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May 10, 2023

Licensee
Berkely Heights Homes LLC
6308 65th Avenue North
Brooklyn Center, MN  55429

RE:  Project Number(s) SL38703015

Dear Licensee:

This is your   official notice   that you have been   granted your assisted living facility license.   Your license effective
and expiration dates remain the same as on your provisional license. Your updated status will be listed on the
license certificate at renewal and   this letter serves as proof   in the meantime. If you have not received a letter
from us with information regarding renewing your license within 60 days prior to your expiration date, please
contact us at (651) 201‐5273 or by email at   Health.assistedliving@state.mn.us.

The Minnesota Department of Health completed an initial survey on April 12, 2023, for the purpose assessing
compliance with state licensing statutes. At the time of the survey, the Minnesota Department of Health noted
violations of the laws pursuant to Minnesota Statute, Chapter 144G.

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

STATE CORRECTION ORDERS
The enclosed State Form documents the state correction orders. The Department of Health documents state
correction orders using federal software. Tag numbers are assigned to Minnesota state statutes for Home
Care 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 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 . . ."

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

DOCUMENTATION OF ACTION TO COMPLY
Per 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.
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 Identify how the area(s) of noncompliance was corrected for all of the provider’s
residents/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 issued, including the
level and scope, and any fine assessed through the correction order reconsideration process. The request for
reconsideration must be in writing and received by the Department of Health within 15 calendar days of the
correction order receipt date.     

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

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

Please address your cover letter for reconsideration requests to:

Reconsideration Unit
Health Regulation Division

Minnesota Department of Health
P.O. Box 64970

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

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

If you have any questions, please contact me.

Sincerely,

     
Rhylee Gilb, Supervisor
State Rapid   Response   Team   
Email: rhylee.gilb@state.mn.us
Telephone: 218‐232‐8285 Fax: 651‐215‐6894
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******ATTENTION****** 

ASSISTED LIVING PROVIDER LICENSING 
CORRECTION ORDER(S)

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

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

INITIAL COMMENTS:
SL#38703015

On April 10, 2023, through April 12, 2023, the 
Minnesota Department of Health conducted a 
survey at the above provider, and the following 
correction orders are issued. At the time of the 
survey, there were three (3) residents receiving 
services under the Assisted Living/Dementia Care 
license.

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

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

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

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

 0 480
SS=F

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

(13) offer to provide or make available at least the 

 0 480
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following services to residents:
(B) food must be prepared and served according 
to the Minnesota Food Code, Minnesota Rules, 
chapter 4626; and

This MN Requirement  is not met as evidenced 
by:
Based on observation, interview, and record 
review, the licensee failed to comply with 
Minnesota Food Code, Chapter 4626.  This had 
the potential to affect all three residents residing 
at the facility. 

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

The findings include:

Please refer to the additional documentation 
included in the Food and Beverage Establishment 
Inspection Reports dated April 10, 2023, 

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

 

 0 800
SS=F

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

(4) keep the physical environment, including 
walls, floors, ceiling, all furnishings, grounds, 
systems, and equipment in a continuous state of 
good repair and operation with regard to the 

 0 800
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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 and interview, the licensee 
failed to maintain the physical environment, 
including walls, floors, ceiling, all furnishings, 
grounds, systems, and equipment in a continuous 
state of good repair and operation with regard to 
the health, safety, comfort, and well-being of the 
residents. This deficient condition had the 
potential to affect all staff, residents, and visitors.

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

Findings include:

On a facility tour on April 12, 2023, at 
approximately 10:00 a.m. with the licensed 
assisted living director (LALD)-C it was observed 
that there was water damage at the shower head 
in the basement bathroom. The paint was peeling 
above the tile finish and the drywall was cracked 
and damaged where the tile finish ended. The 
drywall in shower stalls should be in good 
condition with a water-resistant finish to inhibit the 
growth of mold and mildew.

In both basement bedrooms, it was observed that 
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the window screens were not secured in the 
window frames and would allow pests and insects 
to enter the facility if the windows were opened.

In the main level bathroom, it was observed that 
the paint on the drywall was cracking throughout 
the space and in some areas had started to flake 
off the wall. 

In occupied main level bedroom #1, the egress 
window had a damaged frame with sharp, broken 
plastic edges where the bottom frame had been 
ripped off the window. The plastic frame on the 
right edge of the window was hanging off the 
building by one secure point at the top.

The wood in the window casing was stained black 
and had significant damage from weathering.

There were dead bugs and spider webs were 
present in the window tracks and in between the 
windowpanes.

In occupied main level bedroom #2, the egress 
window had spider webs present in between the 
windowpanes. The wood in the window casing 
was stained black and had significant damage 
from weathering. The operable windowpane was 
tightly fit into the frame and did not open easily. 
Egress windows in resident bedrooms must be 
provided and properly maintained in buildings not 
equipped with an automatic sprinkler system.

In unoccupied main level bedroom #3, the egress 
window had wood in the window casing that was 
stained black and had significant damage from 
weathering. Parts of the wood in the frame 
system were crumbling to dust. The operable 
windowpane was tightly fit into the frame and did 
not open easily. Egress windows in resident 
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bedrooms must be provided and properly 
maintained in buildings not equipped with an 
automatic sprinkler system.

In main level bedroom #3 it was observed that the 
floor had not been cleaned in a significant length 
of time and was covered in paint stains, what 
appeared to be spilled wax, miscellaneous debris, 
and a layer of dust that showed the surveyor's 
path of travel. The popcorn ceiling was filled with 
cobwebs throughout the space and the ceiling fan 
had a layer of dust one-quarter inch thick. The 
window blinds were broken and did not function 
properly.

In the garage, there was a wheelchair ramp made 
of wood and plywood. The ramp did not appear to 
be structurally sound. There were no guardrails 
on the ramp and no proper landing space at the 
top and bottom. LALD-C stated the ramp was not 
currently being used by the facility residents.

It was observed that the exterior deck had loose 
guardrails that wiggled significantly if any weight 
was put on them. The ramp leading up to the 
deck had an approximately three-foot section 
missing in the guardrail that could be a tripping or 
fall hazard for residents that used the ramp. 
Miscellaneous wood pieces with protruding nails 
were laying on the ground along the length of the 
deck.

The privacy fence that enclosed the facility's 
backyard and separated the property from the 
neighboring property had an approximately 
six-foot-long portion that was damaged and 
collapsed. Miscellaneous wood pieces with 
protruding nails were laying on the ground along 
the length of the fence.

Minnesota Department of Health
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LALD-C visually verified these deficient findings 
at the time of discovery. 

TIME PERIOD FOR CORRECTION: Seven (7) 
days

 0 810
SS=F

144G.45 Subd. 2 (b)-(f) Fire protection and 
physical environment

(b)  Each assisted living facility shall develop and 
maintain fire safety and evacuation plans. The 
plans shall include but are not limited to:
   (1) location and number of resident sleeping 
rooms;
   (2) employee actions to be taken in the event of 
a fire or similar emergency;
   (3) fire protection procedures necessary for 
residents; and
   (4) procedures for resident movement, 
evacuation, or relocation during a fire or similar 
emergency including the identification of unique 
or unusual resident needs for movement or 
evacuation.
(c) Employees of assisted living facilities shall 
receive training on the fire safety and evacuation 
plans upon hiring and at least twice per year 
thereafter.
(d) Fire safety and evacuation plans shall be 
readily available at all times within the facility.
(e) Residents who are capable of assisting in 
their own evacuation shall be trained on the 
proper actions to take in the event of a fire to 
include movement, evacuation, or relocation. The 
training shall be made available to residents at 
least once per year.
(f) Evacuation drills are required for employees 
twice per year per shift with at least one 
evacuation drill every other month. Evacuation of 
the residents is not required. Fire alarm system 

 0 810
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activation is not required to initiate the evacuation 
drill.

This MN Requirement  is not met as evidenced 
by:
Based on a record review and interview, the 
licensee failed to develop a fire safety and 
evacuation plan with the required elements and 
failed to provide required employee and resident 
training on fire safety and evacuation. 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).

Findings include: 

A record review and interview were conducted on 
April 12, 2023, at approximately 12:00 p.m. with 
the licensed assisted living director (LALD)-C on 
the fire safety and evacuation plan, fire safety and 
evacuation training, and evacuation drills for the 
facility.

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

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

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

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

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

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

 01650
SS=E

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

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

 01650
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This MN Requirement  is not met as evidenced 
by:
Based on interview and record review, the 
licensee failed to ensure the service plan included 
the required content for two of two residents (R1, 
R2) with records reviewed.

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

The findings include:

R1's diagnoses included diabetes, and renal 
failure.

R1's service plan dated December 15, 2022, 
lacked:
-the action to be taken if the scheduled service 
cannot be provided; and
-the services of medication management and 
medication set-up were not listed.

R2's diagnoses included depression, and 
obsessive-compulsive disorder.

R2's service plan dated September 8, 2022, 
lacked:
- the fees for services;
-the services of medication management set-up;
- the action to be taken if the scheduled service 
cannot be provided; and
-the circumstances in which emergency medical 
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services are not to be summoned consistent with 
chapters 145B and 145C, and declarations made 
by the resident under those chapters.

On April 11, 2023, at 11:15 a.m., registered nurse 
(RN)-A who is also the director of nurses, 
confirmed R1 and R2's service plan do not 
contain the required content. 

The licensee's Service Plan policy effective 
August 1, 2021,  noted the service plan must 
include: the fees for services and the frequency of
each service, according to the resident's current 
review or assessment and resident preferences 
and the schedule and methods of monitoring 
reviews or assessments of the resident

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

 01700
SS=F

144G.71 Subd. 2 Provision of medication 
management services

(a) For each resident who requests medication 
management services, the facility shall, prior to 
providing medication management services, have 
a registered nurse, licensed health professional, 
or authorized prescriber under section 151.37 
conduct an assessment to determine what 
medication management services will be 
provided and how the services will be provided. 
This assessment must be conducted face-to-face 
with the resident. The assessment must include 
an identification and review of all medications the 
resident is known to be taking. The review and 
identification must include indications for 
medications, side effects, contraindications, 
allergic or adverse reactions, and actions to 
address these issues.

 01700
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(b) The assessment must identify interventions 
needed in management of medications to prevent 
diversion of medication by the resident or others 
who may have access to the medications and 
provide instructions to the resident and legal or 
designated representatives on interventions to 
manage the resident's medications and prevent 
diversion of medications. For purposes of this 
section, "diversion of medication" means misuse, 
theft, or illegal or improper disposition of 
medications.

This MN Requirement  is not met as evidenced 
by:
Based on  interview and record review, the 
licensee failed to ensure the registered nurse 
(RN) conducted a face-to-face medication 
management assessment to include all required 
content for one of one resident (R1) with records 
reviewed. This deficient practice affected all 
residents.

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

The findings include:

During the entrance conference on April 10, 2023, 
9:40 a.m., registered nurse (RN)-A, who was also 
the director of nursing (DON) and clinical 
supervisor, RN-B, and the licensed assisted living 
director (LALD)-C confirmed the licensee 
provided medication management services to the 

 

Minnesota Department of Health
If continuation sheet  12 of 166899STATE FORM 8IHO11



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 05/10/2023 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Minnesota Department of Health

38703 04/12/2023

NAME OF PROVIDER OR SUPPLIER

BERKELY HEIGHTS HOMES LLC

STREET ADDRESS, CITY, STATE, ZIP CODE

6308 65TH AVENUE NORTH
BROOKLYN CENTER, MN  55429

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETE

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

 01700Continued From page 12 01700

three residents at the facility. 

R1's diagnoses included, but were not limited to, 
diabetes, chronic renal disease. R1's service plan 
lacked any mention of medication management 
set-up service.

R1's prescriber's orders dated December 15, 
2022, included long acting insulin, short acting 
insulin, melatonin, carvedilol (heart medication), 
hydralazine (anti-hystamine), prednisone eye 
drops, tobramycin eye drops, losartan (heart 
medication), veltassa (for high potassium), 
atrovastatin (cholesterol medication), sevelamer 
carbonate (for kidneys), amlodipine besylate 
(heart medication), aspirin, acetaminophen (pain 
medication) and ondanstetron (anti-nausea).

R1's record lacked evidence the RN conducted a 
face-to-face review of all medications the resident 
was known to be taking to include indications for 
use, side effects, contraindications, allergic or 
adverse reactions, and actions to address these 
issues. In addition, the resident's records failed to 
identify interventions needed in the management 
of medications to prevent diversion of 
medications by the resident or others who may 
have access to the medications. 

On April 10, 2023, at 1:30 p.m., RN-B confirmed 
the above information was not located on the 
form and the same process is used for all of the 
residents in the establishment. 

The licensee's Assessment of Medications dated 
August 1, 2021, noted an assessment of the 
resident's need for medication management 
services would be completed face-to-face and 
would include: identification and review of all 
medications the resident was known to be taking; 
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indications for medications; side effects; 
contraindications; allergic or adverse reactions 
and actions to address these issues and; 
interventions needed to prevent diversion of the 
medications by the resident or by others who may 
have access to the medications. 

TIME PERIOD FOR CORRECTION:  Seven (7) 
days

 01770
SS=F

144G.71 Subd. 9 Documentation of medication 
setup

Documentation of dates of medication setup, 
name of medication, quantity of dose, times to be 
administered, route of administration, and name 
of person completing medication setup must be 
done at the time of setup.

This MN Requirement  is not met as evidenced 
by:

 01770

Based on interview, and record review, the 
licensee failed to ensure documentation of 
medication setup included all the required content 
for one of one resident (R1) with records 
reviewed. This deficient practice affected all 
residents.

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

The findings include:
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During the entrance conference on April 10, 2023, 
at 9:40 a.m., registered nurse (RN)-A who also 
had the title of director of nurses (DON) and 
clinical supervisor, confirmed the licensee 
provided medication management services which 
included medication setup by the RN for all three 
residents.

R1's record lacked documentation by the licensed 
nurse at the time of medication setup to include 
documentation of the dates of medication setup, 
and the name of the person completing 
medication setup. 

R1's diagnoses included diabetes, chronic kidney 
disease. R1's service plan lacked medication 
management service set-up.
 
R1's Medication/Management Plan dated August 
17, 2022, indicated the resident received 
medication management services to include 
medication setup. 

R1's prescriber's orders dated December 15, 
2022, included long acting insulin, short acting 
insulin, melatonin, carvedilol (heart medication), 
hydralazine (anti-hystamine), prednisone eye 
drops, tobramycin eye drops, losartan (heart 
medication), veltassa (for high potassium), 
atrovastatin (cholesterol medication), sevelamer 
carbonate (for kidneys), amlodipine besylate 
(heart medication), aspirin, acetaminophen (pain 
medication) and ondanstetron (anti-nausea).

R1's record lacked documentation for medication 
setup at the time of setup to include the dates of 
medication setup, the date of the set-up, and the 
name of the person completing medication setup 
as required. 

Minnesota Department of Health
If continuation sheet  15 of 166899STATE FORM 8IHO11



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 05/10/2023 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Minnesota Department of Health

38703 04/12/2023

NAME OF PROVIDER OR SUPPLIER

BERKELY HEIGHTS HOMES LLC

STREET ADDRESS, CITY, STATE, ZIP CODE

6308 65TH AVENUE NORTH
BROOKLYN CENTER, MN  55429

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETE

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

 01770Continued From page 15 01770

On April 10, 2023, at 2:00 p.m., RN-A verified R1 
received weekly medication setup services by the 
RN. RN-A verified R1's and the other residents 
who all receive their medications set-up, the 
medication setup was not documented to include 
the required content noted above.  

A policy was requested and was not received.  

TIME PERIOD FOR CORRECTION:  Seven (7) 
days
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