DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of AIl Minnesotans

Electronically Delivered
April 23, 2026

Licensee

Auroza Homes Inc

3803 Clinton Avenue South
Minneapolis, MN 55409

RE: Project Number SL40988015
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 April 1, 2026, 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 . . ."

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
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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 |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. 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,

Renee L. Anderson, Supervisor

State Evaluation Team

Email: Renee.L.Anderson@state.mn.us

Telephone: 651-201-5871 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 Licensing
ASSISTED LIVING PROVIDER LICENSING Correction Orders using federal software.
CORRECTION ORDER(S) Tag numbers have been assignhed 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
Issued 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
fallure 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.

SL409388015-0
PLEASE DISREGARD THE HEADING OF

On March 30, 2026, through April 1, 2026, the THE FOURTH COLUMN WHICH
Minnesota Department of Health conducted a STATES,"PROVIDER'S PLAN OF
survey at the above provider, and the following CORRECTION." THIS APPLIES TO
correction orders are issued. At the time of the FEDERAL DEFICIENCIES ONLY. THIS
survey, there were 3 residents, all of whom were WILL APPEAR ON EACH PAGE.
receiving services under the provider's

Provisional 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 pursuant to 144G.31
Subd. 1, 2 and 3.

0 180] 144G.16 Subd. 2 Initial survey 0 180
SS=F
(a) During the provisional license period, the
commissioner shall survey the provisional
licensee after the commissioner is notified or has
evidence that the provisional licensee Is providing

Minnesota Department of Health
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0 180 | Continued From page 1 0 180

assisted living services to at least one resident.
(b) Within two days of beginning to provide
assisted living services, the provisional licensee
must provide notice to the commissioner that it is
providing assisted living services by sending an
e-mail to the e-mail address provided by the
commissioner.

(c) If the provisional licensee does not provide
services during the provisional license period, the
provisional license shall expire at the end of the
period and the applicant must reapply.

(d) If the provisional licensee notifies the
commissioner that the licensee is providing
assisted living services within 45 calendar days
prior to expiration of the provisional license, the
commissioner may extend the provisional license
for up to 60 calendar days in order to allow the
commissioner to complete the on-site survey
required under this section and follow-up survey
visits.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview and record
review, the licensee failed to notify the Minnesota
Department of Health (MDH) within two days of
starting to provide Assisted Living services. This
had the potential to affect all residents residing at
the assisted living 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
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).

Minnesota Department of Health
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The findings include:

The licensee was Issued their Provisional

Assisted Living Facility license on January 3,
2025.

R2 was admitted and began receiving assisted
living services on May 195, 2025.

On March 31, 2026, at 7:25 a.m., the surveyor
observed unlicensed personnel (ULP)-C assisting
R2 with morning medications.

The Notice of Providing Services, submitted to
the department, indicated the licensee began
providing services to R2 on May 15, 2025. The
form was signed by licensed assisted living
director (LALD)-A on May 27, 2025.

Department records indicated the licensee
notified the department on May 27, 2025 that they
began providing Assisted Living services.

The licensee failed to provide notice to MDH
within two days of licensee first providing assisted
living services.

On March 31, 2026, at 10:53 a.m., LALD-A
provided the surveyor with a copy of an emaill
sent to MDH on May 29, 2025, notifying MDH of
providing services. LALD-A stated they had not
notifled MDH within two days of providing
services because R2 had not had a case
manager assigned to them and R2 had come
from another county.

No further information was provided.

TIME PERIOD FOR CORRECTION: Two (2)
days

Minnesota Department of Health
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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
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 i1s 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

Minnesota Department of Health
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0 480 | Continued From page 4 0 480

4626.1325, 4626.1335, and 4626.1360, item A,
existing floor, wall, and ceiling finishes are
allowed provided the facility keeps them clean
and In good condition;

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

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

This MN Requirement Is not met as evidenced
by:

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
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, Food and
Beverage Establishment Inspection Report
(FBEIR) dated March 31, 2026, for the specific
Minnesota Food Code violations. The Inspection
Report was provided to the licensee within 24
Minnesota Department of Health
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hours of the inspection.

TIME PERIOD FOR CORRECTION: Please refer
to the FBEIR for any compliance dates.

0 730| 144G .43 Subd. 3 Contents of resident record 0730
SS=D
Contents of a resident record include the
following for each resident:

(1) identifying information, including the resident's
name, date of birth, address, and telephone
number:

(2) the name, address, and telephone number of
the resident's emergency contact, legal
representatives, and designhated representative;
(3) names, addresses, and telephone numbers of
the resident's health and medical service
providers, If known;

(4) health information, including medical history,
allergies, and when the provider is managing
medications, treatments or therapies that require
documentation, and other relevant health
records:

(5) the resident's advance directives, If any;

(6) coples of any health care directives,
guardianships, powers of attorney, or
conservatorships;

(7) the facility's current and previous
assessments and service plans;

(8) all records of communications pertinent to the
resident’'s services;

(9) documentation of significant changes in the
resident's status and actions taken in response to
the needs of the resident, including reporting to
the appropriate supervisor or health care
professional;

(10) documentation of incidents involving the
resident and actions taken in response to the
needs of the resident, including reporting to the

Minnesota Department of Health
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0 730 | Continued From page 6 0730

appropriate supervisor or health care
professional;

(11) documentation that services have been
provided as identified in the service plan;

(12) documentation that the resident has received
and reviewed the assisted living bill of rights;
(13) documentation of complaints received and
any resolution;

(14) a discharge summary, including service
termination notice and related documentation,
when applicable; and

(15) other documentation required under this
chapter and relevant to the resident's services or
status.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview and record
review, the licensee failed to ensure the resident
record included documentation of a change In

condition assessment 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 Imited number of stafft are involved, or the
situation has occurred only occasionally).

The findings Include:
R1's diaghoses included coronary artery disease

(a type of heart disease that narrows the
arteries).

R1's Assisted Living Service Plan dated July 31,
Minnesota Department of Health
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0 730 | Continued From page 7 0730

2025, indicated R1 received assistance with
activities of daily living, health monitoring
(physical health, mental health, medication
compliance) and homemaking services.

On March 31, 2026, at 7:10 a.m., the surveyor
observed unlicensed personnel (ULP)-C assisting
R1 with medication administration.

R1's record included a hospital discharge
summary dated February 26, 2026. The summary
Indicated R1 had been admitted to the hospital
February 24, 2026, for weakness and confusion
and discharged back to the facility on February
26, 2026.

R1's record lacked documentation of a change in
condition assessment, completed upon R1's
return to the facility.

On March 31, 2026, at 10:40 a.m., clinical nurse
supervisor (CNS)-B stated she thought she had
completed a change of condition assessment for
R1 after the hospital stay. CNS-B stated, "| know |
filed one out," and stated "l don't see it In her
chart." CNS-B further stated she would look for
the assessment.

On March 31, 2026, at 11:40 a.m., CNS-B
provided a post-hospitalization assessment for
R1, dated February 26, 2026. CNS-B stated she
had found the assessment in the "cabinet" and

she was not sure why the assessment had not
been in R1's chart.

The licensee's undated Resident Records policy
Indicated "current and previous assessments”
would be kept in the resident record.

No further information was provided.

Minnesota Department of Health
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TIME PERIOD OF CORRECTION: Twenty-one
(21) days

01640| 144G.70 Subd. 4 (a-e) Service plan, 01640
SS=D | implementation and revisions to

(a) No later than 14 calendar days after the date
that services are first provided, an assisted living
facility shall finalize a current written service plan.
(b) The service plan and any revisions must
Include a signhature or other authentication by the
facility and by the resident documenting
agreement on the services to be provided. The
service plan must be revised, iIf needed, based on
resident reassessment under subdivision 2. The
facility must provide information to the resident
about changes to the facility's fee for services
and how to contact the Office of Ombudsman for
Long-Term Care and the Office of Ombudsman
for Mental Health and Developmental Disabillities.
(c) The facility must implement and provide all
services required by the current service plan.

(d) The service plan and the revised service plan
must be entered into the resident record,
Including notice of a change in a resident's fees
when applicable.

(e) Staff providing services must be informed of
the current written service plan.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to ensure the current
service plan included a signature or other
authentication by the licensee to document

agreement on the services to be provided for one
of two residents (R2).

Minnesota Department of Health
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01640 | Continued From page 9 01640

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 Iisolated 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:

R2 was admitted to the licensee and started
receiving assisted living services May 15, 2025.

On March 31, 2025, at 7:25 a.m., the surveyor
observed unlicensed personnel (ULP)-C assisting
R2 with morning medications.

R2's Assisted Living Service Plan dated June 18,
2025, Indicated R2 received services including
assistance with activities of dalily living, health
monitoring (physical health, mental health,
medication compliance) and homemaking
services. R2's service plan lacked a sighature or
other authentication by the licensee, documenting
agreement on the services to be provided.

On March 31, 2025, at 11:10 a.m., clinical nurse
supervisor (CNS)-B stated she was the one who
usually signed the service plan, and she was not
sure why it was missed.

The licensee's undated Service Plans policy
Indicated any revisions to the service plan would
have a sighature or other authentication by the
facility and by the resident.

No further information was provided.

Minnesota Department of Health
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(21) days
01730 144G./71 Subd. 5 Individualized medication 01730

SS=F | management plan

(a) For each resident receiving medication
management services, a registered nurse,
advanced practice registered nurse, or qualified
staff delegated the task by a registered nurse
must prepare and include in the service plan a
written statement of the medication management
services that will be provided to the resident. The
facility must develop and maintain a current
Individualized medication management record for
each resident based on the resident's
assessment that must contain the following:

(1) a statement describing the medication
management services that will be provided;

(2) a description of storage of medications based
on the resident's needs and preferences, risk of
diversion, and consistent with the manufacturer's
directions;

(3) documentation of specific resident instructions
relating to the administration of medications;

(4) identification of persons responsible for
monitoring medication supplies and ensuring that
medication refills are ordered on a timely basis;
(5) identification of medication management
tasks that may be delegated to unlicensed
personnel;

(6) procedures for staff notifying a registered
nurse or appropriate licensed health professional
when a problem arises with medication
management services; and

(7) any resident-specific requirements relating to
documenting medication administration,
verifications that all medications are administered
as prescribed, and monitoring of medication use
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to prevent possible complications or adverse
reactions.

(b) The medication management record must be
current and updated when there are any
changes.

(c) Medication reconciliation must be completed
when a licensed nurse, licensed health
professional, or authorized prescriber is providing
medication management.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to develop and
maintain a current individualized medication
management record for each resident to include

all required content for two of two residents (R1,
R2).

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

The findings include:

R1

R1's diagnhoses included coronary artery disease
(a type of heart disease that narrows the
arteries).

R1's Assisted Living Service Plan dated July 31,
2025, indicated R1 received services including
assistance with activities of daily living (ADLSs),

Minnesota Department of Health
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health monitoring (physical health, mental health,
medication compliance) and homemaking
services.

On March 31, 2026, at 7:10 a.m., the surveyor
observed unlicensed personnel (ULP)-C assisting
R1 with medication administration.

R1's record included a medication management
plan titled, "Medication Management Services -
Addendum to Service Plan" dated July 31, 2025.
The plan had a section "ordering
medication/documentation” which was left blank.
The plan lacked;

-Identification of persons responsible for
monitoring medication supplies and ensuring
medication refills were ordered on a timely basis:
and

-procedures for staff to notify a registered nurse
or appropriate licensed health professional when
a problem arose with medication management
services.

On March 31, 2026, at 8:30 a.m., clinical nurse
supervisor (CNS)-B provided the surveyor with an
updated Medication Management Services -
Addendum to Service Plan, revised March 31,
2026 (during the survey period). The plan was
updated to include identification of persons
responsible for reordering medications but lacked
procedures for staff to notify a registered nurse or
appropriate licensed health professional when a
problem arose with medication management
services.

R2

R2's diaghoses included chronic kidney disease
and diabetes.

R2's Assisted Living Service Plan dated June 18,

Minnesota Department of Health
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2025, indicated R2 received services including
assistance with ADLs, health monitoring (physical
health, mental health, medication compliance)
and homemaking services.

On March 31, 2026, at 7:25 a.m., the surveyor
observed ULP-C assisting R2 with medication
administration.

R2's record included a Medication Management
Services - Addendum to Service Plan dated June
18, 2025. The medication management plan
lacked:

-procedures for staff notifying a registered nurse
or appropriate licensed health professional when
a problem arose with medication management
services.

On March 31, 2026, at 10:40 a.m., CNS-B stated
the medication management plan was missing
some of the required information, and she had
not been aware of the entire requirement.

The licensee's undated Individualized Medication
Management Plan and Record policy indicated
the licensee would develop and individualized
medication management plan that would include
"Identification of persons responsible for
monitoring medication supplies and ensuring that
medication refills are ordered on a timely basis”
and "procedures for staff notifying a registered
nurse or appropriate licensed health professional
when a problem arises with medication
management services."

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days
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01940) 144G.72 Subd. 3 Individualized treatment or 01940

SS=F | therapy managemen

For each resident receiving management of
ordered or prescribed treatments or therapy
services, the assisted living facility must prepare
and include In the service plan a written
statement of the treatment or therapy services
that will be provided to the resident. The facility
must also develop and maintain a current
Individualized treatment and therapy
management record for each resident which must
contain at least the following:

(1) a statement of the type of services that will be
provided;

(2) documentation of specific resident 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 resident-specific requirements relating to
documentation of treatment and therapy
recelved, 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
be current and updated when there are any
changes.

This MN Requirement Is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to develop and
Implement a treatment or therapy management
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plan to include all required content for one of one
resident (R2) receiving treatment services.

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

The findings include:

R2's diaghoses included chronic kidney disease
and diabetes.

On March 31, 2026, at 11:20 a.m., the surveyor
observed unlicensed personnel (ULP)-C assisting
R2 with blood glucose monitoring.

A provider order dated March 24, 2026, indicated
R2 required blood glucose monitoring two to
three times dally.

R2's Assisted Living Service Plan dated June 18,
2025, Indicated R2 received assistance with
activities of daily living, health monitoring
(physical health, mental health, medication
compliance) and homemaking services. The
service plan lacked an indication R2 received
assistance with blood glucose monitoring.

R2's record lacked a treatment management plan
related to R2's blood glucose monitoring,
Including:

(1) a statement of the type of services that will be
provided;

(2) documentation of specific resident instructions
Minnesota Department of Health
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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 resident-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 March 31, 2026, at 12:05 p.m., clinical nurse
supervisor (CNS)-B stated R2's service plan
Included health monitoring, but not specifically
blood glucose monitoring. CNS-B further stated

they were just using the service plan form they
had purchased.

The licensee's undated Treatment and Therapy
Management Plan policy indicated treatment or
therapy services would be incorporated into the
service plan and the individualized treatment/
therapy plan. The policy furhter indicated the
Individualized treatment/therapy plan would
Include the above required information.

No further information was provided.

TIME PERIOD OF CORRECTION: Seven (7)
days

02240| 144G.90 Subdivision 1 Assisted living bill of 02240
SS=C | rights; notification

(a) An assisted living facility must provide the
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resident a written notice of the rights under
section 144G.91 before the Initiation of services
to that resident. The facility shall make all
reasonable efforts to provide notice of the rights
to the resident in a language the resident can
understand.

(b) In addition to the text of the assisted living billl
of rights in section 144G.91, the notice shall also
contain the following statement describing how to
file a complaint or report suspected abuse:

"If you want to report suspected abuse, neglect,
or financial exploitation, you may contact the
Minnesota Adult Abuse Reporting Center
(MAARC). If you have a complaint about the
facility or person providing your services, you may
contact the Office of Health Facility Complaints,
Minnesota Department of Health. If you would like
to request advocacy services, you may contact
the Office of Ombudsman for Long-Term Care or
the Office of Ombudsman for Mental Health and
Developmental Disabilities.”

(c) The statement must include contact
Information for the Minnesota Adult Abuse
Reporting Center and the telephone number,
website address, email address, mailing address,
and street address of the Office of Health Facility
Complaints at the Minnesota Department of
lealth, the Office of Ombudsman for Long-Term
Care, and the Office of Ombudsman for Mental
Health and Developmental Disabilities. The
statement must include the facility’'s name,
address, email, telephone number, and name or
title of the person at the facility to whom problems
or complaints may be directed. It must also
Include a statement that the facility will not
retaliate because of a complaint.

(d) A facility must obtain written acknowledgment
from the resident of the resident's receipt of the
assisted living bill of rights or shall document why

Minnesota Department of Health
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an acknowledgment cannot be obtained.
Acknowledgment of receipt shall be retained in
the resident's record.

This MN Requirement Is not met as evidenced
by:

Based on interview and record review, the
licensee failed to ensure the current assisted

living bill of rights was provided for one of one
resident (R1).

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:

R1 was admitted on July 31, 2025.

R1's record included a form titled Minnesota Bill
of Rights for Assisted Living Residents, sighed
July 31, 2025. The Bill of Rights provided lacked
required information under item number 3,
Participation in Care and Service Planning,
regarding the right to a designated support
person.

R1's record lacked evidence they received the
most current Minnesota Bill of Rights for Assisted
Living Residents dated January 1, 2026.

On March 31, 2026, at 10:51 a.m., clinical nurse
supervisor (CNS)-B stated the Bill of Rights In
R1's record was the same provided to all
residents, and she was not aware there had been
an update. CNS-B further stated she did not know
Minnesota Department of Health
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updated versions needed to be provided to
residents.

The licensee's undated Assisted Living Bill of
Rights policy, indicated "the Assisted Living Bill of
Rights shall be redistributed to residents following
any revisions or modifications.”

No further information was provided.

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