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Electronically Delivered

January 2, 2024

Licensee
Associate Healthcare,  LLC
3308 74th  Circle North
Brooklyn Park, MN 55443

RE: Project Number(s) SL39543015

Dear Licensee:

This is your offic ia l notic e that  you hav e be en gr anted your assiste  d li ving facilit y lic ense. Your li cense
effective and expiration dates  remain  the  same  as on your provisional license. Your updated  status  will
be lis ted on the lic ens e cert ific at  e at  re ne wal and th  is letter  serves  as proo  f in the meant  ime. 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 December  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.

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 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, Su bd. 5(c), the lic ense e must  doc um ent ac tions take n to com ply wit h 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

An equal  opportunity  employer.
04/20/ 2023

Letter ID: 9GJX Revised



Associate Healthcare,  LLC
January 2, 2024
Page 2

resident( s)/employee(s) identified in the  correction  order.
· 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.

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

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,

Casey DeVries, Supervisor
State  Evaluation Team
Email: casey.devries@state. mn.us
Telephone: 651-201-5917 Fax: 1-866-890-9290

PMB
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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:
SL39543015- 0

On  December  11, 2023,  through  December  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  two active
residents;  both  of whom  were  receiving  services
under  the  Provisional  Assisted  Living license.

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

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

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

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

0 460  144G. 41  Subdivision  1 Minimum requirements
SS= F

0 460

(5) provide  a  means  for residents  to request
assistance  for health  and  safety  needs  24  hours

Minnesota  Department  of Health
LABORATORY DIRECTOR' S  OR  PROVIDER/ SUPPLIER  REPRESENTATIVE' S  SIGNATURE TITLE (X6) DATE
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per  day,  seven  days  per  week;
(6) allow residents  the  ability to furnish  and
decorate  the  resident' s  unit within the  terms  of the
assisted  living contract;
(7) permit  residents  access  to food  at  any  time;
(8) allow residents  to choose  the  resident' s
visitors  and  times  of visits;
(9) allow the  resident  the  right to choose  a
roommate  if sharing  a  unit;
(10)  notify the  resident  of the  resident' s  right to
have  and  use  a  lockable  door  to the  resident' s
unit.  The  licensee  shall  provide  the  locks  on  the
unit.  Only a  staff  member  with a  specific  need  to
enter  the  unit shall  have  keys,  and  advance
notice  must  be  given  to the  resident  before
entrance,  when  possible.  An assisted  living
facility must  not  lock a  resident  in the  resident' s
unit;

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation  and  interview,  the  licensee
failed  to provide  a  means  for residents  to request
assistance  for health  and  safety  needs  24  hours  a
day,  seven  days  a  week.

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  December  11, 2023,  at  9:16  a. m. , during  the
entrance  conference,  clinical nurse  supervisor

Minnesota  Department  of Health
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(CNS) -D indicated  there  was  no  call light system
in place  and  stated,  "We  do  not  have  any  type  of
call system,  this  is a  small  place  so  they  can  just
holler  for us,  or they  can  call the  house  phone  if
we  are  downstairs. "

0 460

On  December  11, 2023,  at  10:15  a. m. , during  a
facility tour,  the  surveyor  observed  a  split-level
home  with one  resident  located  on  the  upper  level
and  one  resident  located  on  the  lower  level.  In
addition,  the  surveyor  observed  no  bells,  call
lights,  or pendants.

No further  information  was  provided.

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

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

0 480

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

This  MN Requirement  is not  met  as  evidenced
by:
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

Minnesota  Department  of Health
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or represent  a  systemic  failure  that  has  affected
or has  the  potential  to affect  a  large  portion  or all
the  residents) .

0 480

The  findings  include:

Please  refer  to the  document  titled,  Food  and
Beverage  Establishment  Inspection  Report
(FBEIR)  dated  December  11, 2023,  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

0 660

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

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  interview  and  record  review,  the

Minnesota  Department  of Health
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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  a  current  facility TB risk assessment,
and  completion  of a  health  history  and  symptom
screening  for one  of three  employees  (unlicensed
personnel  (ULP)-B).

0 660

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:

TB RISK ASSESSMENT
On  December  11, 2023,  at  10:15  a. m. , during  the
entrance  conference,  clinical nurse  supervisor
(CNS) -D indicated  the  licensee  lacked  a  TB Risk
Assessment.  CNS- D stated,  "We  only look at  the
staff  TB sheets.  We  have  not  done  the  risk
assessment,  I think we  have  the  form,  we  just
have  not  completed  it yet."

On  December  11, 2023,  at  10:20  a. m. , licensed
assisted  living director  (LALD)-C stated,  "I still
need  to get  that  completed,  we  will get  it done
right away.  There  are  so  many  forms  it is easy  to
sometimes  overlook  something,  but  I will get  it
done. "

HISTORY  AND SYMPTOM SCREENING
ULP-B had  a  hire  date  of July  20,  2023.

Minnesota  Department  of Health
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ULP-B's  employee  record  lacked  a  health  history
and  symptom  screening.

0 660

On  December  11, 2023,  at  1:05  p.m. , CNS- D
stated,  "I am  unaware  as  to why that  wasn' t
completed,  unless  the  form was  misplaced,  we
always  do  the  screening  when  we  hire  people. "

The  licensee' s  8.16  Tuberculosis  Screening
policy, dated  January  13,  2023,  read,  "The  facility
will maintain  a  current  community  TB risk
assessment.  The  assessment  will be  updated
annually,  using  the  data  and  form provided  by the
Minnesota  Department  of Health. " As well as
"Staff  should  be  screened  for signs  and
symptoms  on  an  annual  basis. "

The  Tuberculosis  Screening,  Testing,  and
Treatment  of U.S.  Health  Care  Personnel:
Recommendations  from the  National
Tuberculosis  Controllers  Association  and  CDC,
2019  dated  May 16,  2019,  indicated  all health
care  personnel  should  have  a  baseline  TB
screening  including  an  individual  risk
assessment.

No further  information  was  provided.

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

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

0 810

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

(1) location  and  number  of resident  sleeping
rooms;

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

0 810

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  a  record  review  and  interview,  the
licensee  failed  to develop  a  fire safety  and
evacuation  plan  with required  elements.  This  had
the  potential  to affect  all staff,  residents,  and
visitors.

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

Minnesota  Department  of Health
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resident  's  health  or safety,  but  was  not  likely to
cause  serious  injury, impairment,  or death) , and
was  issued  at  a  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  December  11, 2023,  at  1:20  p.m. , owner
(O)-A provided  documents  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  the  evacuation  plan  did not  include
employee  actions  to be  taken  in the  event  of a  fire
or similar  emergency.  The  current  plan  used  the
standard  RACE  (Remove,  Alarm,  Confine  and
Extinguish  or Evacuate)  directive.  The  plan
lacked  direction  for employees  to take  in a  fire or
emergency  unique  to the  facility layout  and  risks.

Record  review  of the  available  documentation
indicated  the  evacuation  plan  did not  include
complete  procedures  for residents'  evacuation,  or
relocation  during  a  fire or similar  emergency
including  the  identification  of unique  or unusual
resident  needs  for movement  or evacuation.

During  interview  on  December  12,  2023,  at  2:45
p.m., O-A verified  the  fire safety  and  evacuation
plan  for the  facility lacked  these  provisions.

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

0 970  144G. 50  Subd.  5 Waivers  of liability prohibited
SS= C

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

0 970

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  interview  and  record  review,  the
licensee  failed  to ensure  the  assisted  living
contract  did not  include  language  waiving the
licensee' s  liability for health,  safety,  or personal
property  of a  resident.  This  had  the  potential  to
affect  all residents.

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

The  findings  include:

On  December  11, 2023,  at  1:05  p.m. , licensed
assisted  living director  (LALD)-C provided  the
surveyor  with R1' s  resident  contract.  The  contract
read,  "Liability: The  resident  agrees  to be  liable
and  responsible  for all obligations  herein
reinforced,  monetary  and  otherwise,  of the
residents  and  where  this  Contract  has  been
executed  by a  party  designated  below.  Or where
a  separate  Responsible  Party  Agreement  has
been  executed  by a  third party,  said  third party

Minnesota  Department  of Health
STATE FORM 6899 8XFE11 If continuation  sheet  9 of 18
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and  the  resident  shall  be  jointly and  severally
liable  and  responsible  for all obligations,
monetary  and  otherwise,  of the  resident  herein
referenced. "

0 970

On  December  12,  2023,  at  10:00  a. m., LALD-C
stated,  "All the  residents  get  the  same  contract,
so  all the  general  contract  information  is the
same  for all. I was  unaware  that  wording  was  not
correct,  and  I will get  it changed  right away. "

No further  information  provided.

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

01470  144G. 63  Subd.  2 Content  of required  orientation
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
complaints,  and  where  to report  complaints,

01470

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

01470

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  interview  and  record  review,  the
licensee  failed  to ensure  staff  providing  services
completed  an  orientation  to assisted  living facility
licensing  requirements  and  regulations  before

Minnesota  Department  of Health
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providing  services  for three  of three  employees
(clinical nurse  supervisor  (CNS) -D, unlicensed
personnel  (ULP)-B, and  ULP-E).

01470

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:

CNS- D was  hired  into the  CNS  role  on  August  12,
2023,  to provide  supervision  and  oversite  to
unlicensed  personnel  and  to provide  direct
services  to residents,  and  started  working  for the
licensee  on  August  1,  2023.

On  December  11, 2023,  at  9:00  a. m. , the
surveyor  observed  CNS- D working  for the
licensee  during  the  survey  entrance  conference.

CNS- D's  employee  records  lacked  evidence  of
orientation  to assisted  living regulations
(144G. 63,  Sub.  2) effective  August  1,  2021,  for
the  following:
- Handing  of resident  complaints,  reporting  of
complaints,  where  to report;  and
- Principles  of person- centered  planning/ service
delivery.

ULP-B
ULP-B was  hired  on  July  20,  2023,  to perform
direct  care  services  to the  licensee' s  residents.

On  December  12,  2023,  at  8:46  a. m. , the
Minnesota  Department  of Health
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surveyor  observed  ULP-B administering
medications  for R1.

01470

ULP-B's  employee  records  lacked  evidence  of
orientation  to assisted  living regulations
(144G. 63,  Sub.  2) effective  August  1,  2021,  for
the  following:
- Handing  of resident  complaints,  reporting  of
complaints,  where  to report;  and
- Review  of types  of Assisted  Living services  the
employee  will provide  and  provider' s  scope  of
license.

ULP-E
ULP-E was  hired  on  April 5,  2023,  to perform
direct  care  services  to the  licensee' s  residents.

On  December  12,  2023,  at  9:21  a. m. , the
surveyor  observed  ULP-E working  for the
licensee.

ULP-E's  employee  records  lacked  evidence  of
orientation  to assisted  living regulations
(144G. 63,  Sub.  2) effective  August  1,  2021,  for
the  following:
-Review  of types  of Assisted  Living services  the
employee  will provide  and  provider' s  scope  of
license.

On  December  11, 2023,  at  12:46  p.m. , CNS- D
stated  "The  employees,  they  all get  the  same
training,  so  I don' t know  why [ULP-B] is missing
the  one  form because  [ULP-E] had  it in his  chart,
but  we  will go  thru  and  get  everyone  the  missing
training  needed. "

The  licensee' s  5.01  Orientation  of Staff  and
Supervisors  & Content  dated  January  13,  2023,
read,  "All staff  of [licensee]  providing  and
supervising  direct  services  must  complete  an
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orientation  to Assisted  Living facility licensing
requirements  and  regulations  before  providing
assisted  living services  to residents. "

01470

No further  information  was  provided.

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

01530  144G. 64  TRAINING IN DEMENTIA CARE
SS= F REQUIRED

01530

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

01530

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:

CNS- D was  hired  into the  CNS  role  on  August  12,
2023,  to provide  supervision  and  oversite  to
unlicensed  personnel  and  to provide  direct
services  to residents,  and  started  working  for the
licensee  on  August  1,  2023.

On  December  11, 2023,  at  9:00  a. m. , the
surveyor  observed  CNS- D working  for the
licensee  during  the  survey  entrance  conference.

CNS' D's  employee  records  lacked  the  eight  hours
of dementia  care  training  required.

On  December  11, 2023,  at  12:46  p.m. , CNS- D
stated  "As for dementia  training,  I guess  I didn' t
realize  we  didn' t have  enough  because  we  do  not
offer dementia  (services) ." CNS- D also  stated
because  they  did not  offer dementia  services,
they  believed  they  did not  need  further  dementia
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education.

01530

The  licensee' s  5.03  Dementia  training  policy
dated  January  13,  2023,  read,  "Supervisors  of
direct  care  staff  will complete  eight  (8) hours  of
initial training  within 120  hours  of the  employment
start  date. "

No further  information  was  provided.

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

01540  144G. 64  (a)  TRAINING IN DEMENTIA CARE
SS= F REQUIRED

01540

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

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  interview  and  record  review,  the
licensee  failed  to ensure  direct- care  staff
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completed  at  least  eight  hours  of initial dementia
care  training  within 80  working  hours  of the
employment  start  date  for one  of two employees
(unlicensed  personnel  (ULP-B)).

01540

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

The  findings  include:

ULP-B was  hired  on  July  20,  2023,  to perform
direct  care  services  to the  licensee' s  residents.

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

On  December  11, 2023,  at  12:46  p.m. , CNS- D
stated  "The  employees,  they  all get  the  same
training,  so  I don' t know  why [ULP-B] is missing
the  one  form because  [ULP-E] had  it in his  chart,
but  we  will go  through  and  get  everyone  the
missing  training  needed.  As for dementia  training,
I guess  I didn' t realize  we  didn' t have  enough
because  we  do  not  offer dementia  (services) ."
CNS- D also  stated  because  they  did not  offer
dementia  services,  they  believed  they  did not
need  further  dementia  education.

The  licensee' s  5.03  Dementia  training  policy
dated  January  13,  2023,  read,  "Direct  care
employees  will complete  eight  (8) hours  of initial
training  within 160  hours  of the  employment  start
date. "
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No further  information  was  provided.

TIME PERIOD  FOR  CORRECTION:  Twenty-one
(21)  days
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625 Robert Street North
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11:33:21
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Food  and Beverage  Establishment
Inspection  Report

Location:
Associate Healthcare LLC
3308 74th Circle North
Brooklyn Park, MN55443
Hennepin County, 27

Establishment  Info:
ID #: 0042203
Risk:
Announced Inspection: No

License  Categories: Operator:

Page 1

Expires on: 12/31/23
Phone #:
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.

3-300B Protection  from  Contamination:  cross-contamination,  eggs
3-302.11A(1) ** Priority  1 **

MN Rule 4626.0235A(1) Separate raw animal foods during storage, preparation, holding, and display from
ready-to-eat foods to prevent cross-contamination.
RAW CHICKEN AND EGGS FOUND ON TOP SHELVES OF REFRIGERATOR. MOVE THESE TO THE
BOTTOM SHELF OF THE REFRIGERATOR.
Comply By: 12/11/23

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

MN Rule 4626.0710A Provide a readily accessible temperature measuring device for measuring the washing
and sanitizing temperatures in manual warewashing operations.
THERE WAS NO THERMOMETER OR OTHER DEVICE ON SITE TO TEST DISHWASHER.
INSPECTOR LEFT THERMO LABEL WITH STAFF AND REQUESTED THEY EMAIL A PICTURE OF
THE LABEL ONCE THE CYCLE IS DONE.
Comply By: 12/11/23

2-100 Supervision
2-102.12AMN

MN Rule 4626.0033A Employ a certified food protection manager (CFPM) for the establishment.
NO CURRENT CFPM IN THE FACILITY. CFPM INFO EMAILED WITH REPORT.
Comply By: 12/25/23
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1

Priority 2
1

Priority 3
1

INSPECTION CONDUCTED IN THE PRESENCE OF HRD STAFF AND FINDINGS SHARED AT THE
END OF INSPECTION.

WILL EMAIL SUPPORTING DOCUMENTS AND LINKS TO HRD STAFF AT THE END OF THE DAY.

KITCHEN IS RESIDENTIAL AND FOOD IS PREPARED FOR SAME DAY SERVICE. FLOOR IS WOOD
LAMINATE, CABINETS ARE WOOD WITH HALLOWED ENCLOSED BASES, GRANITE COUNTER
TOPS AND SMOOTH PAINTED CEILING. ALL ARE FOUND TO BE IN GOOD CONDITION AND WILL
BE MONITORED AT FUTURE INSPECTIONS. IF AT ANY TIME THERE IS FOUND TO BE A RISK OF
CONTAMINATION OR CONCERN THE PHYSICAL FACILITIES WILL BE REQUIRED TO BE
BROUGHT UP TO CODE.

THIS WAS AN UNANNOUNCED INSPECTION. I SPOKE WITH THE PERSON IN CHARGE ABOUT
THIS REPORT AND ANY ITEMS WITHIN.

TEMPERATURES:
CHICKEN 40

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 7994231233 of 12/11/23.

Certified Food Protection Manager:

Certification Number: Expires: / /

Inspection  report  reviewed  with  person  in charge  and  emailed.

Signed:
Establishment Representative

Signed:
Crystal Elva
Public Health Sanitarian 3
St Paul
651-201-3981
Crystal.Elva@state.mn.us


