DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of AIl Minnesotans

Electronically Delivered
October 2, 2026

Licensee

Rejuvn Care LLC

16333 Finch Way West
Rosemount, MN 55068

RE: Project Number(s) SL37696016

Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on August 27, 2026, for the purpose
of evaluating and assessing compliance with state licensing statutes. At the time of the survey, MDH
noted violations of the laws pursuant to Minnesota Statute, Chapter 144G, Minnesota Food Code,
Minnesota Rules Chapter 4626, Minnesota Statute 626.5572 and/or Minnesota Statute Chapter
260E.

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

STATE CORRECTION ORDERS

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

IMPOSITION OF FINES

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

Level 1: no fines or enforcement;

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

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

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

§ 144G.20.

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

St - 0- 0810 - 144g.45 Subd. 2 (b-F) - Fire Protection And Physical Environment - $500.00

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

appeal.

DOCUMENTATION OF ACTION TO COMPLY
In accordance with Minn. Stat. § 144G.30, Subd. 5(c), the licensee must document actions taken to
comply with the correction orders within the time period outlined on the state form; however, plans

of correction are not required to be submitted for approval.
The correction order documentation should include the following:

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

e 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.

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

the specific statute(s).

CORRECTION ORDER RECONSIDERATION PROCESS
In accordance with Minn. Stat. § 144G.32, Subd. 2, you may challenge the correction order(s) issued,
including the level and scope, and any fine assessed through the correction order reconsideration

process. The request for reconsideration must be in writing and received by MDH within 15 calendar
days of the correction order receipt date.

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

REQUESTING A HEARING

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

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

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

The MDH Health Regulation Division (HRD) values your feedback about your experience during the
survey and/or investigation process. Please fill out this anonymous provider feedback questionnaire
at your convenience at this link: https://forms.office.com/g/Bm5uQEpHVa. Your input is important
to us and will enable MDH to improve its processes and communication with providers.

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 Bodly.

If you have any questions, please contact me.

Sincerely,

Jodi Johnson, Supervisor
State Evaluation Team
Email: Jodi.Johnson@state.mn.us

Telephone: 507-344-2730 Fax: 1-866-890-9290

HHH
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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 LICENSING using federal software. Tag numbers have
CORRECTION ORDER(S) been assigned to Minnesota State
Statutes for Assisted Living Facilities. The
In accordance with Minnesota Statutes, section assigned tag number appears in the
144G .08 to 144G.95, these correction orders are far-left column entitled "ID Prefix Tag.” The
Issued pursuant to a survey. state Statute number and the
corresponding text of the state Statute out
Determination of whether violations are corrected of compliance is listed in the "Summary
requires compliance with all requirements Statement of Deficiencies” column. This
provided at the Statute number indicated below. column also includes the findings which
When Minnesota Statute contains several items, are in violation of the state requirement
fallure to comply with any of the items will be after the statement, "This Minnesota
considered lack of compliance. requirement is not met as evidenced by."
Following the evaluators' findings is the
INITIAL COMMENTS: Time Period for Correction.
SL37696016-0 PLEASE DISREGARD THE HEADING OF
THE FOURTH COLUMN WHICH
On August 24, 2026, through August 27, 2026, STATES,"PROVIDER'S PLAN OF
the Minnesota Department of Health conducted a CORRECTION." THIS APPLIES TO
full survey at the above provider and the following FEDERAL DEFICIENCIES ONLY. THIS
correction orders are issued. At the time of the WILL APPEAR ON EACH PAGE.
survey, there was one resident; one receiving
services under the Assisted Living Facility license. 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.
0470 144G.41 Subdivision 1 Minimum requirements 0470
SS=F
(11) develop and implement a staffing plan for

(X6) DATE
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04/70| Continued From page 1 0470

determining its staffing level that:

() Includes an evaluation, to be conducted at
least twice a year, of the appropriateness of
staffing levels in the facility;

(1) ensures sufficient staffing at all times to meet
the scheduled and reasonably foreseeable
unscheduled needs of each resident as required
by the residents’ assessments and service plans
on a 24-hour per day basis; and

(1) ensures that the facility can respond promptly
and effectively to individual resident emergencies
and to emergency, life safety, and disaster
situations affecting staff or residents in the facility;
(12) ensure that one or more persons are
available 24 hours per day, seven days per week,
who are responsible for responding to the
requests of residents for assistance with health or
safety needs. Such persons must be:

() awake;

(1) located in the same building, in an attached
building, or on a contiguous campus with the
facility in order to respond within a reasonable
amount of time:

(1lf) capable of communicating with residents;

(Iv) capable of providing or summoning the
appropriate assistance; and

(v) capable of following directions;

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure the clinical nurse
supervisor (CNS) developed and implemented a
staffing plan to determine staffing levels to meet
the needs of all residents, which included
reviewing the staffing plan at least twice per year.
This had the potential to affect all residents, staff,
and visitors.

This practice resulted in a level two violation (a

Minnesota Department of Health
STATE FORM 6899 ORWV11 If continuation sheet 2 of 25
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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:

The licensee'’s Staff Plan Review was sighed as
reviewed by the clinical nurse supervisor as
reviewed on January 10, 2024, January 10, 2025,
and January 10, 2026.

On August 27, 2026, at 9:50 a.m., CNS-B stated
the staffing plan was reviewed annually. She was
unaware it was required to be reviewed twice a
year.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

0 480, 144G.41 Subdivision 1 Subd. 1a (a-b) Minimum 0 480
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

Minnesota Department of Health
STATE FORM 6899 ORWV11 If continuation sheet 3 of 25
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and under common management provided the
CFPM is present at each facility frequently
enough to effectively administer, manage, and
supervise each facility's food service operation;
(2) notwithstanding Minnesota Rules, part
4626.0545, item A, kick plates that are not
removable or cannot be rotated open are allowed
unless the facility has been issued repeated
correction orders for violations of Minnesota
Rules, part 4626.1565 or 4626.1570;

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

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

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

(7) notwithstanding Minnesota Rules, part
4626.1390, toilet rooms are not required to be

Minnesota Department of Health
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provided with a self-closing door.

This MN Requirement Is not met as evidenced
by:

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

prepared and served according to the Minnesota
Food Code.

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

Please refer to the document titled, Food and
Beverage Establishment Inspection Report
(FBEIR) dated August 24, 2026, 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.

0 620 144G .42 Subd. 6 (a) / 626.557, Subd. 3 0 620
SS=D | Compliance with requirements for reporting ma

(a) The assisted living facility must comply with
the requirements for the reporting of
maltreatment of vulnerable adults in section

Minnesota Department of Health
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626.557. The facility must establish and
Implement a written procedure to ensure that all
cases of suspected maltreatment are reported.

The requirement in Minnesota Statute section
626.557, Subd. 3 Is:

(a) A mandated reporter who has reason to
believe that a vulnerable adult is being or has
been maltreated, or who has knowledge that a
vulnerable adult has sustained a physical injury
which Is not reasonably explained shall
Immediately report the information to the
common entry point. If an individual is a
vulnerable adult solely because the individual is
admitted to a facility, a mandated reporter is not
required to report suspected maltreatment of the
Individual that occurred prior to admission,
unless:

(1) the Iindividual was admitted to the facility from
another facility and the reporter has reason to
believe the vulnerable adult was maltreated in the
previous facility; or

(2) the reporter knows or has reason to believe
that the individual is a vulnerable adult as defined
In section 626.5572, subdivision 21, paragraph
(a), clause (4).

(b) A person not required to report under the
provisions of this section may voluntarily report as
described above.

(c) Nothing In this section requires a report of
known or suspected maltreatment, if the reporter
knows or has reason to know that a report has
been made to the common entry point.

(d) Nothing in this section shall preclude a
reporter from also reporting to a law enforcement
agency.

(e) A mandated reporter who knows or has
reason to believe that an error under section
626.5572, subdivision 17, paragraph (c), clause

Minnesota Department of Health
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(5), occurred must make a report under this
subdivision. If the reporter or a facility, at any time
believes that an investigation by a lead
Investigative agency will determine or should
determine that the reported error was not neglect
according to the criteria under section 626.5572,
subdivision 17, paragraph (c), clause (9), the
reporter or facility may provide to the common
entry point or directly to the lead investigative
agency information explaining how the event
meets the criteria under section 626.5572,
subdivision 17, paragraph (c), clause (9). The
lead investigative agency shall consider this
Information when making an initial disposition of
the report under subdivision 9c.

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to immediately report to the
Minnesota Adult Abuse Reporting Center
(MAARC) for the licensee's one resident (R1).

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:

R1's diaghoses included anxiety, alcohol use
disorder, and post traumatic stress disorder.

R1's service plan dated June 26, 2026, indicated
R1's services included dressing, grooming,
Minnesota Department of Health
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bathing, and medication management.

R1's individual abuse prevention plan (IAPP)
dated July 8, 2026, indicated R1 was at risk for
abuse by others. The |IAPP read "Client requires
occasional guidance, redirection or supervision to
reduce the risk of victimization. Staff to report to
supervisor If any abuse Is suspected.”

R1's Resident Notes included the following:

- August 8, 2026, at 12:45 a.m., R2 was yelling at
staff. R1 tried to talk to R2 to help calm her down.
R2 physically attacked R1, knocking her to the
ground, hitting her in the face and pulling her hair.
Law enforcement officer intervened and
separated the residents and took R2 to the
hospital. R1 complained of soreness to her face
and head but declined being seen in the
emergency room.

- On August 8, 2026, at 10:08 p.m., R1 had been
anxious and crying earlier in the shift. She was
concerned about R2 returning and was reassured
R2 would not return to the home.

- August 9, 2026, at 2:09 p.m., R1 had requested
and received medication for pain during the shift.
- R1 requested pain medication for knee pain
over the next couple weeks.

R1's incident report dated August 8, 2026, at
12:00 a.m., indicated R2 was yelling at staff. R1
tried to talk to R2 to help calm her down. R2
physically attacked R1, knocking her to the
ground, hitting her in the face and pulling her hair.
Law enforcement officer intervened and
separated the residents. R1 sustained soreness
to her face and head from the attack. R1 refused
an evaluation at the hospital. R1 stated she
wanted to press charges. R1 was "very
emotional” and required staff reassurance and
comforting.

Minnesota Department of Health
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On August 26, 2026, at 12:46 p.m., clinical nurse
supervisor (CNS)-B stated she had completed an
Incident report and follow up but she did not do a
MAARC report but should have and she would
complete one.

The licensee'’s Vulnerable Adult policy dated
August 1, 2021, included: "WWhen abuse or
neglect directed toward a vulnerable adult is
discovered, the employee is to report the incident
In the following manner:

1) Internal Reporting:

- The employee may make an oral report
Immediately by phone or otherwise to the Director
or Clinical Nurse Supervisor (see also number 2
below).

- The employee shall be instructed to complete a
written report of the abuse and/or neglect within
24 hours.

- The Clinical Nurse Supervisor or Director will
review the situation and investigate to determine
If this Is a reportable incident, and If so, the
Information will then be reported/submitted to the
MAARC immediately or as soon as possible.

- A copy of the report will be sent to the MARCC
and a copy will be retained in the clinical record.
2) External Reporting: Any employee may report
directly to the MAARC if he/she does not want to
report internally. The external report shall be
completed/submitted immediately or as soon as
possible. The oral report must be followed by a
written report. A copy of the written report will be
given to the Director. [Licensee] will not retaliate
against any employee who reports externally.”

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

Minnesota Department of Health
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SS=D | requirements for reporting ma

(b) The facility must develop and implement an
Individual abuse prevention plan for each
vulnerable adult. The plan shall contain an
Individualized review or assessment of the
person's susceptibility to abuse by another
Individual, including other vulnerable adults; the
person's risk of abusing other vulnerable adults;
and statements of the specific measures to be
taken to minimize the risk of abuse to that person
and other vulnerable adults. For purposes of the
abuse prevention plan, abuse includes
self-abuse.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure an individual
abuse prevention plan (IAPP) was developed to
Include the required content for the licensee's one

resident (R1).

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:

On August 26, 2026, at 7:39 a.m., the surveyor
observed unlicensed personnel (ULP)-C
administer medications to R1.

Minnesota Department of Health
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R1 was admitted on June 24, 2026, and her
diagnoses included anxiety, chronic pain, major
depressive disorder, and diabetes.

R1's IAPP dated July 8, 2026, indicated R1 was
at risk to be abused and interventions to prevent
abuse; however, It did not include R1's risk to
abuse others as required.

On August 26, 2026, at 12:46 p.m., clinical nurse
supervisor (CNS)-B stated R1's |APP should
have included R1's risk to abuse others.

The licensee'’s Vulnerable Adult policy dated
August 1, 2021, included "An individual abuse
prevention plan shall be established for each
vulnerable minor or adult for whom assisted living
services are provided.” "The plan shall contain
the resident's risk of abusing other vulnerable
adults.”

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

0 680 144G.42 Subd. 10 Disaster planning and 0 6380
SS=F | emergency preparedness

(a) The facility must meet the following
requirements:

(1) have a written emergency disaster plan that
contains a plan for evacuation, addresses
elements of sheltering in place, identifies
temporary relocation sites, and detalls staff
assignments in the event of a disaster or an
emergency,

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

Minnesota Department of Health
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all residents;
(4) post emergency exit diagrams on each floor;
and

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

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

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

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to test their emergency
preparedness plan (EPP) as required. This had
the potential to affect all residents receiving
services under the provisional assisted living
license.

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

The findings Include:

The licensee’'s EPP dated September 1, 2025,
lacked evidence the facility had conducted
exercises to test the EPP at least twice per year
Minnesota Department of Health
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Including unannounced staff drills using the EPP.
On August 27, 2026, at 9:50 a.m., clinical nurse
supervisor (CNS)-B stated the facility had
conducted one table top exercise, but no full
scale drills in the past year.

The licensee's Emergency Preparedness Plan
policy dated August 1, 2021, included "Exercises
and Drills - [licensee name] will conduct, at
minimum, two emergency preparedness drills
every 12 months - these drills to not include
required fire/evacuation drills. One annual
exercise will be a full-scale community-wide
exercise. The second annual exercise will either
be a second full-scale community-wide exercise
or a tabletop exercise focused on our assisted
living setting. Exercises and drills will be designed
to test our emergency plan and to identify gaps
and areas for improvement.”

Minnesota Administrative Rule 4659.0100 dated
August 11, 2021, indicated assisted living facilities
shall comply with the federal emergency
preparedness regulations for long-term care
facilities under Code of Federal Regulations, title
42, section 483.72, or successor requirements.
This part referenced documents, specifications,
methods, and standards in State Operations
Manual Appendix Z - Emergency Preparedness
for All Provider and Certified Supplier Types:
Interpretive Guidance.

No further information was provided.

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

07795 144G .45 Subd. 2. (a) Fire protection and physical | 0 775
SS=C | environment

Each assisted living facility must comply with the

Minnesota Department of Health
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State Fire Code in Minnesota Rules, chapter
/9511, and:

This MN Requirement Is not met as evidenced
by:

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

compliance with the requirements of Minnesota
Statute 144G.

This practice resulted in a level one violation (a
violation that will cause only 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
fallure 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, Physical
Environment Inspection Report (PEIR) dated
August 24, 2026, for the specific violations related
the physical environment under Minnesota
Statute 144G.

TIME PERIOD FOR CORRECTION: Seven (7)
days.

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

Minnesota Department of Health
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repair program.

This MN Requirement Is not met as evidenced
by:

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

compliance with the requirements of Minnesota
Statute 144G.

This practice resulted in a level one violation (a
violation that will cause only 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
fallure 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, Physical
Environment Inspection Report (PEIR) dated
August 24, 2026, for the specific violations related

the physical environment under Minnesota
Statute 144G.

TIME PERIOD FOR CORRECTION: Seven (7)
days.

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

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

The findings include:

Please refer to the document titled, Physical
Environment Inspection Report (PEIR) dated
August 24, 2026, for the specific violations related
the physical environment under Minnesota
Statute 144G.

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

0 970, 144G.50 Subd. 5 Waivers of liability prohibited 0970
SS=C
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.

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure the assisted living did
not require all residents to waive liability for
health, safety, or personal property.

This practice resulted in a level one violation (a
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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:

R1's Assisted Living Contract sighed June 24,
2026, included the following waivers of liability:

- "Insurance Liability and Release. The resident
shall maintain at all times his or her own health,
personal property, liability, automobile (if
applicable), and other insurance coverages and
shall provide evidence of same by copies of
binders or policies provided to [licensee] upon
request. The resident acknowledges that
[licensee] Is not an insurer of the resident's
person or property. The resident agrees that
[licensee] will not be liable to the resident for any
personal injury or property damage (including,
without limitation, damage to, or loss or theft of,
automobiles or personal property of resident)
suffered by the resident or the resident's agents,
guests or invitees, unless and to the extent that
the injury or damage is caused by the negligence
of [licensee] or its employees or agents. The
resident hereby releases [licensee] from liability
for any personal injury or property damage
suffered by the resident or the resident's agents,
guests, or invitees, unless caused by the
negligence of [licensee] or its employees or
agents.”

- "Indemnification: [licensee] shall not be liable for
any damage or injury to the resident, or any other
person, or to any property, occurring on the
premises, or any part thereof, or in common
areas thereof, and the resident agrees to hold
Minnesota Department of Health
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[licensee] harmless from any claims or damages
unless caused solely by negligence of [licensee].”

On August 26, 2026, at 12:16 p.m., licensed
assisted living director (LALD)-A stated he was
unaware waivers of liability were prohibited in the
contract.

No further information was provided.

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

01290 144G.60 Subdivision 1 Background studies 01290
SS=D | required

(a) Employees, contractors, and regularly
scheduled volunteers of the facility are subject to
the background study required by section
144.057 and may be disqualified under chapter
245C. Nothing In this subdivision shall be
construed to prohibit the facility from requiring
self-disclosure of criminal conviction information.
(b) Data collected under this subdivision shall be
classified as private data on individuals under
section 13.02, subdivision 12.

(c) Termination of a staff member in good faith
relilance on information or records obtained under
this section regarding a confirmed conviction
does not subject the assisted living facility to civil
liability or liability for unemployment benefits.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure a
background study was submitted and received in
affiliation with the assisted living license for one of

Minnesota Department of Health
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eight employees (unlicensed personnel (ULP)-D).
This had the potential to affect all residents
residing Iin 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 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:

ULP-D was hired on June 30, 2026, and provided
direct care services to the facility's residents.

On August 24, 2026, at 3:45 p.m., the surveyor
observed ULP-D working independently in the
home and providing assistance to R1.

ULP-D's DHS NETStudy 2.0 identified ULP-D had
been affiliated to the licensee’s Health Facility
|dentification (HFID) 37696 on August 24, 2026,
after the survey was initiated. ULP-D had a
background study dated June 22, 2026, for HFID
35539, another license held by the same
company.

On August 26, 2026, at 12:46 p.m., licensed
assisted living director (LALD)-A stated ULP-D
should have been on the facility's NETStudy
roster. He had made an error when he completed
the background study and had selected the
wrong HFID.

No further information was provided.

Minnesota Department of Health
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TIME PERIOD FOR CORRECTION: Two (2)
days
01610] 144G.70 Subd. 2 (a-b) Initial reviews, 01610

SS=F | assessments, and monitoring

(a) Residents who are not receiving any assisted
living services shall not be required to undergo an
Initial nursing assessment.

(b) An assisted living facility shall conduct a
nursing assessment by a registered nurse of the
physical and cognitive needs of the prospective
resident and propose a temporary service plan
prior to the date on which a prospective resident
executes a contract with a facility or the date on
which a prospective resident moves in, whichever
Is earlier. If necessitated by either the geographic
distance between the prospective resident and
the facility, or urgent or unexpected
circumstances, the assessment may be
conducted using telecommunication methods
based on practice standards that meet the
resident's needs and reflect person-centered
planning and care delivery.

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 an Initial nursing
assessment for one of one resident (R1) prior to,
or on the date of admission, as required.

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 Iissued at a widespread scope (when
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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 August 26, 2026, 7:39 a.m., the surveyor
observed unlicensed personnel (ULP)-C
administering medications to R1.

R1 began receliving assisted living services on
June 24, 2026.

R1's service plan sighed June 24, 2026, indicated
R1's services included bathing, behavior
management, and medication administration.

R1's Admission Assessment was sighed as
completed by clinical nurse supervisor (CNS)-B
on June 26, 2026. This was two days after R1

was admitted and began receliving services.

On August 27, 2026, at 8:16 a.m., CNS-B stated
R1's June 26, 2026, assessment was the
admission assessment and no pre-assessment
had been completed. CNS-B further stated she
thought initial assessments had to be competed
within five days of admission and was unaware
the requirement was prior to admission or upon
admission.

The licensee's Assessment and Reassessment
policy dated August 1, 2026, included "The initial
RN assessment shall be completed prior to the
date on which the prospective resident executes
a contract or on the date on which the
prospective resident moves in, whichever is
earlier.”

No further information was provided.
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TIME PERIOD FOR CORRECTION:
Twenty-One (21) days.

01/60[ 144G.71 Subd. 8 Documentation of 01760
SS=D | 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 sighature 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 observation, interview, and record
review, the licensee failed to ensure medications
were administered as ordered for the licensee's
one resident (R1).

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 imited number of staff are involved or the
situation has occurred only occasionally).

Minnesota Department of Health
STATE FORM 6899 ORWV11 If continuation sheet 23 of 25



PRINTED: 10/02/2026

FORMAPPROVED
Minnesota Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: _ COMPLETED
A. BUILDING:
37696 B. WING 08/27/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
16333 FINCH WAY WEST
REJUVN CARE LLC
ROSEMOUNT, MN 55068
(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)

01760 | Continued From page 23 01760

The findings include:

R1 was admitted on June 24, 2026, and her
diagnoses included anxiety, chronic pain, major
depressive disorder, and diabetes.

R1's service plan sighed June 24, 2026, indicated
R1's services included bathing, behavior
management, and medication administration.

On August 26, 2026, at 7:39 a.m., the surveyor
observed unlicensed personnel (ULP)-C
administering medications to R1. ULP-C removed
the pre-set up dose pack from the pharmacy and
checked the names of the medications to the
medication administration record (MAR). The
medications included:

- Vitamin B12 1000 micrograms (mcg) one by
mouth daily was included on the electronic MAR,;
although Vitamin B12 was not listed on the
medication dose pack, ULP-C marked it as
verified and administered. - reviewed;

ULP-C stated the pantoprazole 40 mg was not
available from the pharmacy.

R1's MAR dated August 2026, included
- Vitamin B12 1000 mcg one by mouth daily
- pantoprazole 40 milligrams (mg) by mouth twice
daily documented as held beginning August 26,
2026.

- documentation indicated it was documented
as not administered every evening August 6-26,
due to not available. It was documented as
administered every morning except August 14,
where It was documented as not available.

R1's physician orders dated June 23, 2026,
received by the facility on August 26, 2026, after it
was requested by the surveyor, indicated a
discontinue order for the B12.
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R1's physician order dated July 1, 2026, included
pantoprazole 40 mg by mouth twice a day.

On August 27, 2026, at 9:50 a.m., clinical nurse
supervisor (CNS)-B stated the discontinuation
order was not in R1's record. Staff should not
have been documenting it as administered since
It was not in the medication dose packs. CNS-B
stated she was unsure why the pharmacy had not
sent the pantoprazole and would have to follow
up on it; therefore, she marked it as "hold" for
now. Staff should not have been signing it as
administered if it was not included Iin he dosage
packs.

No further information provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days
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Metro District Office
m Minnesota Department of Health
625 Robert St N. PO Box 64975

DEPARTMENT St. Paul, MN 55164

OF HEALTH Phone: 651-201-4500
Food & Beverage Inspection Report Page: 1
—Establishment Info —— —License Info —Inspection Info —— M8 —
REJUVN CARE LLC License: HFID 37696 Report Number: F1069261053
16333 FINCH WAY WEST Inspection Type: Full - Joint
Rosemount, MN 55068 Risk: Date: 8/24/2026 Time: 1:00 pm
Dakota County License: Duration: minutes
Parcel: EXxpires on: Announced Inspection: Yes
CFPM: Total Priority 1 Orders: 2

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

Total Priority 3 Orders: 3

Delivery: Emailed
\ J \. J

New Order: 2-500 Cleanup of Vomiting and Diarrheal Events
2-501.11 Priority Level: Priority 2 CFP#: 5

MN Rule 4626.0123 Provide employees with procedures to follow for cleanup of vomit or fecal matter in the establishment.
The procedures must minimize the spread of contamination to food and surfaces within the facility, and minimize the
exposure of employees and consumers to contamination.

COMMENT: PIC DID NOT DEMONSTRATE CLEAR KNOWLEDGE ON PROPER PROCEDURES FOR VOMIT
CLEANUP. EDUCATED PIC AND STAFF MEMBERS ON PROPER PROCEDURES AND VOMIT CLEANUP

FACT SHEET IS BEING SENT WITH REPORT. Comply with above order.
Comply By: 8/24/2026  Originally Issued On: 8/24/2026

! New Order: 3-300B Protection from Contamination: cross-contamination, eggs
3-302.11A(1) Priority Level: Priority 1 CFP#: 15

MN Rule 4626.0235A(1) Separate raw animal foods during storage, preparation, holding, and display from ready-to-eat
foods to prevent cross-contamination.

COMMENT: RAW EGGS WERE BEING STORED ON TOP SHELF. INSTRUCTED PIC TO MOVE AND STOR

EGGS ON BOTTOM SHELF TO PREVENT POSSIBLE CONTAMINATION. CORRECTED ON SIT
Comply By: 8/24/2026  Originally Issued On: 8/24/2026

New Order: 3-300C Protection from Contamination: equipment/utensils, consumers
3-304.14F Priority Level: Priority 3 CFP#: 41

MN Rule 4626.0285F Single-use disposable sanitizer wipes must be used according to US EPA approved manufacturer's

label use instructions.
COMMENT: SINGLE USE SANITIZING CLOTHS WERE NOT BEING USED ACCORDING TO

MANUFACTURER'S INSTRUCTION. PIC INSTRUCTED TO RINSE SANITIZER WIPE FIRST BEFORE USING

ON SURFACES. Comply with above rule.
Comply By: 8/24/2026  Originally Issued On: 8/24/2026

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

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

COMMENT: TRIM AROUND DISHWASHER MISSING WHICH RESULTS IN EXPOSED INSULATION. REPAIR

TO SEAL THIS GAP. Comply with above order.
Comply By: 8/24/2026  Originally Issued On: 8/24/2026




Report Number: F1069261053 Page: 2
Inspection Type: Full
Date: 8/24/2026

New Order: 4-600 Cleaning Equipment and Utensils
4-602.11A Priority Level: Priority 1 CFP#: 16

MN Rule 4626.0845A Clean and sanitize food-contact surfaces of equipment and utensils: 1. before each use with a
different type of raw animal food; 2. each time there is a change from working with raw foods to working with ready-to-eat
foods; 3. between uses with raw fruits and vegetables and TCS foods; 4. before using or storing a food temperature
measuring device; 5. at any time during the operation when contamination may have occurred.

COMMENT: DISHES WERE BEING WASHED AND PUT IN DRYING RACK WITHOUT BEING SANITIZED. PIC

ADVISED TO USE DISHWASHER FOR ALL OF THEIR DISHES AND UTENSILS.
Comply By: 8/24/2026  Originally Issued On: 8/24/2026

New Order: 5-200A Plumbing: approved materials/design
5-201.11B Priority Level: Priority 3 CFP#: 51

MN Rule 4626.1040B Maintain the plumbing system in good repair.

COMMENT: DRAIN ON SINK BASIN USED FOR DISHES AND FOOD PREP IS OUT OF ORDER. REPAIR.
Comply By: 8/24/2026  Originally Issued On: 8/24/2026

New Order: 5-200C Plumbing: Maintenance, fixture location
5-205.11AB Priority Level: Priority 2 CFP#: 10

MN Rule 4626.1110AB The handwashing sink must be accessible at all times for employee use, and must be used only for
handwashing.

COMMENT: DESIGNATED HANDWASH SINK WAS BEING USED TO PUT IN DIRTY DISHES. PIC
INSTRUCTED TO DESIGNATE AND USE BATHROOM SINK FOR HAND WASHING UNTIL REPAIRS COULD

BE MADE TO THE OTHER PART OF THE 2-COMPARTMENT SINK. Comply with above order.
Comply By: 8/24/2026 Originally Issued On: 8/24/2026

Food & Beverage General Comment

Inspection was conducted by Joyce Figueroa and Peggy Spadafore in conjunction with a Health Regulations
Division (HRD) Jenna Naaji. The following items were discussed:

DISCUSSED:

-Employee lliness Policy and Log

-Handwashing

-Cleaning/Sanitizing Food Contact Surfaces and Utensils

-High Temperature Sanitizing Dish Machine Temperature Verification

-Serving A Highly Susceptible Population (No Raw/Undercooked Animal Foods, No Unpasteurized Juice, Milk,
etc.)

-Vomit/Fecal Incident Clean Up Procedures

-ood Source
-00d Service Procedures

_0gs (Cooler Temperature, Cooking Temperatures, Cooling Temperatures, Sanitizer Concentrations, Etc)

-Physical Facilities and Maintenance

*REPORT WAS DISCUSSED WITH THE PERSON IN CHARGE AND WITH THE NURSE EVALUATOR,STACY

HAAG ON SITE AT THE CONCLUSION OF THE INSPECTION.

*FLOORS ARE LINOLEUM WALLS ARE SMOOTH PAINTED DRYWALL AND CEILING IS "POPCORN"

[EXTURE. COUNTERTOPS ARE LAMINATE AND CABINETS ARE VARNISHED WOOD WITH HALLOW

BASE. ALL ARE FOUND TO BE IN GOOD CONDITION AND WILL BE MONITORED AT FUTURE

INSPECTIONS. IF AT SUCH A TIME THEY ARE FOUND TO BE A CONCERN OR RISK OF CONTAMINATION,

THEY WILL BE ORDERED TO BE REPLACED AND BROUGHT UP TO CODE.




Report Number: F1069261053 Page: 3
Inspection Type: Full
Date: 8/24/2026

*KITCHEN HAS A 2-BASIN SINK. ONE BASIN |S DESIGNATED AS THE HANDWASHING SINK. HOWEVER,

THE HANDWASH SINK IS BEING USED FOR DISHES BECAUSE THE DISH SIDE IS DESIGNATED AS 'OUT
OF ORDER'. ,DISCUSSED USING THE BATHROOM SINK AS AN ALTERNATE HANDWASHING SOLUTION

UNTIL SINK REPAIR IS DONE,

*KITCHEN HAS RESIDENTIAL GRADE EQUIPMENT. ALL FOOD MUST BE PREPARED AND SERVED
SAME-DAY.

*IF ANY RESIDENT COMPLAINS OF ILLNESS, CONTACT THE MINNESOTA DEPARTMENT OF HEALTH
AND PROVIDE THE FOOD-BORNE ILLNESS HOTLINE PHONE NUMBER TO THE RESIDENT. THE FOOD-
BORNE ILLNESS HOTLINE PHONE NUMBER IS 1-877-366-3455.

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

I acknowledge receipt of the Metro District Office inspection report number F1069261053 from 8/24/2026

Eit; yﬁ@lﬁ:ﬁ ueroa

Jenna Naaji Joyce J Figueroa, MPH, MIDP, CSM,

PIC Public Health Sanitarian 2
651-201-4395
joyce.figueroa@state.mn.us




Metro District Office
m Minnesota Department of Health
625 Robert St N. PO Box 64975

DEPARTMENT St. Paul, MN 55164

OF HEALTH
Temperature Observations/Recordings Page: 1
Establishment Info Inspection Info \
REJUVN CARE LLC Report Number: F1069261053
Rosemount Inspection Type: Full
County/Group: Dakota County Date: 8/24/2026
Time: 1:00 pm

Food Temperature: Product/Iltem/Unit: Cream Cheese; Temperature Process: Cold-Holding
Location: Refrigerator at 38 Degrees F.

Comment:

Violation Issued?: No




Metro District Office
m Minnesota Department of Health
625 Robert St N. PO Box 64975

DEPARTMENT St. Paul, MN 55164

OF HEALTH
Sanitizer Observations/Recordings Page: 1
Establishment INfo —— Inspection Info —
REJUVN CARE LLC Report Number: F1069261053
Rosemount Inspection Type: Full
County/Group: Dakota County Date: 8/24/2026
Time: 1:00 pm

Sanitizing Equipment: Product: Hot Water; Sanitizing Process: Dish Machine
Location: Kitchen Greater Than 165 Degrees F.

Comment:
Violation Issued?: No




- OF HEALTH

Physical Environment Inspection Report
ENGINEERING | ASSISTED LIVING

Project No: SL37696016 Date: 8/24/2026

Facility Name: Rejuvn Care LLC

Facility Address: 16333 Finch Way W., Rosemount, MN 55068

X TAG IDENTIFICATION: 0775

SCOPE/ SEVERITY: Level 1; Widespread TIME PERIOD OF CORRECTION: Seven (7) days

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

2. Multiplug adapters, such as cube adapters, unfused plug strips or any other device not complying
with NFPA 70 shall be prohibited. [Minn. Stat. 144G.45 subd. 2; MSFC 604.4]

Comments:

Two unapproved multiplug adapters were in use in the living room to power various devices. The use of
unapproved multiplug adapters posed a fire risk and the unapproved adapters should be removed.

An unapproved multiplug adapter was in use in the living room to power various devices. The use of
unapproved multiplug adapter posed a fire risk and the unapproved adapter should be removed.

X TAG IDENTIFICATION: 0800

SCOPE/ SEVERITY: Level 1; Widespread TIME PERIOD OF CORRECTION: Seven (7) days

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

Stat. 144G.45 subd.2]

Comments:

Page | 1
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The bathroom ventilation exhaust plumbing was broken and did not properly vent the exhaust out of

the building. The corrugated pipe was broken and damaged with sections that were ripped apart. The
ventilation plumbing should be repaired and the structural integrity of the piping should be maintained.

The outlet cover installed on the wall outlet receptacle in the living room was not appropriate and did
not adequately guard the electrical components to prevent electrical shock. An appropriately sized
outlet cover should be installed and maintained on the outlet.

A junction box in the basement mechanical room was not covered and wires were exposed. The wires in
the junction box should be properly covered and maintained.

XI TAG IDENTIFICATION: 0810

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

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

subd.2?]

Comments: The licensee failed to provide site-specific staff actions for evacuation during a fire or
similar emergency. The FSEP contained several different and contradictory plans for staff actions during
evacuation. The FSEP should include site-specific staff actions for evacuation.

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

Comments: The licensee failed to provide site-specific resident actions for evacuation during a fire or
similar emergency. The FSEP contained several different and contradictory plans for resident actions
during evacuation. The provided plans included references to features that were not present in the
building, such as a direction stating “do not use elevators” when no elevators were installed in the

facility. The FSEP should include site-specific resident actions for evacuation.

3. Evacuation drills are required for employees twice per year per shift with at least one evacuation drill
every other month. Evacuation of the residents is not required. Fire alarm system activation is
not required to initiate the evacuation drill. [Minn. Stat. 144G.45 subd.2]

Comments: The licensee provided documentation of one evacuation drill that was conducted in the past
year but failed to provide additional documentation to the surveyor. The licensee stated that they
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would email additional records of evacuation drills. No further documentation was provided.
Evacuation drills should be conducted at least twice per shift per year and at least once every other
month. Documentation of education drills should be maintained and provided when requested.
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