DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of AIl Minnesotans

Electronically Delivered
May 29, 2026

Licensee

Prairie Residence Care LLC
12570 Crowfoot Court
Eden Prairie, MN 55344

RE: Project Number(s) SL36761016
Dear Licensee:

On April 13, 2026, the Minnesota Department of Health (MDH) completed a follow-up survey of your
facility to determine correction of orders found on the survey completed on January 15, 2026. This
follow-up survey determined your facility had not corrected all of the state correction orders issued
pursuant to the January 15, 2026 survey.

In accordance with Minn. Stat. § 144G.31 Subd. 4 (a), state correction orders issued pursuant to the
last survey, completed on January 15, 2026, found not corrected at the time of the April 13, 2026,
follow-up survey and/or subject to penalty assessment are as follows:

0810-Fire Protection And Physical Environment-144g.45 Subd. 2 (b-F) - $1,000.00
1440-Supervision Of Staff Providing Delegated Nurs-144g.62 Subd. 4 - $500.00
1530-Training In Dementia, Mental lliness, And De--144g.64 (a) (1-2) - $500.00
1760-Documentation Of Administration Of Medication-144g.71 Subd. 8 - $500.00

The details of the violations noted at the time of this follow-up survey completed on April 13, 2026
(listed above), are on the attached State Form. Brackets around the ID Prefix Tag in the left hand
column, e.g., {2 ----} will identify the uncorrected tags.

Also, at the time of this follow-up survey completed on April 13, 2026, we identified the following
violation(s):

0340-Correction Orders-144g.30 Subd. 5. (c)(2), (d) - $1,000.00
0495-Minimum Requirements-144g.41 Subdivision. 1 (13)

The details of the violation(s) noted at the time of this follow-up survey are delineated on the
attached State Form. Only the ID Prefix Tag in the left hand column without brackets will identify
these state correction orders. It is not necessary to develop a plan of correction.

Therefore, in accordance with Minn. Stat. §§ 144G.01 to 144G.9999, the total amount you are
assessed is $3,500.00. You will be invoiced approximately 30 days after receipt of this notice, subject

to appeal.

An equal opportunity employer. Letter ID: 8GKP Revised 04/14/2023
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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 outlined on the state form; however, plans of correction are not
required to be submitted for approval.

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

to correct the violation first as follows:

Level 1: no fines or enforcement;

Level 2: a fine of S500 per violation, in addition to any enforcement mechanism authorized in
§ 144G.20;

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

Level 4: a fine of $3,000 per incident, in addition to any enforcement mechanism authorized in

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

CORRECTION ORDER RECONSIDERATION PROCESS

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

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

REQUESTING A HEARING

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

factor.

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

To appeal fines via reconsideration, please follow the procedure outlined above. Please note that you

may request a reconsideration or a hearing, but not both. If you wish to contest tags without fines in
a reconsideration and tags with the fines at a hearing, please submit two separate appeals forms at
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the website listed above.

We urge you to review these orders carefully. If you have questions, please contact Casey DeVries at
651-201-5917.

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.

Sincerely,

W\\&M\x

Casey DeVries, Supervisor

State Evaluation Team

Email: Casey.DeVries@state.mn.us

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

KKM
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{0 000}/ Initial Comments {0 000}
AT TENTION Minnesota Department of Health is
documenting the State Correction Orders
ASSISTED LIVING PROVIDER FOLLOW UP using federal software. Tag numbers have
SURVEY WITH RE-ISSUE OF ORDERS been assigned to Minnesota State
Statutes for Assisted Living Facilities. The
INITIAL COMMENTS assigned tag number appears in the
far-left column entitled "ID Prefix Tag.” The
SL37671016-1 state Statute number and the
corresponding text of the state Statute out
On April 17, 2026, the Minnesota Department of of compliance is listed in the "Summary
Health conducted a follow-up survey for the Statement of Deficiencies” column. This
above provider to follow-up on orders issued column also includes the findings which
pursuant to a survey completed on January 15, are in violation of the state requirement
2026. As a result of the follow-up survey, the after the statement, "This Minnesota
following orders were issued and/or reissued. At requirement is not met as evidenced by."
the time of the survey there were zero residents Following the evaluators' findings is the
receiving services from the licensee. Time Period for Correction.
An immediate order for correction was identified PLEASE DISREGARD THE HEADING OF
on April 13, 2026, issued for SL37/671016-1, tag THE FOURTH COLUMN WHICH
Identification number 0495. STATES,"PROVIDER'S PLAN OF
CORRECTION." THIS APPLIES TO
During the survey, the licensee took action to FEDERAL DEFICIENCIES ONLY. THIS
mitigate the immediate risk. However, WILL APPEAR ON EACH PAGE.
noncompliance remained, and the scope and
level remain unchanged. THERE IS NO REQUIREMENT TO
SUBMIT A PLAN OF CORRECTION FOR
**REVISED*** VIOLATIONS OF MINNESOTA STATE
During supervisor review the State Form was STATUTES.
revised related to tag identification 0495 to
Indicate the "TIME PERIOD FOR CORRECTION" THE LETTER IN THE LEFT COLUMN IS
was immediate. USED FOR TRACKING PURPOSES AND
REFLECTS THE SCOPE AND LEVEL
ISSUED PURSUANT TO 144G.31
SUBDIVISION 1-3.
0 340| 144G.30 Subd. 5 Correction orders 0 340
SS=|
(a) A correction order may be issued whenever

Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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the commissioner finds upon survey or during a
complaint investigation that a facility, a
managerial official, an agent of the facility, or staff
of the facility is not in compliance with this
chapter. The correction order shall cite the
specific statute and document areas of
noncompliance and the time allowed for
correction.

(b) The commissioner shall mail or email copies
of any correction order to the facility within 30
calendar days after the survey exit date. A copy of
each correction order and copies of any
documentation supplied to the commissioner
shall be kept on file by the facility and public
documents shall be made available for viewing by
any person upon request. Copies may be kept
electronically.

(c) By the correction order date, the facility must:
(1) document in the facility's records any action
taken to comply with the correction order. The
commissioner may request a copy of this
documentation and the facility's action to respond
to the correction order in future surveys, upon a
complaint investigation, and as otherwise
nheeded; and

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to make available the
documentation of the licensee's plan of correction
(POC) documenting the actions taken by the
licensee to comply with correction orders from a
survey which concluded January 15, 2026, in
addition, the licensee failed to ensure compliance
with the correction orders.

This practice resulted in a level three violation (a
violation that harmed a resident's health or safety,
or a violation that had the potential to cause more

Minnesota Department of Health
STATE FORM 6899 92NM12 If continuation sheet 2 of 19
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than minimal harm? to the resident) 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 January 15, 2026, the licensee had a survey
completed which resulted in 15 correction orders
being issued, with the highest level being three
(3) at a widespread scope and two (2) having a
time period of correction being immediate.

On February 2, 2026, the licensee received an
enforcement letter which read, "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:

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

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

- |dentify what changes to your systems and
practices were made to ensure compliance with
the specific statute(s).”

On April 13, 2026, at 9:50 a.m., the surveyor
requested the licensee's POC related to the
previous survey exited on January 15, 2026, from
house manager (HM)-C. HM-C stated the
licensee had not created a written POC with the
Minnesota Department of Health

STATE FORM 6899 92NM12 If continuation sheet 3 of 19
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required content but did place evidence of
corrections in a 3-ringed binder for review. The
binder included resident and employee records
but lacked a written POC.

Upon conclusion of the follow-up survey, the
licensee was re-issued three (3) correction orders
(1440, 1530, 1/760) and was issued one (1) new

correction order (0495).

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

{0 480} 144G .41 Subdivision 1 Subd. 1a (a-b) Minimum | {0 430}
SS=F | requirements; required food services

(a) Except as provided in paragraph (b), food
must be prepared and served according to the
Minnesota Food Code, Minnesota Rules, chapter
4626.

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

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

(3) notwithstanding Minnesota Rules, part

Minnesota Department of Health
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4626.0685, item A, the facility i1s not required to
provide integral drainboards, utensil racks, or
tables large enough to accommodate soiled and
clean items that may accumulate during hours of
operation provided soliled items do not
contaminate clean items, surfaces, or food, and
clean equipment and dishes are air dried in a
manner that prevents contamination before
storage;

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

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

(6) notwithstanding Minnesota Rules, part
4626.13795, shielded or shatter-resistant
lightbulbs are not required, but if a light bulb
breaks, the facility must discard all exposed food
and fully clean all equipment, dishes, and
surfaces to remove any glass particles; and

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

This MN Requirement Is not met as evidenced
by:
Not reviewed during this survey.

0 495 144G.41 Subdivision. 1 (13) Minimum 0 495
SS=F | Requirements

Minnesota Department of Health
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(13) provide staff access to an on-call registered
nurse 24 hours per day, seven days per week.

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure that a registered nurse
(RN) was available 24 hours a day, seven days
per week. This had the potential to affect all
residents and staff of the facility.

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

The findings Include:

Clinical nurse supervisor (CNS)-B was hired on
June 25, 2025, as the licensee's only RN.

The licensee’'s Employee List (sample form)
dated December 22, 2025, indicated the licensee
employed seven (/) total staff with CNS-B being
the only licensed nurse.

On April 13, 2026, at 10:10 a.m., CNS-B stated
they had a part time position as a floor RN at a
local hospital on a cardiac and renal unit. CNS-B
stated when they were working their shift at the
hospital, there were times when they would not
be able to answer a phone call as the on-call RN
for the licensee. CNS-B stated they were not
aware they needed to be available 24 hours a
day, /7 days a week to cover the on-call shift.

Minnesota Department of Health
STATE FORM 6899 92NM12 If continuation sheet 6 of 19
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A. BUILDING: COMPLETED
R-C
B. WING 04/13/2026

NAME OF PROVIDER OR SUPPLIER

12570 CROWFOOT COURT
EDEN PRAIRIE, MN 55344

PRAIRIE RESIDENCE CARE LLC

STREET ADDRESS, CITY, STATE, ZIP CODE

physical environment

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

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

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

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

(1lf) provide smoke alarms on each story within a
dwelling unit, including basements, but not
Including crawl spaces and unoccupied attics;
(Iv) where more than one smoke alarm is
required within an individual dwelling unit or
sleeping unit, interconnect all smoke alarms so
that actuation of one alarm causes all alarms In
the individual dwelling unit or sleeping unit to
operate; and

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

Minnesota Department of Health

STATE FORM

6899

92NM12
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0 495 | Continued From page 6 0 495
The licensee's Supervision: Unlicensed Staff
policy dated December 14, 2022, indicated a RN
would available 24 hours/day, /7 days/week for
staff to contact when services were being
provided by the licensee to a resident.
No further information was provided.
TIME PERIOD FOR CORRECTION: Immediate
{0 780} 144G.45 Subd. 2 (a) (1) Fire protection and {0 780}
SS=F
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This MN Requirement Is not met as evidenced

by:
Not reviewed during this survey

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

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

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

This MN Requirement Is not met as evidenced
by:
Not reviewed during this survey

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

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

Minnesota Department of Health
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This MN Requirement Is not met as evidenced
by:
Not reviewed during this survey

{0810} 144G.45 Subd. 2 (b-f) Fire protection and {0 810}
SS=|| 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) staff actions to be taken in the event of a fire
or similar emergency;

(3) fire protection procedures necessary for
residents; and

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

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

(e) Residents who are capable of assisting 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 staff twice
per year per shift with at least one evacuation drill
every other month. Evacuation of the residents Is
not required. Fire alarm system activation is not

Minnesota Department of Health
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{01440}
SS=F

Continued From page 9

required to initiate the evacuation drill.

This MN Requirement Is not met as evidenced
by:

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

compliance with the requirements of Minnesota
Statute 144G.

This practice resulted in a level three violation (a
violation that harmed a resident's health or safety,
or a violation that had the potential to cause more
than minimal harm? to the resident) 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 document titled, Physical
Environment Inspection Report (PEIR) dated April
13, 2026, for the specific violations related the
physical environment under Minnesota Statute
144G.

144G .62 Subd. 4 Supervision of staff providing
delegated nurs

(a) Staff who perform delegated nursing or
therapy tasks must be supervised by an
appropriate licensed health professional or a
registered nurse according to the assisted living
facility's policy where the services are being
provided to verify that the work is being
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performed competently and to identify problems
and solutions related to the staff person's ability
to perform the tasks. Supervision of staff
performing medication or treatment
administration shall be provided by a registered
nurse or appropriate licensed health professional
and must include observation of the staff
administering the medication or treatment and the
Interaction with the resident.

(b) The direct supervision of staff performing
delegated tasks must be provided within 30
calendar days after the date on which the
Individual begins working for the facility and first
performs the delegated tasks for residents and
thereafter as needed based on performance. This
requirement also applies to staff who have not
performed delegated tasks for one year or longer.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure a registered
nurse (RN) conducted direct supervision of staff
performing a delegated task within 30 days of
providing services for all unlicensed personnel
(ULP).

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

The findings include:

On April 13, 2026, at 9:50 a.m., house manager
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(HM)-C provided a 3-ringed binder and indicated
the licensee had included all evidence of 30-day
supervision for each ULP. The binder included six
(6) documents titled 30-Day Supervision of
Delegated Tasks, one for each ULP hired by the
licensee. The documents included each ULP's
name and date of hire. A check list was included
to identify if the ULP Met Expectation with a yes
box checked on every form. The documents
Included a section titled, Service(s) Observed
which was blank. The document lacked
Identification of the specific task the nurse
completed the 30-day supervision.

On April 13, 2026, at 10:05 a.m., clinical nurse
supervisor (CNS)-B stated they had completed
the 30-day supervision on each ULP but had
forgotten to identify what task or tasks each ULP
completed. CNS-B stated the licensee would
complete new 30-day supervision on a delegated
task and add the tasks to the licensee's 30-day
supervision document for each ULP.

The licensee's Supervision: Unlicensed Staff
policy dated December 14, 2022, indicated a RN
would conduct a 30-day supervision of delegated
tasks and evidence of the supervision would be
maintained in each employee's record.

No further information was provided.

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

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

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

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

(2) direct-care staff must have completed at least
eight hours of initial training on dementia topics
specified under paragraph (b), clauses (1) to (9),
and two hours of Initial training on mental iliness
and de-escalation topics specified under
paragraph (b), clauses (6) to (8), within 160
working hours of the employment start date. Until
this initial training Is complete, a staff member
must not provide direct care unless there Is
another staff member on site who has completed
the initial eight hours of training on topics related
to dementia and the Initial two hours of training on
topics related to mental iliness and de-escalation
and who can act as a resource and assist If
Issues arise. A trainer of the requirements under
paragraph (b) or a supervisor meeting the
requirements in clause (1) must be available for
consultation with the new staff member until the
training requirement is complete. Direct-care staff
must have at least two hours of training on topics
related to dementia and one hour of training on
topics related to mental iliness and de-escalation
for each 12 months of employment thereafter;

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure all staff received eight

Minnesota Department of Health

STATE FORM

6899

92NM12

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)
{01530} | Continued From page 12 {01530}

If continuation sheet 13 of 19



Minnesota Department of Health

PRINTED: 06/01/2026

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

36761

FORMAPPROVED
(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A. BUILDING: COMPLETED
R-C
B. WING 04/13/2026

NAME OF PROVIDER OR SUPPLIER

12570 CROWFOOT COURT
EDEN PRAIRIE, MN 55344

PRAIRIE RESIDENCE CARE LLC

STREET ADDRESS, CITY, STATE, ZIP CODE

hours of initial dementia care training within 160
working hours of employment for direct care staff
and within 120 working hours for supervisors of
direct-care stafft as required for one of two
employees (housing manager (HM)-C).

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

The findings include:

HM-C was hired September 7, 2025, to provide
assisted living services.

On April 14, 2026, at 9:50 a.m., HM-C provided
the licensee's survey correction binder and
Indicated all staff training for dementia and mental
IliIness would be documented as completed.

On April 14, 2026, at 10:30 a.m., during a record
review of the licensee's survey correction binder,
evidence of HM-C's dementia and mental iliness
training was not included.

On April 14, 2026, at 11:45 a.m., HM-C stated the
licensee was not able to locate evidence HM-C
had completed the required dementia and mental
lliness training. HM-C stated they had completed
the training but were unable to produce a
transcript similar to the other staff who had
completed the training within the licensee's online
training program.
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The licensee's Dementia Education policy dated
December 14, 2022, indicated all required
dementia training would be completed and
documented within each employee's record. The
policy lacked indication any mental illness training
topics and number of hours to be completed by
each employee.

No further information was provided.

{01760} 144G.71 Subd. 8 Documentation of {01760}
SS=F | administration of medication

Each medication administered by the assisted
living facility staff must be documented in the
resident’'s record. The documentation must
Include the signature and title of the person who
administered the medication. The documentation
must include the medication name, dosage, date
and time administered, and method and route of
administration. The staff must document the
reason why medication administration was not
completed as prescribed and document any
follow-up procedures that were provided to meet
the resident’'s needs when medication was not
administered as prescribed and in compliance
with the resident’'s medication management plan.

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure physician orders were

transcribed accurately for two of two residents
(R2, R3).

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

R2
R2 was admitted on October 10, 2023.

R2's Service Plan sample form dated December
16, 2025, indicated the licensee provided
medication administration services.

R2's undated Individualized Medication
Management Plan sample form indicated the
licensee’s staff would administer R2's
medications and document administered meds
on the Electronic Medication Record (MAR).

R2's E-Script New Prescription Request dated
December 15, 2025, read, "sertraline 100 mg
[milligram] tablet. Take 2 Tablets By oral Route 1
[one] time per day for a TDD [total daily dose] of
200 mg."

R2's medication pack dated April 6, 2026,
Included a bubble pack for each day of the week
and times of the day R2's medication would be
administered. On each individual bubble pack
was the list of medications included. For the
morning medication administration the following
medication was listed, "2 [two] - Sertraline 100mg
tab [ tablet].” A total of 200 mg of Sertraline was
Included.

R2's MAR dated April 2026, included the following
three (3) separate lines all timed at 8:00 a.m., and
were sighed off as administered for April 1, 2026,
Minnesota Department of Health
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through April 13, 2026, for R2's sertraline
medication:

- Sertraline 100 mg tab take 1 & 74
- Sertraline 50 mg Tab
- Sertraline 50 mg tab take 1 & 7%

A total of 275 mg of sertraline was documented
as administered to R2 daily by the licensee.

R3
R3 was admitted on August 1, 2024.

R3's Service Plan sample form dated December
16, 2025, indicated the licensee provided
medication administration services.

R3's Individualized Medication Management Plan
sample form dated December 26, 2025, indicated
the licensee's staff would administer R3's

medications and document administered meds
on the MAR.

METFORMIN TRANSCRIPTION ERROR

R3's untitled document dated December 1, 2025,
which was identified by clinical nurse supervisor
(CNS)-B as R3's prescriber order read,
"metformin xr [extended release] (Glucophage xr)
900 mg 24 hour release tablet. Take 2 tablets
(1,000 mg) by mouth every evening with a meal.”

R3's medication bubble pack dated March 23,
2026, which was identified by CNS-B as R3's
current medication package being used read, "2 -
Metformin 500 mg er [extended release] tab.”

R3's MAR dated April 2026, read, "Metformin HCI
[hydrochloride] oral tablet 500 mg. Take 1 tablet
by mouth once a day." The MAR was
documented as administered from April 1, 2026,
through April 12, 2026.

Minnesota Department of Health
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SERTRALINE TRANSCRIPTION ERROR

R3's untitled document dated December 1, 2025,
which was identified by CNS-B as R3's prescriber
order read, "Sertraline (Zoloft) 50 mg tablet. Take
1 tablet (50 mg) by mouth daily.”

R3's medication bubble pack dated March 23,
2026, which was identified by CNS-B as R3's
current medication package being used read, "1 -
Sertraline 50 mg tab.”

R3's MAR dated April 2026, included the following
2 separate lines both timed at 8:00 a.m., and
were sighed off as administered for April 1, 2026,
through April 13, 2026, for R3's sertraline
medication:

- Sertraline HCI oral tablet 100mg

- Sertraline HCI oral tablet 50 mg

A total of 150mg of sertraline was documented as
administered to R3 dally by the licensee.

On April 13, 2026, at 11:35 a.m., CNS-B stated
the licensee had been using residents’ after visit
summary (AVS) documents to update when
changes in medications had occurred. CNS-B
stated the licensee must have missed changes
and since staff administer medications based on
what was in each resident's bubble packs, each
resident was receiving the correct medications,
but staff were documenting incorrectly. CNS-B
stated they would need to audit each resident's
record and complete a reconciliation of
medication to ensure the licensee's MARs
matched what was being administered to each
resident.

The licensee’'s Medication Documentation policy
dated December 14, 2022, indicated medication
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administration documentation would be accurate
and would include the accurate medication
dosage.

No further information provided.
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ENGINEERING | ASSISTED LIVING

Project No: SL36761016-1 Date: 4/13/2026

Facility Name: Prairie Residential Care LLC

Facility Address: 12570 Crowfoot Ct., Eden Prairie, MN 55344

X TAG IDENTIFICATION: 0810

SCOPE/ SEVERITY: Level 3; Widespread

1. Each assisted living facility shall develop and maintain fire safety and evacuation plans that include
employee actions to be taken in the event of a fire or similar emergency. [Minn. Stat. 144G.45 subd.2]

Comments: No employee actions for fires or similar emergencies were provided to the surveyor during
the survey. No documented employee procedures were located in the fire safety and evacuation plan
(FSEP).

2. Each assisted living facility shall develop and maintain fire safety and evacuation plans that include fire
protection procedures necessary for residents. [Minn. Stat. 144G.45 subd.2]

Comments: No resident procedures for fires or similar emergencies were provided to the surveyor
during the survey. No documented resident procedures were located in the fire safety and evacuation
plan (FSEP).

3. Each assisted living facility shall develop and maintain fire safety and evacuation plans that 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. [Minn.

Stat. 144G.45 subd.2]

Comments: No documentation of unique residents’ needs for evacuation was provided to the surveyor
during the survey. No documented resident evacuation procedures were located in the fire safety and
evacua<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>