
measures to be taken to minimize the risk of
abuse to that person. The individualized
assessment of each client will include:

(1) The person's susceptibility to abuse by other
Individuals, including other vulnerable adults;

(2) The person's risk of abusing other vulnerable
adults: and

(3) Statements of the specific measures to be
taken to minimize the risk of abuse to that person
and other vulnerable adults.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (/)
days

Minnesota Department of Health
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0 650 144G .42 Subd. 8 (a) Staff records 0 6250
SS=F

(a) The facility must maintain current records of
each paid staff member, each regularly
scheduled volunteer providing services, and each
Individual contractor providing services. The
records must include the following infomation:

(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
gualifications, responsibilities, and identification of
staff persons providing supervision;

(4) documentation of annual performance
reviews that identify areas of improvement
needed and training needs;

(9) 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 interview and record review, the
licensee failed to ensure employee records
Included all required content for four of four
employees (unlicensed personnel (ULP)-A,
registered nurse (RN)-E, licensed practical nurse

(LPN)-G, clinical nurse supervisor (CNS)-C).

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a

resident's health or safety) and was issued at a

Minnesota Department of Health
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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-A
ULP-A was hired on September 18, 2020, to
provide direct cares and services to residents.

LPN-G

LPN-G was hired on August 13, 2011, to provide
oversight to the licensee'’s staff and to provide
direct care services to the licensee's residents.

RN-E

RN-E was hired on February 9, 2024, to provide
oversight to the licensee’s staff and to provide
direct care services to the licensee's residents.

CNS-C

CNS-C was hired on August 8, 2006, to provide
oversight to the licensee's staff and to provide
direct care services to the licensee's residents.

ULP-A, LPN-G, RN-E, and CNS-C's employee
record lacked an annual performance review
completed yearly.

On December 17, 2025, at approximately 12:15
p.m., manager (M)-F stated they did do a
performance evaluation for all employees
verbally. M-F stated there was no documentation
for the performance review for any of their
employees.

No further information was provided.

TIME PERIOD FOR CORRECTION: Twenty-one

Minnesota Department of Health
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0 680| 144G .42 Subd. 10 Disaster planning and 0 680

SS=F | 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
temporary relocation sites, and detalls staff
assignments in the event of a disaster or an
emergency,;

(2) post an emergency disaster plan prominently;
(3) provide building emergency exit diagrams to
all residents;

(4) post emergency exit diagrams on each floor;
and

(5) have a written policy and procedure regarding
missing residents.

(b) The facility must provide emergency and
disaster training to all staff during the initial staff
orientation and annually thereafter and must
make emergency and disaster training annually
available to all residents. Staff who have not
received emergency and disaster training are
allowed to work only when trained staff are also
working on site.

(c) The facility must meet any additional
requirements adopted in rule.

This MN Requirement Is not met as evidenced
by:

Based on interview and record review the
licensee failed to maintain a written emergency
preparedness plan (EPP) with all the required
content. The licensee also failed to post the EPP
In conspicuous place. This had the potential to
affect all residents, staff, and visitors.

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

The findings include:

The licensee's EPP last reviewed January 23,
2024, lacked evidence of the following:

- posted in a conspicuous place;

- quarterly review of missing residents policy;
- yearly review of the EPP;

- emergency officials and staff contact
Information; and

- methods of sharing information with resident
and their families/representatives.

On December 17, 2025, at approximately 10:10
a.m., via telephone, licensed assisted living
director (LALD)-D stated the EPP was locked in a
cabinet because they had a client who used to
take the EPP book to their room and mess with it.
LALD-D stated they were not aware about the
above-mentioned missing items; LALD-D stated
they would fix It.

The licensee’s undated Emergency
Preparedness Plan - Appendix Z compliance
policy indicated the licensee has in place an
effective and compliant Emergency Preparedness
Plan. The intent is the plan will be aligned with the
Centers for Medicare and Medicaid Services
State Operation Manual Appendix Z: "State
Operations Manual Appendix Z - Emergency
Minnesota Department of Health
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Preparedness for All Provides and Certified
Supplier Types: Interpretive Guidance.”

No further information was provided.

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

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

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

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure the physical
environment of the facility was maintained in
compliance with the requirements of Minnesota
Statute 144G.

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

The findings Include:

Please refer to the document titled, Physical
Environment Inspection Report (PEIR) dated
December 16, 2025, for the specific violations
related the physical environment under Minnesota

Minnesota Department of Health
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Statute 144G.

TIME PERIOD FOR CORRECTION: Seven (7)
days

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

(a) Each assisted living facility must comply with
the State Fire Code in Minnesota Rules, chapter
/911, and:

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

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

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

(lif) provide smoke alarms on each story within a
dwelling unit, including basements, but not
Including crawl spaces and unoccupied attics;
(iv) where more than one smoke alarm is
required within an individual dwelling unit or
sleeping unit, interconnect all smoke alarms so
that actuation of one alarm causes all alarms in
the individual dwelling unit or sleeping unit to
operate; and

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

This MN Requirement Is not met as evidenced
by:

Minnesota Department of Health
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Based on observation, interview, and record
review, the licensee failed to ensure the physical
environment of the facility was maintained in

compliance with the requirements of Minnesota
Statute 144G.

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

The findings include:

Please refer to the document titled, Physical
Environment Inspection Report (PEIR) dated
December 16, 2025, for the specific violations

related the physical environment under Minnesota
Statute 144G.

TIME PERIOD FOR CORRECTION: Seven (7)
days

0 790| 144G .45 Subd. 2 (a) (2-3) Fire protection and 0790
SS=F | physical environment

(2) Install and maintain portable fire extinguishers
In accordance with the State Fire Code;

(3) install portable fire extinguishers having a
minimum 2-A:10-B:C rating within Group R-3
occupancies, as defined by the State Fire Code,
located so that the travel distance to the nearest
fire extinguisher does not exceed 75 feet, and
maintained in accordance with the State Fire
Code; and

Minnesota Department of Health
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This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure the physical
environment of the facility was maintained in
compliance with the requirements of Minnesota
Statute 144G.

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

The findings Include:

Please refer to the document titled, Physical
Environment Inspection Report (PEIR) dated
December 16, 2025, for the specific violations

related the physical environment under Minnesota
Statute 144G.

TIME PERIOD FOR CORRECTION: Seven (/)
days

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

(4) keep the physical environment, including
walls, floors, ceiling, all furnishings, grounds,
systems, and equipment in a continuous state of

Minnesota Department of Health
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good repair and operation with regard to the
health, safety, comfort, and well-being of the
residents In accordance with a maintenance and
repair program.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure the physical
environment of the facility was maintained in

compliance with the requirements of Minnesota
Statute 144G.

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

The findings include:

Please refer to the document titled, Physical
Environment Inspection Report (PEIR) dated
December 16, 2025, for the specific violations

related the physical environment under Minnesota
Statute 144G.

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

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

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

(1) location and number of resident sleeping
rooms;

(2) staff actions to be taken in the event of a fire
or similar emergency;

(3) fire protection procedures necessary for
residents; and

(4) procedures for resident movement,
evacuation, or relocation during a fire or similar
emergency including the identification of unique
or unusual resident needs for movement or
evacuation.

(c) Staff of assisted living facilities shall receive
training on the fire safety and evacuation plans
upon hiring and at least twice per year thereafter.
(d) Fire safety and evacuation plans shall be
readily available at all times within the facility.

(e) Residents who are capable of assisting Iin
their own evacuation shall be trained on the
proper actions to take in the event of a fire to
Include movement, evacuation, or relocation. The
training shall be made available to residents at
least once per year.

(f) Evacuation drills are required for staff twice
per year per shift with at least one evacuation drill
every other month. Evacuation of the residents Is
not required. Fire alarm system activation is not
required to initiate the evacuation drill.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure the physical
environment of the facility was maintained in
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compliance with the requirements of Minnesota
Statute 144G.

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

The findings include:

Please refer to the document titled, Physical
Environment Inspection Report (PEIR) dated
December 16, 2025, for the specific violations
related the physical environment under Minnesota
Statute 144G.

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

01460| 144G .63 Subdivision 1 Orientation of staff and 01460
SS=F | supervisors

(a) All staff providing and supervising direct
services must complete an orientation to assisted
living facility licensing requirements and
regulations before providing assisted living
services to residents. The orientation may be
Incorporated into the training required under
subdivision 5. The orientation need only be
completed once for each staff person and is not
transferable to another facility, except as provided
In paragraph (b).

(b) A staff person is not required to repeat the
orientation required under subdivision 2 if the

Minnesota Department of Health
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staff person transfers from one licensed assisted
living facility to another facility operated by the
same licensee or by a licensee affiliated with the
same corporate organization as the licensee of
the first facility, or to another facility managed by
the same entity managing the first facility. The
facility to which the staff person transfers must
document that the staff person completed the
orientation at the prior facility. The facility to which
the staff person transfers must nonetheless
provide the transferred staff person with
supplemental orientation specific to the facility
and document that the supplemental orientation
was provided. The supplemental orientation must
Include the types of assisted living services the
staff person will be providing, the facility's
category of licensure, and the facility's emergency
procedures. A staff person cannot transfer to an
assisted living facility with dementia care without

satisfying the additional training requirements
under section 144G .83.

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 licensure
requirements and regulations before providing
assisted living services to residents for one of

four employees (clinical nurse supervisor
(CNS)-CO).

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

The findings Include:

CNS-C was hired on August 8, 2006, to provide
oversight to the licensee's staff and to provide
direct care services to the licensee's residents.

CNS-C's employee record lacked orientation to
assisted living facility licensure requirements and
regulations to include the following topics:

(1) an overview of this chapter (144G.08 to

144G .95);

(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;

(/) 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
Minnesota Department of Health
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other relevant advocacy services; and

(9) a review of the types of assisted living
services the staff member will be providing and
the facility's category of licensure.

On December 16, 2025, at 1:30 p.m., CNS-C
stated a previous surveyor told them they did not
need to do orientations, annual trainings, and
dementia training for the licensed staff, and that
was why they did not have the orientations
mentioned above completed.

No further information was provided.

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

01470| 144G.63 Subd. 2 Content of required orientation 01470
SS=F
(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

Minnesota Department of Health
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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 staff member 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:

Minnesota Department of Health
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Based on interview and record review, the
licensee failed to ensure staff completed an
orientation to assisted living facility licensing
requirements and regulations before providing
services for one of four employees (registered
nurse (RN)-E).

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

The findings include:

RN-E was hired on February 9, 2024, to provide
oversight to the licensee’s staff and to provide
direct care services to the licensee's residents.

RN-E's employee record included a training
record with the following topics:

- reporting maltreatment of vulnerable adults or
minors completed on February 5, 2024; and

- assisted living bill of rights completed on
February 9, 2024.

RN-E's employee record lacked evidence of
orientation to assisted living regulations for the
following topics:

- overview of assisted living statutes;

- review of provider's policies and procedures;
- handling emergencies and using emergency
Services;

- handing of resident complaints, reporting of
complaints, where to report;

- consumer advocacy services;
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- review of types of assisted living services the
employee will provide and provider's scope of
license; and

- principles of person-centered planning/service
delivery.

On December 16, 2025, at 1:30 p.m., clinical
nurse supervisor (CNS)-C stated a previous
surveyor told them they did not need to do
orientations, annual trainings, and dementia
training for the licensed staff, and that was why
they did not have the orientations mentioned
above completed.

The licensee's undated Orientation of Staff and
Supervisors policy read, "POLICY: All staff of
[licensee’'s hame] providing and supervising direct
services must complete an orientation to Assisted
Living facility licensing requirements and
regulations before providing assisted living
services to residents.

PROCEDURE: Orientation must be completed
once for each staff person and is not transferable
to another home care provider.

1. All [licensee's name] employees must
complete the orientation to assisted living facility
requirements before providing assisted living
services to residents.

2. The materials and/or type of training (i.e.
video, lecture, reading, etc.) will be documented
for compliance.

3. The orientation must contain the following
topics:

o An overview of the appropriate Assisted

Living statutes and rules

o An introduction and review of the facility's
policies and procedures related to the provision of
assisted living services by the individual staff
Minnesota Department of Health
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person

o Handling of emergencies and use of
emergency services

o Compliance with and reporting of the
maltreatment of vulnerable adults under section
626.557 to the Minnesota Adult Abuse Reporting
Center (MAARC)

o The assisted living bill of rights and staff
responsibilities related to ensuring the exercise
and protection of those rights

o Principles of person-centered planning and
service delivery and how they apply to direct
support services provided by the staff person

o Handling of residents’' complaints, reporting
of complaints, and where to report complaints,
Including information on the Office of Health
Facility Complaints

o 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

o Areview of the types of assisted living
services the employee will be providing and the
[licensee’'s hame]' category of licensure

o0 The staff person's job description upon hire
and whenever there is a change to the job
description that changes the nature of the job or
how the job is to be performed

0 [licensee's name] organization chart and the
roles of staff within the facility, and the services
offered by [licensee's name] as identified in the
uniform checklist disclosure of services

o The identification of incidents of maltreatment
as defined under Minnesota Statutes, section
626.5572, subdivision 15, including abuse,
financial exploitation, and neglect, and an
explanation that any act that constitutes
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maltreatment is prohibited.
No further information was provided.

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

01500| 144G.63 Subd. 5 Required annual training 01500
SS=F
(a) All staff that perform direct services must
complete at least eight hours of annual training
for each 12 months of employment. The training
may be obtained from the facility or another
source and must include topics relevant to the
provision of assisted living services. The annual
training must include:

(1) training on reporting of maltreatment of
vulnerable adults under section 626.557;

(2) review of the assisted living bill of rights and
staff responsibilities related to ensuring the
exercise and protection of those rights;

(3) review of infection control techniques used In
the home and implementation of infection control
standards including a review of hand washing
techniques; the need for and use of protective
gloves, gowns, and masks; appropriate disposal
of contaminated materials and equipment, such
as dressings, needles, syringes, and razor
blades; disinfecting reusable equipment;
disinfecting environmental surfaces; and
reporting communicable diseases;

(4) effective approaches to use to problem solve
when working with a resident's challenging
behaviors, and how to communicate with
residents who have dementia, Alzheimer's
disease, or related disorders;

(9) review of the facility's policies and procedures
relating to the provision of assisted living services
and how to implement those policies and
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procedures; and

(6) the principles of person-centered planning
and service delivery and how they apply to direct
support services provided by the staff person.
(b) In addition to the topics In paragraph (a),
annual training 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
challenges it poses to communication;

(2) the health impacts related to untreated
age-related hearing loss, such as increased
Incidence of dementia, falls, hospitalizations,
Isolation, and depression; or

(3) iInformation 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 at least eight hours of annual training for
each 12 months of employment for two of four
employees (clinical nurse supervisor (CNS)-C,
registered nurse (RN)-E).

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

The findings Include:

CNS-C

CNS-C was hired on August 8, 2006, to provide
oversight to the licensee's staff and to provide
direct care services to the licensee's residents.

CNS-C's employee records lacked
documentation of eight hours of annual training
completed for every 12 months employment,
Including the following required topics:

- assisted living bill of rights;

- Infection control;

- reporting of maltreatment of vulnerable adults;
- effective approached to use to problem solve
when working with a resident's challenging
behaviors and how to communicate with
residents who have dementia or related
disorders:

- review of provider's policies and procedures;
and

- principals of person-centered planning/service
delivery.

RN-E

RN-E was hired on February 9, 2024, to provide
oversight to the licensee’s staff and to provide
direct care services to the licensee's residents.
RN-E's employee record contained a training
record for the following required topics:

- Infection control completed on May 26, 2025.

RN-E's records lacked documentation of eight
hours of annual training completed for every 12
months employment, including the following

Minnesota Department of Health
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required topics:

- assisted living bill of rights;

- reporting of maltreatment of vulnerable adults;
- effective approached to use to problem solve
when working with a resident's challenging
behaviors and how to communicate with
residents who have dementia or related
disorders:

- review of provider's policies and procedures;
and

- principals of person-centered planning/service
delivery.

On December 16, 2025, at 1:30 p.m., CNS-C
stated a previous surveyor told them they did not
need to do orientations, annual trainings, and
dementia training for the licensed staff, and that
was why they did not have the orientations
mentioned above completed.

The licensee's undated Annual Required Training
policy indicated all staff that perform direct care
services at the licensee's facility will complete at
least eight (8) hours of annual training for each 12
months of employment.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (/)
days

01530 144G.64 (a) (1-2) Training in Dementia, Mental 01530
SS=F | |liness, and De-

(a) All assisted living facilities must meet the
following dementia care, mental iliness, and
de-escalation training requirements:

(1) supervisors of direct-care staff must have at
least eight hours of initial training on dementia

Minnesota Department of Health
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topics specified under paragraph (b), clauses (1)
to (5), and two hours of initial training on mental
lllness and de-escalation topics specified under
paragraph (b), clauses (6) to (8), within 120
working hours of the employment start date.
Supervisors must have at least two hours of
training on topics related to dementia and one
hour of training on topics related to mental illness
and de-escalation for each 12 months of
employment thereafter;

(2) direct-care staff must have completed at least
eight hours of initial training on dementia topics
specified under paragraph (b), clauses (1) to (9),
and two hours of Initial training on mental iliness
and de-escalation topics specified under
paragraph (b), clauses (6) to (8), within 160
working hours of the employment start date. Until
this initial training Is complete, a staff member
must not provide direct care unless there Is
another staff member on site who has completed
the initial eight hours of training on topics related
to dementia and the Initial two hours of training on
topics related to mental iliness and de-escalation
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 staff member until the
training requirement is complete. Direct-care staff
must have at least two hours of training on topics
related to dementia and one hour of training on
topics related to mental iliness and de-escalation
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 ensure two of four employees
Minnesota Department of Health
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(registered nurse (RN)-E, clinical nurse
supervisor (CNS)-C) received at least two hours
of dementia care training annually and the initial
two hours of mental iliness training.

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

The findings include:

CNS-C

CNS-C was hired on August 8, 2006, to provide
oversight to the licensee’s staff and to provide
direct care services to the licensee's residents.

CNS-C's employee records lacked evidence to
demonstrate CNS-C had received the required
two hours of annual dementia training and the
Initial two hours of mental illness training.

RN-E

RN-E was hired on February 9, 2024, to provide
oversight to the licensee'’s staff and to provide
direct care services to the licensee's residents.
RN-E's employee record contained a training
record for the following required topics:

- ftwo hours of training on Alzheimer's Disease
Related Disorders for Home Health Staff
completed on May 27, 2025; and

- one hour of training About Mental Health:

Common Condition and Disorder completed on
June 24, 2025.
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RN-E's employee record lacked one hour of
mental iliness training.

On December 16, 2025, at 1:30 p.m., CNS-C
stated a previous surveyor told them they did not
need to do orientations, annual trainings, and
dementia training for the licensed staff, and that
was why they did not have the orientations
mentioned above completed.

The licensee’s undated Dementia Training policy
Indicated all staff will complete two (2) hours of
additional training for each 12 months of work
thereafter. The policy did not address the mental
lllness and de-escalation training requirements.

No further information was provided.

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

01890 144G.71 Subd. 20 Prescription drugs 01890
SS=E
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:

Based on observation, interview, and record
review, the licensee failed to discard expired
medication for two of three residents (R1, R3).

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
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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
limited humber 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:

R1

R1 was admitted to the licensee on December
30, 2024, with diagnhoses that included
schizophrenia disorder, bipolar type, vitamin D
deficiency, hepatitis B infection history, anxiety,
and history of physical aggression.

R1's sighed Service Plan with effective date of
January 1, 2025, indicated R1 received services
for assistance with dressing, oral hygiene,
bathing, grooming, medication administration,
housekeeping, linen change, behavior
management, nursing assessment, medication
set up, and personal laundry.

R3

R3 was admitted to the licensee on September
15, 2022, with diagnoses that included anxiety
symptoms with panic reactions, major depression
disorder, stress, paranoia negative symptoms
and functioning deficit, severe migraines, nausea
and vomiting, recurrent with psychotic featurisms
(trauma from racism and discrimination) history of
substance abuse, restless, trouble
relaxing/pacing, delusional thinking, and
hallucinations.

R3's sighed Service Plan with effective date of
January 1, 2025, indicated R3 received services
Minnesota Department of Health
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for oral hygiene, bathing, grooming, medication
administration, preparation of modified diets,
medication set up, nursing assessment,
housekeeping and linen change, behavior
management, and personal laundry.

On December 17, 2025, at 9:28 a.m., the
surveyor observed the licensee's medication cart
and observed the following expired medications
for R1 and R3:

-R1's olanzapine 5 milligram (mg) tablet, expired
on July 23, 2025; and

-R3's trazodone 150mg tablet, expired
September 17, 2024.

On December 17, 2025, at 9:54 a.m., registered
nurse (RN)-E stated the licensed practical nurse
(LPN) was responsible for checking the
medications for expiry dates.

On December 17, 2025, at 9:56 a.m., LPN-G
stated they overlooked the expired medication
cards for R1 and R3, "l missed it, it was an
oversight.”

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

Minnesota Department of Health
STATE FORM 6899 781Q11 If continuation sheet 35 of 35



Rochester District Office
m Minnesota Department of Health
3425 40th Ave NW, Suite 115

DEPARTMENT Rochester, MN 55901

OF HEALTH Phone: 651-201-4500
Food & Beverage Inspection Report Page: 1
—Establishment Info ——  —License Info —Inspection Info —— M8
DESTINY HOME CARE SERVICES License: HFID 27248 Report Number: F8044251297
8709 Bryant Avenue South Inspection Type: Full - Single
Bloomington, MN 55420 Risk: Date: 12/16/2025 Time: 9:43:02 AM
Hennepin County License: Duration: minutes
Parcel: EXxpires on: Announced Inspection: Yes
CFPM: Total Priority 1 Orders: 2

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

Total Priority 3 Orders: 5

Delivery: Emailed
\ J \. J

New Order: 2-100 Supervision
2-102.12DMN Priority Level: Priority 3 CFP#: 2

MN Rule 4626.0033D Post the certified food protection manager certificate.
COMMENT: Certificate not posted.
Comply By: 12/16/2025 Originally Issued On: 12/16/2025

New Order: 3-500A Microbial Control: cooling
3-501.11 Priority Level: Priority 3 CFP#: 33

MN Rule 4626.0370 Maintain all stored frozen foods in a frozen state at all times.

COMMENT: Foods in basement freezer not frozen.
Comply By: 12/16/2025 Originally Issued On: 12/16/2025

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

MN Rule 4626.0395A2 Maintain all cold, TCS foods at 41 degrees F (5 degrees C) or below under mechanical refrigeration.
COMMENT: Calzones and milk in basement refrigerator measured at 60 degrees F.

All foods discarded while on site.
Comply By: 12/16/2025 Originally Issued On: 12/16/2025

New Order: 4-200 Equipment Design and Construction
4-201.11GMN Priority Level: Priority 3 CFP#: 47

MN Rule 4626.0506G Discontinue serving TCS foods that are held for more than same-day service in an adult or child care
center or boarding establishment or provide equipment that is certified or classified for sanitation by an American National
Standards Institute (ANSI) accredited certification program.

COMMENT: Leftovers kept in upstairs domestic refrigerator.

Comply By: 12/16/2025 Originally Issued On: 12/16/2025

New Order: 4-500 Equipment Maintenance and Operation
4-501.11AB Priority Level: Priority 3 CFP#: 47

MN Rule 4626.0735AB All equipment and components must be in good repair and maintained and adjusted in accordance
with manufacturer's specifications.

COMMENT: Downstairs refrigerator not holding foods below 41 degrees F or in frozen state.

Comply By: 12/16/2025 Originally Issued On: 12/16/2025



Report Number: F8044251297 Page: 2

Inspection Type: Full
Date: 12/16/2025

New Order: 4-600 Cleaning Equipment and Utensils
4-601.11C Priority Level: Priority 3 CFP#: 49

MN Rule 4626.0840C Clean non-food contact surfaces of equipment and maintain free of accumulations of dust, dirt, food
residue, and other debiris.

COMMENT: Soiled exteriors of stove, refrigerator and cupboards.

Comply By: 12/16/2025 Originally Issued On: 12/16/2025

! New Order: 7-200 Toxic Supplies and Applications
7-204 .11 Priority Level: Priority 1 CFP#: 28

MN Rule 4626.1620 Discontinue using chemical sanitizers, including chemical sanitizing solutions generated on site and
other chemical antimicrobials on food-contact surfaces that do not meet the requirements specified in 40 CFR part 180,
section 180.940, or part 180, subpart E, section 180.2020.

COMMENT: Scented disinfection wipes used to sanitize counters, rather than approved sanitizer.

Comply By: 12/16/2025 Originally Issued On: 12/16/2025

Food & Beverage General Comment

HRD inspection conducted with nurse evaluator Dee Mosissa. Inspection report reviewed on site with Edward.

Domestic kitchen consists of vinyl flooring, painted gypsm walls/ceiling, wooden hollow-base cabinets, laminate counters and
domestic equipment.

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

I acknowledge receipt of the Rochester District Office inspection report number F8044251297 from 12/16/2025

S ALY )

Edward Michael DeMars, RS
Public Health Sanitarian 3
michael.demars@state.mn.us



Rochester District Office
m Minnesota Department of Health
3425 40th Ave NW, Suite 115

DEPARTMENT Rochester, MN 55901

OF HEALTH
Temperature Observations/Recordings Page: 1
Establishment Info Inspection Info \
DESTINY HOME CARE SERVICES Report Number: F8044251297
Bloomington Inspection Type: Full
County/Group: Hennepin County Date: 12/16/2025
Time: 9:43:02 AM

Food Temperature: Product/Item/Unit: Calzones; Temperature Process: Cold-Holding
Location: Basement Refrigerator at 60.1 Degrees F.

Comment:

Violation Issued?: Yes

Food Temperature: Product/ltem/Unit: Chicken; Temperature Process: Cold-Holding
Location: Refrigerator at 40.1 Degrees F.

Comment:

Violation Issued?: No

Equipment Temperature: Product/ltem/Unit: ; Temperature Process: Cold-Holding
Location: Refrigerator at 38.0 Degrees F.

Comment:

Violation Issued?: No




Rochester District Office
m Minnesota Department of Health

3425 40th Ave NW, Suite 115
DEPARTMENT Rochester, MN 55901

OF HEALTH
Sanitizer Observations/Recordings Page: 1
Establishment INfo — Inspection Info —
DESTINY HOME CARE SERVICES Report Number: F8044251297
Bloomington Inspection Type: Full
County/Group: Hennepin County Date: 12/16/2025
Time: 9:43:02 AM

Sanitizing Equipment: Product: Hot Water; Sanitizing Process: Dish Machine
Location: Kitchen Equal To Degrees F.

Comment:

Violation Issued?: No




- OF HEALTH

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

Project No: 5127248016 Date: 12/16/2025

Facility Name: Destiny Home Care Services

Facility Address: 8709 Bryant Avenue S. Bloomington, MN 55420

XI TAG IDENTIFICATION: 0775

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

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

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

Comments: Lint and clothes were accumulating behind the dryer.

3. Extension cords and flexible cords shall not be a substitute for permanent wiring and shall be listed and
labeled in accordance with UL 817. Extension cords and flexible cords shall not be affixed to structures,
extended through walls, ceilings or floors, or under doors or floor coverings, nor shall such cords be
subject to environmental damage or physical impact. Extension cords shall be used only with portable
appliances. Extension cords marked for indoor use shall not be used outdoors. [Minn. Stat. 144G.45 subd.
2; MSFC 604.5]

Comments: An orange extension cord was stapled to the walls and ceiling feeding a refrigerator in the
mechanical room in the basement.

4. Single- and multiple-station smoke alarms shall be replaced when they fail to respond to operability tests

or exceed ten years from the date of manufacture. Smoke alarms shall be replaced with smoke alarms
having the same type of power supply. [Minn. Stat. 144G.45 subd. 2; MSFC 1103.8.1]

Comments: Smoke alarms in the lower level were over 10 years old from date of manufacture. These
alarms shall be replaced with like type alarm and interconnected to the rest of the smoke alarms in the
facility. Also, the 120-volt smoke alarm that was removed in the upper-level hallway shall be reinstalled
and interconnected.

Page | 1
Project Number: SL27248016
Facility Name: Destiny Home Care Services Date: 12-16-25



m-~ DEPARTMENT
OF HEALTH

XI TAG IDENTIFICATION: 0780

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

1. Smoke alarms interconnected so that actuation of one alarm causes all alarms in the individual dwelling or

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

Comments: All smoke alarms including the required 120-volt smoke alarms shall be interconnected.

2. Smoke Alarm power supply complies with MN State Fire Code, except that newly introduced smoke alarms
in existing buildings may be battery operated. [Minn. Stat. 144G.45 subd.?]

Comments: The "120-volt style smoke alarms shall be installed/replaced and shall interconnect the rest of
the smoke alarms in the facility.

XI TAG IDENTIFICATION: 0790

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

1. Portable fire extinguishers installed and maintained to MN State Fire Code. [Minn. Stat. 144G.45 subd.2]

Comments: The fire extinguisher was annually inspected in May 2024.

XI TAG IDENTIFICATION: 0800

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

1. The physical environment, including walls, floors, ceiling, all furnishings, grounds, systems, and equipment
are in a continuous state of good repair and operation with regard to the health, safety, comfort, and well-
being of the residents in accordance with a maintenance and repair program. [Minn. Stat. 144G.45 subd.2]

Comments: Closet door missing in resident room #1 and broken in resident room #2. Floor/wall by bathtub
in upper-level bathroom shows signs of leakage and mold

Page | 2
Project Number: SL27248016
Facility Name: Destiny Home Care Services Date: 12-16-25



m 2 DEPARTMENT
" OF HEALTH

XI TAG IDENTIFICATION: 0810

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

1. 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. [Minn. Stat. 144G.45 subd.2]

Comments: Fire drills were only conducted once on the 2" and 3™ shift in 2025.

Page | 3

Project Number: SL27248016

Facility Name: Destiny Home Care Services Date: 12-16-25



