
    

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

Electronically Delivered

December 6, 2024

Licensee
First Choice Nursing Services Inc.
5211 92nd Crescent
Brooklyn Park, MN  55443

RE: Project Number(s) SL33145015

Dear Licensee:

On November 4, 2024, the Minnesota Department of Health completed a follow-up survey of your
facility to determine if orders from the August 21, 2024, survey were corrected. This follow-up survey
verified that the facility is in substantial compliance.

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

Please feel free to call me with any questions.

Sincerely,

    
Jess Schoenecker, Supervisor
State Evaluation Team
Email: jess.schoenecker@state.mn.us
Telephone: 651-201-3789 Fax: 1-866-890-9290

JMD
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Electronically Delivered

September 25, 2024

Licensee
First Choice Nursing Services Inc.
5211 92nd Crescent
Brooklyn Park, MN  55443

RE:  Project Number(s) SL33145015

Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on August 21, 2024, for the purpose
of evaluating and assessing compliance with state licensing statutes. At the time of the survey, MDH
noted violations of the laws pursuant to Minnesota Statute, Chapter 144G, Minnesota Food Code,
Minnesota Rules Chapter 4626, Minnesota Statute 626.5572 and/or Minnesota Statute Chapter 260E.

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

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

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

The correction order documentation should include the following:

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

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

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

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

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,

Renee Anderson, Supervisor
State Evaluation Team
Email: renee.anderson@state.mn.us
Telephone: 651-201-5871 Fax:  1-866-890-9290

JMD
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0 000 Initial Comments 0 000

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

ASSISTED LIVING PROVIDER LICENSING
CORRECTION ORDER

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

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

INITIAL COMMENTS:
SL33145015-0

On August 19, 2024, through August 21, 2024,
the Minnesota Department of Health conducted
an initial survey at the above provider, and the
following correction orders are issued. At the time
of the survey, there were four (4) residents, all of
whom received services under the provider's
Assisted Living license.

An immediate correction order was identified on
August 19, 2024, issued for SL33145015-0, tag
identification 0820.

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

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

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

THE LETTER IN THE LEFT COLUMN IS
USED FOR TRACKING PURPOSES AND
REFLECTS THE SCOPE AND LEVEL
ISSUED PURSUANT TO 144G.31
SUBDIVISION 1-3.

0 480 144G.41 Subd 1 (13) (i) (B) Minimum
SS=F requirements

0 480

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

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

0 480

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

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

The findings include:

Please refer to the document titled, Food and
Beverage Establishment Inspection Report
(FBEIR) dated August 19, 2024, 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.

0 660 144G.42 Subd. 9 Tuberculosis prevention and
SS=F control

(a) The facility must establish and maintain a
comprehensive tuberculosis infection control

Minnesota Department of Health
STATE FORM

0 660

6899 8N3J11 If continuation sheet 2 of 22
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program according to the most current
tuberculosis infection control guidelines issued by
the United States Centers for Disease Control
and Prevention (CDC), Division of Tuberculosis
Elimination, as published in the CDC's Morbidity
and Mortality Weekly Report. The program must
include a tuberculosis infection control plan that
covers all paid and unpaid employees,
contractors, students, and regularly scheduled
volunteers. The commissioner shall provide
technical assistance regarding implementation of
the guidelines.
(b) The facility must maintain written evidence of
compliance with this subdivision.

0 660

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to establish and maintain a
tuberculosis (TB) prevention program based on
the most current guidelines issued by the Centers
for Disease Control and Prevention (CDC) which
included baseline testing for two of two
employees (unlicensed personnel (ULP)-C and
ULP-D).

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

The findings include:

The facility TB risk assessment dated July 1,
2024, indicated the facility was a low risk setting

Minnesota Department of Health
STATE FORM 6899 8N3J11 If continuation sheet 3 of 22
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for TB transmission.

0 660

ULP-C
ULP-C was hired June 25, 2024, and provided
direct cares for residents of the facility.

ULP-C's employee record included a
QuantiFERON-TB Gold Plus (blood test) dated
January 16, 2024, which was completed greater
than 90 days (161 days) prior to hire date.
Furthermore, ULP-C's employee record lacked a
TB history and symptom screen.

ULP-D
ULP-D was hired June 30, 2024, and provided
direct cares for residents of the facility.

ULP-D's employee record included a Mantoux
(skin test) result dated January 9, 2019, and a
negative chest x-ray, dated January 10, 2019.
ULP-D's employee record lacked a TB history
and symptom screen.

On August 19, 2024, at 10:15 a.m., during the
entrance conference, administrator (A)-A stated
the registered nurses (RN)'s were aware of most
of the required content in the employee record,
and the RN's had been responsible to ensure the
required content was in the employee's record.

On August 19, 2024, at approximately 11:25 a.m.,
RN-B stated the licensee did not utilize a TB
history and symptom screen tool; therefore, there
would be no documentation in employee files that
screening had been completed.

On August 19, 2024, at 11:35 a.m., during the exit
conference, A-A stated TB testing had been in
employee files for ULP-C and ULP-D, but TB
testing was not completed at time of hire for

Minnesota Department of Health
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licensee's health facility identification number
(HFID) 33145.

0 660

The Regulations for Tuberculosis Control in
Minnesota Health Care Settings dated July 2013
noted training was required at the time of hire and
included: pathogenesis, signs symptoms, and the
licensee's infection control plan. In addition,
baseline screening for all health care workers
(HCW) included a history and symptom screen
and testing for the presence of TB infection. The
regulations noted a blood test should include the
date of the test. According to the regulations, if a
HCW had documentation for latent TB, that
documentation could be substituted for
documentation of a previous positive TST or
blood test.

The licensee's Tuberculosis Screening policy,
dated November 1, 2021, indicated licensee
would establish and maintain a comprehensive
tuberculosis infection control program according
to the most current tuberculosis infection control
guidelines issued by the United States Centers
for Disease Control and Prevention (CDC),
Division of Tuberculosis Elimination, as published
in the CDC's Morbidity and Mortality Weekly
Report (MMWR). Furthermore, screening would
be conducted as follows:
1. New staff will be screened for active signs of
TB using the Baseline TB Screening Tool for
HCWs.
2. New staff will have an IGRA blood test or a
two-step Mantoux conducted with results
documented on the Baseline TB Screening Tool
for HCWs.
3. No staff will be permitted to begin work where
the work involves sharing the air space with
residents until the negative results of the first
Mantoux are read and documented or a negative

Minnesota Department of Health
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IGRA blood test result is received and
documented.
4. Staff TB screening results will be kept in each
employee medical file.
5. Staff should be screened for signs and
symptoms on an annual basis.

0 660

No further information was provided.

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

0 680 144G.42 Subd. 10 Disaster planning and
SS=F emergency preparedness

0 680

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

Minnesota Department of Health
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requirements adopted in rule.

0 680

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to have a written emergency
preparedness (EP) plan with all the required
content. This had the potential to affect all
residents, staff, and visitors.

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

The findings include:

On August 19, 2024, at 10:45 a.m., the undated
EP plan was reviewed and found to lack
documentation of annual review and the following
requirements:
- Policy and procedure to address role of facility
under a waiver declared by the Secretary in
accordance with section 1135 of the Act;
- Policy and procedure for use of volunteers;
- Policy and procedure with arrangement
agreements with other facilities/providers to
receive residents in the event of
limitations/cessation of operations to maintain the
continuity of services to residents;
- Must conduct exercises to test the EP plan at
least twice per year, including unannounced staff
drills using the EP plan;
- Must participate in an annual full-scale exercise
that is community based OR conduct an annual,

Minnesota Department of Health
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individual, facility-based functional exercise OR if
the facility experiences an actual emergency
requiring activation of plan, facility is exempt from
engaging in its next required full-scale exercise;
- Conduct an additional annual exercise that may
include: a second full-scale exercise that is
community-based or an individual, facility based
functional exercise OR mock disaster drill OR
table-top exercise; and
- Analyze the facility's response to and maintain
documentation of all drills, tabletop exercises and
emergency events & revise plan as needed.

0 680

On August 19, 2024, at 10:55 a.m., administrator
(A)-A stated the licensee worked with a
consultant on the required content of the EP plan.
A-A further stated licensee had been surveyed
the previous week at another location and did not
have enough time between surveys to work on
the required content of the EP plan.

The licensee's Disaster Planning and Emergency
Preparedness policy dated November 1, 2021,
indicated, licensee would have in place a general
emergency preparedness plan, that is in
alignment with facilities requirement to also
comply with Centers for Medicare and Medicaid
Services (CMS) Appendix Z.

No further information was provided.

TIME FOR CORRECTION: Twenty-one (21)
days

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

(4) keep the physical environment, including
walls, floors, ceiling, all furnishings, grounds,

Minnesota Department of Health
STATE FORM

0 800
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systems, and equipment in a continuous state of
good repair and operation with regard to the
health, safety, comfort, and well-being of the
residents in accordance with a maintenance and
repair program.

0 800

This MN Requirement is not met as evidenced
by:
Based on observation and interview, the licensee
failed to maintain the facility's physical
environment in a continuous state of good repair
and operation regarding the health, safety, and
well-being of the residents. This had the potential
to directly affect all residents, staff, and visitors.

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

The findings include:

On a facility tour on August 19, 2024, from 11:00
a.m. to 12:00 a.m., with administrator (A)-A, the
surveyor made the following observations of
facility hazard or disrepair:

The fire-resistant attic access door in the garage
had a piece broken off and was not tightly fit to
seal the garage/ assisted living fire resistant
separation. The fire-resistant drywall sheet
membrane on the garage side of the wall and
ceiling is required to be maintained as designed
and installed.

Minnesota Department of Health
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There was a missing light bulb exposing the
electrical socket above the sink in the bathroom
attached to resident sleeping room 1. Light bulbs
are required to be maintained in place to prevent
contact with electrical connections in the socket.

The was a broken light bulb hanging down above
the sink in the upstairs main bathroom. Light
bulbs are required to be maintained and in place
to prevent contact with electrical connections in
the socket.

There was a stain caused by a water leak on the
ceiling in the basement below the upstairs
bathroom.

The ceiling finish was peeling from moisture
damage in the upstairs bathroom shower.

There was a 2-foot-long missing piece of vinyl
siding on the exterior west side of the facility.

During a facility tour on August 19, 2024, at 12:00
p.m., A-A verified the above listed observations
while accompanying on the tour.

TIME PERIOD FOR CORRECTION: Seven (7)
days

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

0 810

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

(1) location and number of resident sleeping
rooms;

(2) employee actions to be taken in the event of

Minnesota Department of Health
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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
activation is not required to initiate the evacuation
drill.

0 810

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

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
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0 810 Continued From page 11

resident 's health or safety) and was issued at a
widespread scope (when problems are pervasive
or represent a systemic failure that has affected
or has potential to affect a large portion or all of
the residents).

0 810

The findings include:

On August 19, 2024, at 12:05 p.m., administrator
(A)-A provided documents on the fire safety and
evacuation plan (FSEP), fire safety and
evacuation training, and evacuation drills for the
facility.

FIRE SAFETY AND EVACUATION PLAN

The licensee-provided FSEP lacked the following:

The FSEP did not identify specific fire protection
actions for residents evident by, not providing
procedures for residents to take during a fire or
similar emergency in writing in the plan and
readily available.

The FSEP included standard resident evacuation
procedures but lacked specific procedures for
resident movement and evacuation or relocation
during a fire or similar emergency including
individualized unique needs of residents. The
plan did not include evacuation status and unique
needs for each resident evacuation in writing in
the plan and readily available.

During an interview on August 19, 2024, at 12:20
p.m., A-A stated resident actions in the event of a
fire or similar emergency and resident evacuation
status for each resident was not available with the
FSEP.

TRAINING
Minnesota Department of Health
STATE FORM 6899 8N3J11 If continuation sheet 12 of 22



Minnesota Department of Health
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION
A. BUILDING: ______________________

PRINTED: 09/25/2024
FORM APPROVED

(X3) DATE SURVEY
COMPLETED

33145 B. WING _____________________________ 08/21/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

FIRST CHOICE NURSING SERVICES INC 5211 92ND CRESCENT
BROOKLYN PARK, MN 55443

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX

TAG

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

CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE

DATE

0 810 Continued From page 12 0 810

Record review indicated the licensee did not
provide evacuation training to residents at least
once per year as evident by not providing
documentation residents were provided the
annual training as required.

Record review indicated the licensee did not
provide training to employees on the FSEP upon
hire and at least twice per year as evident by not
providing documentation training was provided to
staff as required.

During an interview on August 19, 2024, at 12:25
p.m., A-A stated documentation was not available
for training of staff and residents as required
based on the FSEP.

DRILLS

Record review of the available documentation
indicated the licensee did not conduct evacuation
drills for employees twice per year, per shift with
at least one evacuation drill every other month as
evident providing documentation evacuation drills
were completed on March 15, 2024, and June 15,
2024, only.

During an interview on August 19, 2024, at 12:30
p.m., A-A stated documentation for drills was
available for March 15, 2024, and June 15, 2024,
only.

No other information was provided.

TIME PERIOD FOR CORRECTION: Twenty-one
(21) days
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0 820 Continued From page 13
0 820 144G.45 Subd. 2 (g) Fire protection and physical

SS=G environment

0 820

0 820

(g) Existing construction or elements, including
assisted living facilities that were registered as
housing with services establishments under
chapter 144D prior to August 1, 2021, shall be
permitted to continue in use provided such use
does not constitute a distinct hazard to life. Any
existing elements that an authority having
jurisdiction deems a distinct hazard to life must
be corrected. The facility must document in the
facility's records any actions taken to comply with
a correction order, and must submit to the
commissioner for review and approval prior to
correction.

This MN Requirement is not met as evidenced
by:
Based on observation and interview, the licensee
failed to provide facilities that were not a distinct
hazard to life. This had the potential to directly
affect a limited number of residents and staff.

This practice resulted in a level three violation (a
violation that harmed a resident's health or safety,
not including serious injury, impairment, or death,
or a violation that has the potential to lead to
serious injury, impairment, or death), and was
issued at an isolated scope (when one or a
limited number of residents are affected or one or
a limited number of staff are involved or the
situation has occurred only occasionally).

Findings include:

On a facility tour on August 19, 2024, from 11:00
a.m. to 12:30 p.m., with administrator (A)-A, it
was observed that compliant emergency escape
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0 820 Continued From page 14

and rescue openings were not provided in
resident sleeping rooms.

0 820

OCCUPIED RESIDENT ROOM

Resident sleeping room 1, emergency escape
and rescue clear window opening measurements
are 25 inches wide, 23.5 inches in height and 587
square inches in openable area. The window was
measured with A-A and the surveyor present. The
window did not meet the minimum requirements
for clear opening total square inch area.

It was explained to A-A that at least one compliant
emergency escape and rescue opening is
required within each resident sleeping room.

Existing emergency escape and rescue openings
are required to meet a minimum clear opening
area of 648 square inches and have a minimum
dimension of 20 inches in height and a minimum
dimension of 20 inches in width. Windowsill
height shall not be more than 48 inches from the
floor to the clear opening.

These deficient conditions were visually verified
by A-A, accompanying on the tour. The suveyor
explained that an immediate correction order was
issued for the above findings.

TIME PERIOD FOR CORRECTION: Immediate

01370 144G.61 Subd. 2 (a) Training and evaluation of
SS=F unlicensed personn

01370

(a) Training and competency evaluations for all
unlicensed personnel must include the following:
(1) documentation requirements for all services
provided;
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01370 Continued From page 15

(2) reports of changes in the resident's condition
to the supervisor designated by the facility;
(3) basic infection control, including blood-borne
pathogens;
(4) maintenance of a clean and safe
environment;
(5) appropriate and safe techniques in personal
hygiene and grooming, including:
(i) hair care and bathing;
(ii) care of teeth, gums, and oral prosthetic
devices;
(iii) care and use of hearing aids; and
(iv) dressing and assisting with toileting;
(6) training on the prevention of falls;
(7) standby assistance techniques and how to
perform them;
(8) medication, exercise, and treatment
reminders;
(9) basic nutrition, meal preparation, food safety,
and assistance with eating;
(10) preparation of modified diets as ordered by a
licensed health professional;
(11) communication skills that include preserving
the dignity of the resident and showing respect for
the resident and the resident's preferences,
cultural background, and family;
(12) awareness of confidentiality and privacy;
(13) understanding appropriate boundaries
between staff and residents and the resident's
family;
(14) procedures to use in handling various
emergency situations; and
(15) awareness of commonly used health
technology equipment and assistive devices.

01370

This MN Requirement is not met as evidenced
by:
Based on observation, interview and record
review, the licensee failed to ensure training and
competency was completed with all required
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content for two of two (unlicensed personnel
(ULP)-C, ULP-D).

01370

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

The findings include:

ULP-C
ULP-C was hired June 25, 2024, and provided
direct cares for residents of the facility.

On August 19, 2024, at 12:00 p.m., ULP-C was
observed preparing and administering oral
medications to R4.

ULP-C's employee record lacked documentation
of training and competency evaluations for ULPs
including:
- grooming;
- hair care and bathing;
- standby assistance techniques and how to
perform them;
- food safety, and assistance with eating; and
- procedures to use in handling various
emergency situations.

ULP-D
ULP-D was hired June 30, 2024, and provided
direct cares for residents of the facility.

On August 20, 2024, at 8:10 a.m., ULP-D was
observed preparing and administering oral
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medications to R1.

01370

ULP-D's employee record lacked documentation
of training and competency evaluations for ULPs
including:
- grooming;
- hair care and bathing;
- standby assistance techniques and how to
perform them;
- food safety, and assistance with eating; and
- procedures to use in handling various
emergency situations.

On August 20, 2024, at 10:00 a.m., administrator
(A)-A stated ULP-C and ULP-D lacked the
training listed above. A-A further stated it was his
understanding that training and competency
testing would be specific to the facility and the
types of services provided to meet resident's
needs.

The licensee's Competency and Training policy
dated November 1, 2021, indicated prior to the
registered nurse delegating services, they must
make certain the ULP is trained in the proper
methods to perform the tasks or procedures for
each resident and are able to demonstrate the
ability to competently follow the procedures and
perform the tasks, prior to working for the
licensee. In addition, the policy directed only ULP
who are determined to be competent and
possess the knowledge and skills consistent with
the complexity of tasks being delegated will be
permitted to perform such delegated tasks.
Training and competency evaluations for all ULP
providing assisted living services must include:
- grooming;
- hair care and bathing;
- standby assistance techniques and how to
perform them;

Minnesota Department of Health
STATE FORM 6899 8N3J11 If continuation sheet 18 of 22



Minnesota Department of Health
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION
A. BUILDING: ______________________

PRINTED: 09/25/2024
FORM APPROVED

(X3) DATE SURVEY
COMPLETED

33145 B. WING _____________________________ 08/21/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

FIRST CHOICE NURSING SERVICES INC 5211 92ND CRESCENT
BROOKLYN PARK, MN 55443

(X4) ID
PREFIX

TAG

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

REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX

TAG

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

CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE

DATE

01370 Continued From page 18

- food safety, and assistance with eating; and
- procedures to use in handling various
emergency situations.

01370

No further information was provided.

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

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

01460

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.

This MN Requirement is not met as evidenced
by:
Based on observation, interview and record
review, the licensee failed to ensure employees
received orientation to assisted living facility
licensing requirements and regulations for two of
two (unlicensed personnel (ULP)-C, ULP-D).

This practice resulted in a level two violation (a
violation that did not harm a resident's health or
safety but had the potential to have harmed a
resident's health or safety, but was not likely to
cause serious injury, impairment, or death), and
was issued at an isolated scope (when one or a
limited number of residents are affected or one or
a limited number of staff are involved or the
situation has occurred only occasionally).
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01460 Continued From page 19 01460

The findings include:

ULP-C
ULP-C was hired June 25, 2024, and provided
direct cares for residents of the facility.

On August 19, 2024, at 12:00 p.m., ULP-C was
observed preparing and administering oral
medications to R4.

ULP-D
ULP-D was hired June 30, 2024, and provided
direct cares for residents of the facility.

On August 20, 2024, at 8:10 a.m., ULP-D was
observed preparing and administering oral
medications to R1.

ULP-C and ULP-D's employee records lacked
evidence the employees had received orientation
to include the following topics:
- an overview of Assisted Living laws 144G.
- an introduction and review of the facility's
policies and procedures related to the provision of
assisted living services by the individual staff
person
- handling of emergencies and use of emergency
services
-compliance with and reporting of the
maltreatment of vulnerable adults under section
626.557 to the Minnesota Adult Abuse Reporting
Center (MAARC);
- handling of residents' complaints, reporting of
complaints, and where to report complaints,
including information on the Office of Health
Facility Complaints;
- consumer advocacy services of the Office of
Ombudsman for Long-Term Care, Office of
Ombudsman for Mental Health and
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01460 Continued From page 20

Developmental Disabilities, Managed Care
Ombudsman at the Department of Human
Services, county-managed care advocates, or
other relevant advocacy services; and
- a review of the types of assisted living services
the employee will be providing and the facility's
category of licensure.

01460

On August 21, 2024, at 11:23 a.m., administrator
(A)-A stated ULP-C and ULP-D had not received
the above noted required training at time of hire
for health facility identification number (HFID)
33145. A-A further stated the employee files that
were provided to the surveyor was all the training
and competency testing available, which had
been completed while working at a sister
community.

The licensee's Orientation of Staff and
Supervisors & Content policy dated November 1,
2021 indicated all staff providing and supervising
direct services would complete orientation to
Assisted Living facility licensing requirements and
regulations before providing assisted living
services to residents. Furthermore, the
orientation would include:
- an overview of Assisted Living laws 144G.
- an introduction and review of the facility's
policies and procedures related to the provision of
assisted living services by the individual staff
person
- handling of emergencies and use of emergency
services
-compliance with and reporting of the
maltreatment of vulnerable adults under section
626.557 to the Minnesota Adult Abuse Reporting
Center (MAARC);
- handling of residents' complaints, reporting of
complaints, and where to report complaints,
including information on the Office of Health
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Facility Complaints;
- 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
- a review of the types of assisted living services
the employee will be providing and the facility's
category of licensure.
Moreover, orientation would be completed once
for each staff person and would not be
transferable to another home care provider.

01460

No further information was provided.

TIME PERIOD FOR CORRECTION: Twenty-one
(21) days
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Food  and Beverage  Establishment
Inspection  Report

Location:
First Choice Nursing And Homec
5211 92nd Crescent
Brooklyn Park, MN55443
Hennepin County, 27

Establishment  Info:
ID #: 0038771
Risk:
Announced Inspection: No

License  Categories: Operator:
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Expires on: / /
Phone #: 7633906360
ID #:

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

The following orders were issued during this inspection.

4-300 Equipment  Numbers  and  Capacities
4-302.13B ** Priority  2 **

MN Rule 4626.0710B Provide a readily accessible, irreversible registering temperature indicator for measuring
the utensil surface temperature in mechanical hot water warewashing operations.

PROVIDE A WATERPROOF THERMOMETER OR THERMOLABEL STICKER TO READ THE HOT
WATER TEMPERATURE IN THE DISHWASHER.
Comply By: 08/26/24

6-300 Physical  Facility  Numbers  and  Capacities
6-301.14A

MN Rule 4626.1457 Provide a sign or poster at all handwashing sinks used by food employees that notifies
them to wash their hands

POST A HANDWASH SIGN IN THE RESTROOMS USED BY EMPLOYEES.
Comply By: 08/19/24

Food  and  Equipment  Temperatures

Process/Item: Upright Cooler
Temperature: 38 Degrees Fahrenheit - Location: MILK
Violation Issued: No
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Total Orders In This Report Priority 1
0

Priority 2
1

MET WITH NURSE EVALUATOR, RHONDA MAKELA

Priority 3
1

DISCUSSED THE FOLLOWING WITH THE MANAGER, JERRY:

EMPLOYEE ILLNESS LOG (LOG SENT W/ REPORT)
VOMIT CLEAN-UP PROCEDURE

THE KITCHEN HAS A COMMERCIAL HOT WATER DISHWASHER, LAMINATE COUNTERTOPS,
MDF WOODEN CABINETS, VINYL FLOOR, AND POPCORN TEXTURE CEILING.
NOTE:  Plans  and  specifications  must  be submitted  for  review and  approval  prior  to new construction,  remodeling  or
alterations.

I acknowledge receipt of the Minnesota Department of Health inspection report
number 1051241090 of 08/19/24.

Certified Food Protection Manager:Esther W. Muturi

Certification Number: FM118779 Expires: 09/07/26

Inspection  report  reviewed  with  person  in charge  and  emailed.

Signed:
Jerry Habon
Manager

Signed:
Kai Yang
Public Health Sanitarian 1
St. Cloud
320 640-3532
Kai.Yang@state.mn.us


