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December  4, 2025

Licensee
Living Promise LLC
7900 International  Drive
Bloomington, MN 55425

RE: Project Number(s) SL24821018

Dear Licensee:

The Minnesota  Department  of Health (MDH) completed  a survey on November  13, 2025, 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  Statutes,  Chapter  144A and/ or
Minn. Stat. § 626.5572 and/ or Minn. Stat. Chapter  260E.

MDH concludes the  licensee is in substantial  compliance. State  law requires  the  agency must  take
action to  correct  the  state  correction  orders  and document  the  actions taken  to  comply in the
agency's records.  The Department  reserves  the  right to  return  to  the  agency 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  correction
orders  using federal  software.  Tag numbers  are  assigned to  Minnesota  state  statutes  for Home Care
Providers. The assigned tag number  appears  in the  far left column entitled  "ID Prefix Tag." The state
statute  number  and the  corresponding  text  of the  state  statute  out  of compliance are  listed in the
"Summary Statement  of Deficiencies" column. This column also includes the  findings that  are  in
violation of the  state  statute  after  the  statement,  "This MN Requirement  is not  met  as evidenced  by .
. ."

In accordance  with Minn. Stat. § 144A.474 Subd. 11, MDH may assess  fines based  on the  level and
scope of the violati ons ; however,  no immediate  fines are  assessed  for this  survey at  your agency.

DOCUMENTATION OF ACTION TO COMPLY
In ac cordance with Minn. Stat  . § 144A.474 , Subd. 8(c), the license e must document ac tio ns take n to
comply with the  correction  orders  within the  time period  outlined  on the  state  form; however,  plans
of correction  are  not  required  to  be submitted  for approval.

The correction  order  documentation  should include the  following:

· Identify how the  area( s) of noncompliance  was corrected  related  to  the  client(s)/employee( s)
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identified in the  correction  order.
· Identify how the  area( s) of noncompliance  was corrected  for all of the  provider’s

client(s)/employees  that  may be affected  by the  noncompliance.
· Identify what  changes  to  your systems  and practices  were  made  to  ensure  compliance with

the  specific statute( s).

CORRECTION ORDER RECONSIDERATION PROCESS
In accordance  with Minn. Stat. § 144A.474, Subd. 12, 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 MDH within 15 business
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 conv enien  ce at  thi s link: https: / / forms.office.com/ g/Bm5uQEpHVa. Your inpu t is import  ant
to  us and will enable  MDH to  improve its processes  and communication  with providers.  If you have
any questions  regarding the  questionnaire,  please  contact  Susan Winkelmann at
susan.winkelmann@state. mn.us or call 651-201-5952.

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

If you have any questions,  please  contact  me.

Sincerely,

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

HOME CARE  PROVIDER  LICENSING
CORRECTION  ORDER( S)

In accordance  with Minnesota  Statutes,  section
144A. 43  to 144A. 482,  these  correction  orders  are
issued  pursuant  to a  survey.

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

INITIAL COMMENTS:
SL24821018- 0

On  November  10,  2025,  through  November  13,
2025,  the  Minnesota  Department  of Health
conducted  a  full survey  at  the  above  provider,  and
the  following correction  orders  are  issued.  At the
time  of the  survey,  there  were  19  clients  receiving
services  under  the  provider' s  comprehensive
license.

Minnesota  Department  of Health  is
documenting  the  State  Licensing
Correction  Orders  using  federal  software.
Tag numbers  have  been  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  is listed  in the
"Summary  Statement  of Deficiencies"
column.  This  column  also  includes  the
findings  which  are  in violation of the  state
requirement  after  the  statement,  "This
Minnesota  requirement  is not  met  as
evidenced  by." Following  the  surveyors'
findings  is the  Time  Period  for Correction.

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

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

THE LETTER  IN THE LEFT COLUMN IS
USED  FOR  TRACKING PURPOSES  AND
REFLECTS  THE SCOPE  AND LEVEL
ISSUED  PURSUANT  TO 144A. 474
SUBDIVISION 11 (b)(1)(2).

0 715  144A. 476,  Subd.  2 Employees,  Contractors,  and  0 715
SS= F Volunteers

Minnesota  Department  of Health
LABORATORY DIRECTOR' S  OR  PROVIDER/ SUPPLIER  REPRESENTATIVE' S  SIGNATURE TITLE (X6) DATE
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0 715  Continued  From  page  1

(a)  Employees,  contractors,  and  volunteers  of a
home  care  provider  are  subject  to the
background  study  required  by section  144. 057,
and  may  be  disqualified  under  chapter  245C.
Nothing  in this  section  shall  be  construed  to
prohibit  a  home  care  provider  from requiring
self- disclosure  of criminal  conviction  information.
(b) Termination  of an  employee  in good  faith
reliance  on  information  or records  obtained  under
paragraph  (a)  or subdivision  1,  regarding  a
confirmed  conviction  does  not  subject  the  home
care  provider  to civil liability or liability for
unemployment  benefits.

0 715

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  interview  and  record  review,  the
licensee  failed  to ensure  background  studies
were  affiliated  to the  comprehensive  home  care
license  prior to staff  providing  services  for two of
three  employees  (unlicensed  personnel  (ULP)-D,
ULP-E).

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

The  findings  include:

ULP-D and  ULP-E were  hired  August  27,  2022,
and  April 25,  2024,  respectively,  to provide  direct
care  and  services  to the  licensee' s  clients.

ULP-D and  ULP-E's  employee  records  contained
Minnesota  Department  of Health
STATE FORM 6899 DMCI11 If continuation  sheet  2 of 16



Minnesota  Department  of Health
STATEMENT OF  DEFICIENCIES
AND PLAN OF  CORRECTION

(X1) PROVIDER/ SUPPLIER/ CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

A. BUILDING: ______________________

PRINTED:  12/04/ 2025
FORM  APPROVED

(X3) DATE SURVEY
COMPLETED

H24821 B. WING _____________________________ 11/13/2025

NAME OF  PROVIDER  OR  SUPPLIER

LIVING PROMISE  LLC

STREET  ADDRESS,  CITY, STATE, ZIP CODE

7900  INTERNATIONAL DRIVE
BLOOMINGTON,  MN 55425

(X4) ID
PREFIX

TAG

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

REGULATORY OR  LSC  IDENTIFYING INFORMATION)

ID
PREFIX

TAG

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

CROSS- REFERENCED  TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE

DATE

0 715  Continued  From  page  2

a  background  study,  submitted  through  a
separate  license  operated  by the  same  owner
dated  September  2,  2022,  and  April 25,  2024,
respectively.

0 715

ULP-D and  ULP-E's  employee  records  lacked
evidence  the  licensee  submitted  a  background
study  for this  license.

On  November  12,  2025,  at  7:13  a. m. , the
NETStudy  roster  was  reviewed,  and  indicated
ULP-D, ULP-E and  nine  additional  caregivers  on
the  licensee' s  current  employee  list were  not
affiliated  with the  licensee' s  comprehensive  home
care,  health  facility identification  number,  24821.

On  November  12,  2025,  at  8:43  a. m. ,
owner/ president  (O/P)-C stated,  via phone,  he
worked  with the  Minnesota  Department  of Human
Services  (DHS) when  merging  the  two licenses
together  in NETStudy  and  thought  as  a  result  all
the  employees  were  affiliated  correctly  to the
current  license  HFID 24821.  O/P-C verbalized  he
realized  now that  he  needs  to go  into each  of the
eleven  employees  from the  previous  license,  and
affiliate all eleven  employees  correctly,  including
ULP-D and  ULP-E, to the  current  license.  O/P-C
stated  he  planned  to complete  the  affiliation
process  right away.

On  November  12,  2025,  at  9:43  a. m. , director  of
operations  (DO)-A provided,  via email,  a  copy  of
the  updated  NETStudy  roster  with ULP-D, ULP-E
and  nine  additional  employees  affiliated  to the
current  license  completed  during  the  survey.

The  licensee' s  Primary  Source  Verification of
Credentials  policy, dated  December  2016,
included,  "Primary  Source  Verification is the  act  of
obtaining  the  applicant' s  credentials  from the

Minnesota  Department  of Health
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0 715  Continued  From  page  3

original/primary  source.  An individual  who is
licensed,  certified  or registered  is an  individual
who has  been  determined  to meet  the  licensure,
certification,  or registration  requirements  of the
state  as  defined  by the  law. To provide  adequate
protection  against  the  use  of fraudulent
credentials,  it is the  policy of the  [Licensee]
agency  to verify and  document  current  licensure,
certification  or registration  of care  giving staff
using  primary  source  verification.  Primary  source
verification  will be  completed  at  the  time  of hire
and  when  credentials  are  renewed.

0 715

No further  information  was  provided.

TIME PERIOD  FOR  CORRECTION:  Two (2)
days

0 865  144A. 4791,  Subd.  9(a- e)  Service  Plan,
SS= D Implementation  & Revisions

0 865

(a)  No later  than  14  days  after  the  date  that  home
care  services  are  first provided,  a  home  care
provider  shall  finalize a  current  written  service
plan.
(b) The  service  plan  and  any  revisions  must
include  a  signature  or other  authentication  by the
home  care  provider  and  by the  client  or the
client' s  representative  documenting  agreement
on  the  services  to be  provided.  The  service  plan
must  be  revised,  if needed,  based  on  client
review  or reassessment  under  subdivisions  7 and
8.  The  provider  must  provide  information  to the
client  about  changes  to the  provider' s  fee  for
services  and  how to contact  the  Office  of the
Ombudsman  for Long-Term Care.
(c) The  home  care  provider  must  implement  and
provide  all services  required  by the  current
service  plan.

Minnesota  Department  of Health
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(d) The  service  plan  and  revised  service  plan
must  be  entered  into the  client' s  record,  including
notice  of a  change  in a  client' s  fees  when
applicable.
(e)  Staff  providing  home  care  services  must  be
informed  of the  current  written  service  plan.

0 865

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  interview  and  record  review,  the
licensee  failed  to ensure  the  service  plan
accurately  reflected  the  type  and  frequency  of
services  being  provided  for one  of two clients
(C2) .

This  practice  resulted  in a  level  two violation  (a
violation that  did not  harm  a  client' s  health  or
safety  but  had  the  potential  to have  harmed  a
client' 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 clients  are  affected  or one  or a
limited number  of staff  are  involved  or the
situation  has  occurred  only occasionally) .

The  findings  include:

C2 was  admitted  on  June  15,  2020,  and  had
diagnoses  which  included  traumatic  brain  injury
and  Parkinson' s  disease( a  progressive
neurological  disorder) .

C2's  service  agreement  dated  June  1,  2025,
indicated  C2  received  services  to include
assistance  with activities  of daily living,
assessments,  and  supervisory  visits.

On  November  12,  2025,  from 10:21  a. m. , to
10:32  a. m. , the  surveyor  observed  unlicensed
personnel  (ULP)-D provide  stand  by transfer

Minnesota  Department  of Health
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0 865  Continued  From  page  5 0 865

assistance  and  personal  cares  for C2.  The
surveyor  noted  a  CPAP  (continuous  positive
airway  pressure)  machine  and  mask  next  to C2' s
bed.  ULP-D stated  she  assisted  C2  each  shift
with putting  on  the  CPAP  mask  and  turning  the
CPAP  machine  on  when  C2 took  her  nap  each
afternoon  prior to the  end  of ULP-D's  work shift.
ULP-D verbalized  she  has  worked  with C2  every
week  Monday,  Tuesday,  and  Wednesdays  on  day
shift,  for "some  time  now".

C2's  record  lacked  an  updated  service  plan  to
show  when  home  health  aide  services  for C2
were  changed  to include  assistance  with CPAP
(continuous  positive  airway  pressure)
management,  to include  authentication  by
resident  or resident' s  representative  and  the
changes  to any  fees  for the  care  services
currently  provided  by the  licensee.

On  November  13,  2025,  at  8:33  a. m. , registered
nurse  (RN)-B stated,  via phone,  she  was  not
aware  the  caregivers  were  providing  CPAP  cares
for C2,  so  an  updated  service  plan  had  not  been
completed.  RN-B verbalized  she  planned  to follow
up  with the  client  and  client' s  representative  to
acknowledge  and  update  the  service  agreement.

The  licensee' s  Documentation  policy dated  July
2024,  included  "Procedure:
1.  Initial contact  between  potential  customers  is
recorded/ documented  via [electronic  medical
record] .
2.  Email  and  text  messaging  are  recorded
through  [electronic  medical  record]  software  for
both  client/ family and  personnel.
3.  The  Service  Agreement  is documented  on
paper  copy,  one  copy  for the  client/ family upon
request  and  one  for [Licensee] .
4.  The  Service  Plan  is documented  on  paper

Minnesota  Department  of Health
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copy,  one  copy  for the  client/ family upon  request
and  one  for [Licensee] ."

0 865

No further  information  was  provided.

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

01035  144A. 4793,  Subd.  3 Individualized
SS= D Treatment/ Therapy  Mgt Plan

01035

For  each  client  receiving  management  of ordered
or prescribed  treatments  or therapy  services,  the
comprehensive  home  care  provider  must  prepare
and  include  in the  service  plan  a  written
statement  of the  treatment  or therapy  services
that  will be  provided  to the  client.  The  provider
must  also  develop  and  maintain  a  current
individualized  treatment  and  therapy
management  record  for each  client  which  must
contain  at  least  the  following:
(1) a  statement  of the  type  of services  that  will be
provided;
(2) documentation  of specific  client  instructions
relating  to the  treatments  or therapy
administration;
(3) identification  of treatment  or therapy  tasks  that
will be  delegated  to unlicensed  personnel;
(4) procedures  for notifying a  registered  nurse  or
appropriate  licensed  health  professional  when  a
problem  arises  with treatments  or therapy
services;  and
(5) any  client-specific  requirements  relating  to
documentation  of treatment  and  therapy
received,  verification  that  all treatment  and
therapy  was  administered  as  prescribed,  and
monitoring  of treatment  or therapy  to prevent
possible  complications  or adverse  reactions.  The
treatment  or therapy  management  record  must

Minnesota  Department  of Health
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be  current  and  updated  when  there  are  any
changes.

01035

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to develop  and
maintain  a  complete  individualized  treatment  or
therapy  management  plan  for one  of two clients
(C2)  reviewed  with treatments  or therapies
managed  by the  provider.

This  practice  resulted  in a  level  two violation  (a
violation that  did not  harm  a  client' s  health  or
safety  but  had  the  potential  to have  harmed  a
client' 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 clients  are  affected  or one  or a
limited number  of staff  are  involved  or the
situation  has  occurred  only occasionally) .

The  findings  include:

During  the  entrance  conference  on  November  10,
2025,  at  11:55  a. m., director  of operations  (DO)-A
confirmed  the  licensee  provided  treatment  and
therapy  services  to clients  as  prescribed.

C2's  service  agreement  dated  June  1,  2025,
indicated  C2  received  services  to include
assistance  with activities  of daily living,
assessments,  and  supervisory  visits.

On  November  12,  2025,  from 10:21  a. m. , to
10:32  a. m. , the  surveyor  observed  unlicensed
personnel  (ULP)-D provide  stand  by transfer
assistance  and  personal  cares  for C2.  The
surveyor  noted  a  CPAP  (continuous  positive
airway  pressure)  machine  and  mask  next  to C2' s
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bed.  ULP-D stated  she  assisted  C2  each  shift
with putting  on  the  CPAP  mask  and  turning  the
CPAP  machine  on  when  C2 took  her  nap  each
afternoon  prior to the  end  of ULP-D's  work shift.
ULP-D verbalized  she  has  worked  with C2  every
week  Monday,  Tuesday,  and  Wednesdays  on  day
shift,  for some  time  now.

C2's  record  lacked  evidence  of a  current
individualized  treatment  or therapy  management
plan  for CPAP  cares  that  included  the  following
content:
-a  statement  of the  type  of services  that  will be
provided
-documentation  of specific  client  instructions
relating  to the  treatments  or therapy
administration
-identification  of treatment  or therapy  tasks  that
will be  delegated  to unlicensed  personnel
-procedures  for notifying a  registered  nurse  or
appropriate  licensed  health  professional  when  a
problem  arises  with treatments  or therapy
services;  and
-any  client-specific  requirements  relating  to
documentation  of treatment  and  therapy  received,
verification  that  all treatment  and  therapy  was
administered  as  prescribed,  and  monitoring  of
treatment  or therapy  to prevent  possible
complications  or adverse  reactions.

On  November  13,  2025,  at  8:33  a. m. , registered
nurse  (RN)-B stated,  via phone,  she  was  not
aware  the  caregivers  were  providing  CPAP  cares
for C2,  so  no  treatment  plan  had  been  developed
yet.  RN-B verbalized  she  planned  to follow up
with the  caregivers  and  client  regarding  the  CPAP
cares  and  create  an  individualized  treatment  plan.

The  licensee' s  Therapy  Treatment  policy, dated
July  2024,  included,  "Procedure:
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1.  When  a  client  requests  therapy  services,  the
professional  care  staff  (PT,  RT, RN) shall  obtain
health  care  provider  orders  for all therapy
treatments  to be  administered  by [Licensee] .
Examples  of treatments  may  include,  but  are  not
limited to:
Wound  care  management,  diabetic  care
management,  respiratory  interventions  including
medication  and  oxygen  administration,  physical
therapy  evaluation  and  follow through  exercises,
etc.
2.  Verbal  or written  orders  for treatments  will be
given  to professional  care  staff.  The  order  once
recorded  will include  the  date  and  signature  of the
person  receiving  the  order,  will be  recorded  in the
client  record  and  will be  countersigned  by the
health  care  provider  within 30  working  days.
3.  Orders  may  be  faxed  to the  clinic for health
care  provider  approval.  Orders  will be  signed  and
returned  to [Licensee]  within 30  working  days.
4.  Only standard  approved  abbreviations,
acronyms,  symbols  and  dose  designation  will be
utilized.
5.  Provided  therapy  and  education  related  to
therapy,  e. g., therapy  plan,  therapy  activities,
monitoring  and  evaluation  measures,  are
documented.  Treatments  and  therapies  not
administered  as  prescribed  are  documented  with
the  explaining  reason.  Communications  with the
prescriber  regarding  progress  or lack  thereof  is
also  performed  and  documented.  Any follow-up
procedures  provided  to meet  the  client' s  needs
are  also  administered  and  documented.
6.  Tasks  related  to the  therapy  may  be  delegated
to the  unlicensed  personnel  provided  they  are
given  specific  written  instructions  relating  to the
treatments  or therapies  to be  administered.  The
unlicensed  personnel  are  also  given  instruction
regarding  when  to notify the  professional.
7.  The  professional  verifies  and  evaluates  all
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treatment  and  therapy  administered  to ensure
accuracy  and  prevent  possible  complication  or
adverse  reactions.  This  professional  analysis  is
documented  to maintain  currency. "

01035

No further  information  was  provided.

TIME PERIOD  FOR  CORRECTION:  Seven  (7)
days

01150  144A. 4795,  Subd.  7(c) Training/ Competency
SS= D Evals  Comp  Staff

01150

(c) In addition  to paragraph  (b), training  and
competency  evaluation  for unlicensed  personnel
providing  comprehensive  home  care  services
must  include:
(1) observation,  reporting,  and  documenting  of
client  status;
(2) basic  knowledge  of body  functioning  and
changes  in body  functioning,  injuries,  or other
observed  changes  that  must  be  reported  to
appropriate  personnel;
(3) reading  and  recording  temperature,  pulse,
and  respirations  of the  client;
(4) recognizing  physical,  emotional,  cognitive,
and  developmental  needs  of the  client;
(5) safe  transfer  techniques  and  ambulation;
(6) range  of motioning  and  positioning;  and
(7) administering  medications  or treatments  as
required.

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to ensure  employees
completed  the  required  training  and  competency
evaluations  for one  of two employees  (unlicensed
personnel  (ULP)-D).
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This  practice  resulted  in a  level  two violation  (a
violation that  did not  harm  a  client' s  health  or
safety  but  had  the  potential  to have  harmed  a
client' 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 clients  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  August  27,  2022,  to provide
direct  care  and  services  to the  licensee' s  clients.

On  November  12,  2025,  from 10:21  a. m. , to
10:32  a. m. , the  surveyor  observed  unlicensed
personnel  (ULP)-D provide  stand  by transfer
assistance  and  personal  cares  for C2.

ULP-D's  record  lacked  required  training  and
competency  training  in the  following topics:
-basic  knowledge  of body  functioning  and
changes  in body  functioning,  injuries,  or other
observed  changes  that  must  be  reported  to
appropriate  personnel;
-reading  and  recording  temperature,  pulse,  and
respirations  of the  client;
-recognizing  physical,  emotional,  cognitive,  and
developmental  needs  of the  client;
-safe  transfer  techniques  and  ambulation;  and
-range  of motioning  and  positioning.

On  November  13,  2025,  at  8:33  a. m. , registered
nurse  (RN)-B stated  she  was  not  aware  of all
training  and  competencies  required.  RN-B
verbalized  she  planned  to follow up  with the
licensee  to ensure  they  are  completing  the
required  training  and  competencies  for all the
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unlicensed  employees.

01150

The  licensee' s  Training  and  Continuing  Education
policy, dated  December  2016,  included,
"[Licensee]  believes  that  training  and  education
influence  the  delivery  of quality  care  resulting  in
optimal  client  outcomes  and  family/client
satisfaction.  The  purpose  of this  policy is to
establish  guidelines  for employees  for initial and
continuing  education.  The  [Licensee]  agency  will
provide  mandatory  initial and  annual  training  for
employees  related  to topics  required  for
compliance  with federal,  state  and  local
regulations  and  as  defined  by the  Corporate
Operations  Manual.  Additional  training,  as
defined  below,  are  provided  annually. "
In addition,  indicated,  Procedure:
1) Minimum Training  Requirements

a)  12  hours  or higher  of continuing  education
per  year  dependent  on  state  requirements.

i)Based  upon  state  guidelines,  the
education  may  be  delivered  in person  or online.

b) There  are  six minimally required  training
categories  (three  need  to be  compliant  with local

regulations  and  will be  in addition  to job care
giving training) :

i) Sexual  harassment
ii) HIPAA

iii) Elder  abuse
iv) Bloodborne  Pathogens
v) Other  OSHA  standards
vi) Red  Flag  Identity  Theft  Detection  and

Prevention. "

No further  information  was  provided.

TIME PERIOD  FOR  CORRECTION:  Twenty-one
(21)  days
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01155  144A. 4795,  Subd.  7(d) RN/LHP Responsibilities
SS= D

(d) When  the  registered  nurse  or licensed  health
professional  delegates  tasks,  they  must  ensure
that  prior to the  delegation  the  unlicensed
personnel  is trained  in the  proper  methods  to
perform  the  tasks  or procedures  for each  client
and  are  able  to demonstrate  the  ability to
competently  follow the  procedures  and  perform
the  tasks.  If an  unlicensed  personnel  has  not
regularly  performed  the  delegated  home  care
task  for a  period  of 24  consecutive  months,  the
unlicensed  personnel  must  demonstrate
competency  in the  task  to the  registered  nurse  or
appropriate  licensed  health  professional.  The
registered  nurse  or licensed  health  professional
must  document  instructions  for the  delegated
tasks  in the  client' s  record.

01155

01155

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview  and  record
review,  the  licensee  failed  to ensure  training  and
competency  evaluations  were  completed  for
delegated  tasks  for one  of two unlicensed
personnel  (ULP-D), and  failed  to ensure  specific
instructions  were  documented  in the  client' s
record  prior to delegating  the  task  with records
reviewed.

This  practice  resulted  in a  level  two violation  (a
violation that  did not  harm  a  client' s  health  or
safety  but  had  the  potential  to have  harmed  a
client' 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 clients  are  affected  or one  or a
limited number  of staff  are  involved  or the
situation  has  occurred  only occasionally) .
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The  findings  include:

01155

ULP-D was  hired  August  27,  2022,  to provide
direct  care  and  services  to the  licensee' s  clients.

On  November  12,  2025,  from 10:21  a. m. , to
10:32  a. m. , the  surveyor  observed  unlicensed
personnel  (ULP)-D provide  stand  by transfer
assistance  and  personal  cares  for C2.  The
surveyor  noted  a  CPAP  (continuous  positive
airway  pressure)  machine  and  mask  next  to C2' s
bed.  ULP-D stated  she  assisted  C2  each  shift
with putting  on  the  CPAP  mask  and  turning  the
CPAP  machine  on  when  C2 took  her  nap  each
afternoon  prior to the  end  of ULP-D's  work shift.
ULP-D verbalized  she  has  worked  with C2  every
week  Monday,  Tuesday,  and  Wednesdays  on  day
shift,  for some  time  now.

ULP-D's  employee  records  lacked  evidence  to
indicate  the  employee  had  successfully
completed  training  and  completed  practical  skill
competencies  for the  following delegated  task:
-providing  assistance  with CPAP  treatments.

On  November  13,  2025,  at  8:33  a. m. , registered
nurse  (RN)-B stated,  via phone,  she  was  not
aware  the  caregivers  were  providing  CPAP  cares
for C2,  so  no  competencies,  specific  instructions,
or documentation  of services  provided  had  been
created  yet.  RN-B verbalized  she  planned  to
follow up  with the  caregivers  and  client  regarding
the  CPAP  cares  and  ensure  there  were  specific
instructions  on  how to use  the  CPAP  mask  and
machine.

The  licensee' s  Treatment  Therapy  policy dated
July  2024,  included,  "6.  Tasks  related  to the
therapy  may  be  delegated  to the  unlicensed
personnel  provided  they  are  given  specific  written
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instructions  relating  to the  treatments  or therapies
to be  administered.  The  unlicensed  personnel  are
also  given  instruction  regarding  when  to notify the
professional. "

01155

No further  information  was  provided.

TIME PERIOD  TO CORRECT:  Seven  (7) days
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