m DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of AIl Minnesotans

Electronically Delivered
October 29, 2025

Licensee

Victory Home Health Care LLC
1582 Point Douglas Road South
Saint Paul, MN 55119

RE: Project Number(s) SL39826015
Dear Licensee:

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

The Minnesota Department of Health completed an initial survey on September 24, 2025, for the
purpose assessing compliance with state licensing statutes. At the time of the survey, the Minnesota
Department of Health noted violations of the laws pursuant to Minnesota Statute, Chapter 144G.

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

STATE CORRECTION ORDERS

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

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:
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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;

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.

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

DOCUMENTATION OF ACTION TO COMPLY

Per Minn. Stat. § 144G.30, 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 I|dentify how the area(s) of noncompliance was corrected for all of the
provider’s residents/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 issued,
including the level and scope, and any fine assessed through the correction order reconsideration
process. The request for reconsideration must be in writing and received by the Department of
Health within 15 calendar days of the correction order receipt date.

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

The MDH Health Regulation Division (HRD) values your feedback about your experience during the
survey and/or investigation process. Please fill out this anonymous provider feedback questionnaire
at your convenience at this link: https://forms.office.com/g/Bm5uQEpHVa. Your input is important
to us and will enable MDH to improve its processes and communication with providers. If you have
any questions regarding the questionnaire, please contact Susan Winkelmann at
susan.winkelmann@state.mn.us or call 651-201-5952.

You are encouraged to retain this document for your records. Itis your responsibility to share the
information contained in the letter and state form with your organization’s Governing Body.
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If you have any questions, please contact me.

Sincerely,

Renee L. Anderson, Supervisor

State Evaluation Team

Email: Renee.L.Anderson@state.mn.us
Telephone: 651-201-5871 Fax: 1-866-890-9290

CLN
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AT TENTION* *** Minnesota Department of Health is
documenting the State Licensing

ASSISTED LIVING PROVIDER LICENSING Correction Orders using federal software.

CORRECTION ORDER(S) Tag numbers have been assigned to
Minnesota State Statutes for Assisted

In accordance with Minnesota Statutes, section Living License Providers. The assigned

144G.08 to 144G.95, these correction orders are tag number appears in the far left column

iIssued pursuant to a survey. entitled "ID Prefix Tag." The state Statute
number and the corresponding text of the

Determination of whether violations are corrected state Statute out of compliance is listed in

requires compliance with all requirements the "Summary Statement of Deficiencies”

provided at the Statute number indicated below. column. This column also includes the

When Minnesota Statute contains several items, findings which are in violation of the state

failure to comply with any of the items will be requirement after the statement, "This

considered lack of compliance. Minnesota requirement is not met as
evidenced by." Following the surveyors'

INITIAL COMMENTS: findings is the Time Period for Correction.

SL39826015-0 PLEASE DISREGARD THE HEADING
OF THE FOURTH COLUMN WHICH

On September 22, 2025, through September 24, STATES,"PROVIDER'S PLAN OF

2025, the Minnesota Department of Health CORRECTION." THIS APPLIES TO

conducted a full survey at the above provider and FEDERAL DEFICIENCIES ONLY. THIS

the following correction orders are issued. At the WILL APPEAR ON EACH PAGE.

time of the survey, there was one resident; one

receiving services under the Provisional Assisted THERE IS NO REQUIREMENT TO

Living Facility license. 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 pursuant to 144G.31
Subd. 1, 2 and 3.
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program according to the most current
tuberculosis infection control guidelines issued
by the United States Centers for Disease Control
and Prevention (CDC), Division of Tuberculosis
Elimination, as published in the CDC's Morbidity
and Mortality Weekly Report. The program must
iInclude a tuberculosis infection control plan that
covers all paid and unpaid employees,
contractors, students, and regularly scheduled
volunteers. The commissioner shall provide
technical assistance regarding implementation of
the guidelines.

(b) The facility must maintain written evidence of
compliance with this subdivision.

This MN Requirement is not met as evidenced
by:

Based on record review and interview, the
licensee failed to maintain a tuberculosis (TB)
prevention and control program, based on the
most current guidelines issued by the Centers for
Disease Control and Prevention (CDC). The
licensee failed to complete a TB Facility Risk
Assessment, as required. This had the potential
to affect one resident receiving assisted living
services, staff, and visitors.

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

The findings include:

On September 22, 2025, at 10:00 a.m., the TB
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Facility Risk Assessment was requested.

Licensed assisted living director (LALD)-B
provided a survey manual which included a blank
TB Facility Risk Assessment form.

On September 23, 2025, at 1:25 p.m., LALD-B
stated all employees completed the TB screening
and testing prior to working with residents.
LALD-B stated she placed the TB form in the
survey preparation manual, but did not ensure
the form was completed.

The licensee's Tuberculosis Prevention and
Control policy indicated the "facility will establish
a protocol for early identification of individuals
with active tuberculosis” and "will complete the
Community TB Risk Assessments annually”.

No further information was provided.

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

144G.50 Subd. 2 (a-b) Contract information

(a) The contract must include in a conspicuous
place and manner on the contract the legal name
and the health facility identification of the facility.
(b) The contract must include the name,
telephone number, and physical mailing address,
which may not be a public or private post office
box, of:

(1) the facility and contracted service provider
when applicable;

(2) the licensee of the facility;

(3) the managing agent of the facility, if
applicable; and

(4) the authorized agent for the facility.
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This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to execute a written contract with
the required content, including, in a conspicuous
place and manner on the contract, the health
facility identification of the facility, for one of one
resident (R1).

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

The findings include:

R1's Service Plan, dated May 21, 2025, indicated
R1 received services including assistance with
medication administration, blood sugar
management, and catheter care.

R1's Admission Agreement (contract), dated May
21, 2025, lacked the health facility identification
(HFID) of the facility.

On September 23, 2025, at 1:25 p.m., licensed
assisted living director (LALD)-B verified the
written contract lacked the identification number
of the facility, and would ensure the number was
added to the agreement for R1.

No further information was provided.

TIME PERIOD FOR CORRECTION: Twenty-one
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(a) Before or at the time of execution of an
assisted living contract, an assisted living facility
must offer the resident the opportunity to identify
a designated representative in writing in the
contract and must provide the following verbatim
notice on a document separate from the contract:

"RIGHT TO DESIGNATE A REPRESENTATIVE
FOR CERTAIN PURPOSES.

You have the right to name anyone as your
"Designated Representative." A Designated
Representative can assist you, receive certain
information and notices about you, including
some information related to your health care, and
advocate on your behalf. A Designated
Representative does not take the place of your
guardian, conservator, power of attorney
("attorney-in-fact"), or health care power of
attorney ("health care agent"), if applicable."

(b) The contract must contain a page or space
for the name and contact information of the
designated representative and a box the resident
must initial if the resident declines to name a
designated representative. Notwithstanding
subdivision 1, paragraph (f), the resident has the
right at any time to add, remove, or change the
name and contact information of the designated
representative.

This MN Requirement is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure the licensee provided
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the required notice for right to a designated
representative with the required verbiage on a
document separate from the contract for one of
one resident (R1).

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

The findings include:

R1's Service Plan, dated May 21, 2025, indicated
R1 received services including assistance with
medication administration, blood sugar
management, and catheter care.

R1's Admission Agreement (contract), dated May
21, 2025, lacked evidence R1 was provided the
following verbatim notice, on a document
separate from the contact:

"You have the right to name anyone as your
"Designated Representative." A Designated

Representative can assist you, receive certain
information and notices about you, including
some information related to your health care, and
advocate on your behalf. A Designated
Representative does not take the place of your
guardian, conservator, power of attorney
("attorney-in-fact"), or health care power of
attorney ("health care agent"), if applicable."

On September 23, 2025, at 1:25 p.m., licensed
assisted living director (LALD)-B stated R1 was
given the right to name a designated

Minnesota Department of Health
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(a) A facility may remove a resident from the
facility in an emergency if necessary due to a
resident’'s urgent medical needs or an imminent
risk the resident poses to the health or safety of
another facility resident or facility staff member.
An emergency relocation is not a termination.

(b) In the event of an emergency relocation, the
facility must provide a written notice that
contains, at a minimum:

(1) the reason for the relocation;

(2) the name and contact information for the
location to which the resident has been relocated
and any new service provider:;

(3) contact information for the Office of
Ombudsman for Long-Term Care and the Office
of Ombudsman for Mental Health and
Developmental Disabillities;

(4) if kKnown and applicable, the approximate date
or range of dates within which the resident is
expected to return to the facility, or a statement
that a return date is not currently known; and

(5) a statement that, if the facility refuses to
provide housing or services after a relocation, the
resident has the right to appeal under section
144G .54. The facility must provide contact
information for the agency to which the resident
may submit an appeal.
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representative, but declined. LALD-B stated she
was not aware of the required verbatim language
to be included with the contract indicating the
residents’ right to designate a representative.
No further information was provided.
TIME PERIOD FOR CORRECTION: Twenty-one
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(c) The notice required under paragraph (b) must
be delivered as soon as practicable to:

(1) the resident, legal representative, and
designated representative;

(2) for residents who receive home and
community-based waiver services under chapter
256S and section 256B.49, the resident's case
manager; and

(3) the Office of Ombudsman for Long-Term Care
If the resident has been relocated and has not
returned to the facility within four days.

(d) Following an emergency relocation, a facility's
refusal to provide housing or services constitutes
a termination and triggers the termination
process in this section.currently known; and

This MN Requirement is not met as evidenced
by:

Based on observation, interview and record
review, the licensee failed to provide a written
notice with the required content for an
emergency relocation to the resident, legal
representative, or designated representative and
failed to provide the notification to the Office of
Ombudsman for Long-Term Care of an
emergency relocation greater than four days for
one of 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 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:
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R1's Service Plan, dated May 21, 2025, indicated
R1 received services including assistance with
medication administration, blood sugar
management, and catheter care.

On September 23, 2025, at 9:20 a.m., the
surveyor observed owner/clinical nurse
supervisor (O/CNS)-A assisting R1 with
medication administration including insulin via an
insulin pen, and emptying R1's catheter bag.

Hospital discharge records indicated R1 was
hospitalized from July 2, 2025, through July 23,
2025, with diagnoses of osteomyelitis (infection
of the bone) of the left foot and chronic
congestive heart failure (inability of heart to pump
blood effectively).

R1's record lacked documentation of an
emergency relocation notification which included:
-the reason for the relocation;

-the name and contact information for the
location to which the resident has been relocated
and any new service provider;

-contact information for the Office of Ombudsman
for Long-Term Care and the Office of
Ombudsman for Mental Health and
Developmental Disabilities;

-If known and applicable, the approximate date or
range of dates within which the resident is
expected to return to the facility, or a statement
that a return date is not currently known;

The notice required under paragraph (b) must be
delivered as soon as practicable to:

-the resident, legal representative, and
designated representative;

-for residents who receive home and
community-based waiver services under chapter
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256S and section 256B.49, the resident's case
manager; and

-the Office of Ombudsman for Long-Term Care if
the resident has been relocated and has not
returned to the facility within four days.

On September 23, 2025, at 1:25 p.m., licensed
assisted living director (LALD)-B stated she was
not aware of the above requirements to provide
an emergency relocation notification when a
resident was sent out of the facility emergently.

The licensee's undated Assisted Living Contract
Terminations policy indicated "in the event of an
emergency relocation, the facility must provide a
written notice that contains, at a minimum: the
reason for the relocation, the name and contact
information for the location to which the resident
has been relocated and any new service
provider, and the contact information for the
Office of Ombudsman for Long-Term Care."

No further information was provided.

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

144G.71 Subd. 8 Documentation of
administration of medication

Each medication administered by the assisted
living facility staff must be documented in the
resident's record. The documentation must
iInclude 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
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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 according to manufacturer's
iInstructions for one of 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 Service Plan, dated May 21, 2025, indicated
R1 received services including assistance with
medication administration, blood sugar
management, and catheter care.

R1's medication orders, dated June 30, 2025,
iIndicated to monitor R1's insulin three times a
day and administer NovolLog (sliding scale for
insulin) per the following guideline:

150-199 milligrams per deciliter (mg/dL):
4 units (u)

200-249 mg/dL: 6 u

250-299 mg/dL: 8 u

300-349 mg/dL: 10 u
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B. WING 09/24/2025

NAME OF PROVIDER OR SUPPLIER

VICTORY HOME HEALTH CARE LLC

STREET ADDRESS, CITY, STATE, ZIP CODE

1582 POINT DOUGLAS ROAD SOUTH
SAINT PAUL, MN 55119

350-399 mg/dL: 12 u

400 mg/dL or greater: 14 u
The orders further indicated, "If greater than 400
x2 call [physician]. Below 70 [mg/dL], see
hypoglycemic protocols”.

On September 22, 2025, at 1:00 p.m.,
owner/clinical nurse supervisor (O/CNS)-A
checked R1's blood sugar and noted a blood
sugar reading of 159 mg/dL. O/CNS-A stated he
needed to administer 4 u of NovoLog insulin via
an insulin pen. O/CNS-A dialed the pen to
administer 4 u of insulin, and without first priming
the insulin pen, administered the insulin to R1.

On September 23, 2025, at 1:25 p.m., O/CNS-A
stated he did not prime the insulin pen prior to
administering the insulin to R1. O/CNS-A stated
he was aware of the procedure, but stated he did
not follow the process that day.

Novolog Insulin FlexPen manufacturer's
guidelines, dated February 2023, directed to
prime the pen prior to use. The instructions
further indicated, "To prime, dial 2 units, tapping
the upright held pen (with needle upwards) to
make any air bubbles collect at the top of the
cartridge”.

The licensee's undated Medication Administration
Error policy, indicated "all medication errors will
be documented on a Medication Error Report
form. Medication Error Reports are reviewed and
evaluated on a quarterly basis and corrective
actions will be taken if a trend is identified."

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
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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
VICTORY HOME HEALTH CARE LLC License: HFID 39826 Report Number: F8058251117
1582 POINT DOUGLAS ROAD SOUTH Inspection Type: Full - Single
St Paul, MN 55119 Risk: Date: 9/22/2025 Time: 1:39:43 PM
Ramsey County License: Duration: minutes
Parcel: EXxpires on: Announced Inspection: No
CFPM: KADIJATU KAMARA Total Priority 1 Orders: 0
Phone: CFPM #: 120271; Exp: 11/30/2026 Total Priority 2 Orders: 0
Total Priority 3 Orders: 0
Delivery: Emailed
\ J \. J

No orders were issued for this inspection report.

Food & Beverage General Comment

HRD INSPECTOR JOLENE BERTELSEN

RESIDENTIAL HOME WITH NON COMMERCIAL APPLIANCES AND FINISHES

GRAPES 41 COOLER
DISH MACHINE - 160

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 F8058251117 from 9/22/2025

SAMLINA CAWRAY Aaron Gertz,
LALD Public Health Sanitarian 3

651-201-4516
aaron.gertz@state.mn.us



