m DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of AIl Minnesotans

Electronically Delivered
September 25, 2025

Licensee

Amerigrace Home Care LLC
9254 Cheney Trail

Inver Grove Heights, MN 55076

RE: Project Number(s) SL40754015

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 July 17, 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 . .."

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.

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 Body.

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

KKM
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(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
iIndividualized 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
iInstructions 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
to prevent possible complications or adverse
reactions.

(b) The medication management record must be
current and updated when there are any
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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 ensure an
individualized medication management plan was
revised and included all 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 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 was admitted on March 31, 2025, with
diagnoses including schizoaffective and bipolar
disorder, depression, hypertension, and
gastroesophageal reflux (GERD).

R1's Service Plan Addendum dated March 31,
2025, included medication management and
medication administration.

On July 15, 2025, at 8:00 a.m., the surveyor
observed unlicensed personnel (ULP)-C
administer oral medications to R1.
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R1's Medication Administration Record (MAR)
dated July 2025, included one oral medication for
hypertension, two for schizoaffective disorder,
one for depression, one for GERD, and one for
mild pain. R1's as needed (PRN) medications
iIncluded one oral medication for mild pain, one
for muscle spasms, one for stomach upset, one
for sleep, and one topical patch (on the skin) for
mild pain.

R1's Medication Plan dated March 31, 2025,
iIncluded medication management, medication
set up (weekly by nursing), and medication
administration by unlicensed personnel; however,
the medication plan lacked evidence of any
medication tasks delegated to unlicensed
personnel as required.

On July 14, 2025, at 1:48 p.m., licensed assisted
living director/clinical nurse supervisor
(LALD/CNS)-A stated she was aware the tasks
delegated to unlicensed personnel was a
required element of the medication plan but had
missed capturing it within R-Tasks (the licensee's
electronic record system).

The licensee's Medication Management
Individualized Plan dated March 10, 2025,
iIndicated the plan must include:

- |[dentification of medication management tasks
that may be delegated to unlicensed personnel.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days
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When administration of medications is delegated
to unlicensed personnel, the assisted living
facility must ensure that the registered nurse has:
(1) instructed the unlicensed personnel in the
proper methods to administer the medications,
and the unlicensed personnel has demonstrated
the ability to competently follow the procedures;
(2) specified, in writing, specific instructions for
each resident and documented those instructions
In the resident's records; and

(3) communicated with the unlicensed personnel
about the individual needs of the resident.

This MN Requirement is not met as evidenced
by:

Based on observation, interview, and record
review, the licensee failed to specify in writing,
specific instructions for as needed (PRN)
medications and documented those instructions
for the licensee's one resident (R1) for
medication administration delegated to
unlicensed personnel.

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:

R1 was admitted on March 31, 2025, with
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diagnoses including schizoaffective and bipolar
disorder, depression, hypertension, and
gastroesophageal reflux (GERD).

R1's Service Plan Addendum dated March 31,
2025, included the services of medication
management and medication administration.

On July 15, 2025, at 8:00 a.m., the surveyor
observed unlicensed personnel (ULP)-C
administer oral medications to R1.

R1's signed prescriber's order dated April 17,
2025, and May 22, 2025, included one oral
medication for hypertension, two for
schizoaffective disorder, one for depression, one
for GERD, and one for mild pain. R1's as needed
(PRN) medications included one oral medication
for mild pain, one for muscle spasms, one for
stomach upset, one for sleep, and one topical
patch (on the skin) for mild pain.

R1's medication administration record (MAR)
dated July 2025, included the following PRN
medications:

Trazodone 50 milligrams (mQ), give 1-2 tablets by
mouth as needed at bedtime for sleep

The licensee failed to provide written instruction
for the ULP to understand how many tablets to
give when a range in dosing was prescribed.

On July 15, 2025, at 8:40 a.m., licensed assisted
living director/clinical nurse supervisor
(LALD/CNS)-A stated the unlicensed staff
typically would administer one pill and then wait
for a period (30-45 minutes) and check for
effectiveness of the medication. LALD/CNS-A
stated she was not aware she needed to provide
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written instructions for the unlicensed personnel.

The licensee's Medication and
Treatment-Delegation and Administration policy
dated March 10, 2025, indicated when
administration of medications or
treatment/therapy is delegated or assigned to
unlicensed personnel, [licensee name] will
ensure that the registered nurse has:
-Specified, in writing, specific instructions for
each resident and documented those instructions
In the resident's records

-Communicated with the unlicensed personnel
about the individual needs of the resident.

No further information was 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
Amerigrace Home Care LLC License: HFID 40754 Report Number: F1036251044
9254 Cheney Tl Inspection Type: Full - Single
Inver Grove Heights, MN 55076 Risk: Date: 7/15/2025 Time: 1:53:20 PM
Dakota County License: Duration: minutes
Parcel: Expires on: Announced Inspection:
CFPM: ROSELINE FALADE Total Priority 1 Orders: 0

Phone: CFPM #: 120707; Exp: 12/5/2026 Total Priority 2 Orders: 0

Total Priority 3 Orders: 0

Delivery:

No orders were issued for this inspection report.

Food & Beverage General Comment

THIS INSPECTION WAS CONDUCTED IN CONJUNCTION WITH MDH HEALTH REGULATORY
DIVISION (HRD) SURVEY. SURVEYOR FROM HRD WAS DEB JACOBSON. INSPECTION
CONDUCTED IN PRESENCE OF GRACE OYEFESOBI. THE PERSON IN CHARGE.

THIS FACILITY DOES NOT HAVE COMMERCIAL GRADE ANSI EQUIPMENT. ALL FOOD MUST BE
SERVED THE SAME DAY IT IS PREPARED, AND LEFTOVERS CAN NEVER BE SAVED.

FOOD SERVICE AREA FLOORS, WALLS, CEILINGS, COUNTERTOPS, AND FINISH MATERIALS
MUST BE NON-ABSORBANT, SMOOTH, DURABLE, AND EASILY CLEANABLE. CEILINGS
CANNOT HAVE POPCORN TEXTURE. CABINETS CANNOT HAVE HOLLOW BASES. EXPOSED
WOOD IS NOT APPROVED FOR FOOD SERVICE AREAS. WOOD IS NOT AN APPROVED FOOD
CONTACT SURFACE.

DISCUSSED ALL ORDERS ON SITE IN ADDITION TO THE FOLLOWING WITH THE PERSON IN
CHARGE:

- EMPLOYEE ILLNESS LOG AND EXCLUSION POLICY .

- HAND WASHING POLICY AND REVIEW.

- PROPER FOOD STORAGE.

- GLOVE USAGE.

- THERMOMETER USE AND CALIBRATION.

- DATE MARKING.

- PEST CONTROL.

- FULLY COOKING FOOD FOR HIGH RISK POPULATIONS.

- ANSI 184 STANDARD FOR RESIDENTIAL DISH WASHER.

FOR CORRECT BY DATES REFER TO COMPLETE REPORT ISSUED BY HRD.

**IF ANY RESIDENT COMPLAINS OF ILLNESS, CONTACT THE MINNESOTA DEPARTMENT OF



Report Number: F1036251044 Page: 2

Inspection Type: Full
Date: 7/15/2025

HEALTH AND PROVIDE THE FOODBORNE ILLNESS HOTLINE PHONE NUMBER TO THE
CUSTOMER. THE FOODBORNE 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 F1036251044 from 7/15/2025

S Jomsn

GRACE OYEFESOBI Jeff Johanson,
PERSON IN CHARGE Public Health Sanitarian 1

651-201-4349
jeff johanson@state.mn.us



