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Electronically Delivered

March 3, 2025

Licensee
Primus Incorporated
7309 Kentucky Avenue North
Brooklyn Center, MN  55443

RE:  Project Number(s) SL32915016

Dear Licensee:

The Minnesota Department of Health (MDH) completed a survey on January 23, 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 Statute, Chapter 144G, Minnesota
Food Code, Minnesota Rules Chapter 4626, Minnesota Statute 626.5572 and/or Minnesota Statute
Chapter 260E.

STATE CORRECTION ORDERS
The enclosed State Form documents the state correction orders. MDH documents state licensing
correction orders using federal software. Tag numbers are assigned to Minnesota state statutes for
Assisted Living Facilities. The assigned tag number appears in the far left column entitled "ID Prefix
Tag." The state statute number and the corresponding text of the state statute out of compliance are
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
In accordance with Minn. Stat. § 144G.30, Subd. 5(c),  the licensee must document actions taken to
comply with the correction orders within the time period outlined on the state form; however, plans
of correction are not required to be submitted for approval.

The correction order documentation should include the following:

� Identify how the area(s) of noncompliance was corrected related to the
resident(s)/employee(s) identified in the correction order.    

� Identify how the area(s) of noncompliance was corrected for all of the provider’s
resident(s)/employees that may be affected by the noncompliance.    

� Identify what changes to your systems and practices were made to ensure compliance with
the specific statute(s).

                                                                                      An equal opportunity employer.                                             Letter ID: IS7N REVISED 09/13/2021
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CORRECTION ORDER RECONSIDERATION PROCESS
In accordance with Minn. Stat. § 144G.32, Subd. 2, you may challenge the correction order(s) issued,
including the level and scope, and any fine assessed through the correction order reconsideration
process. The request for reconsideration must be in writing and received by MDH within 15 calendar
days of the correction order receipt date.     

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

INFORMAL CONFERENCE
In accordance with Minn. Stat. § 144G.20, Subd. 20, the Commissioner of Health is authorized to hold
a conference to exchange information, clarify issues, or resolve issues. The Department of Health
staff would like to schedule a conference call with Primus Incorporated. Please contact Casey DeVries
at 651-201-5917 on or before Thursday, March 6, 2025, to schedule the conference call.

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,

Casey DeVries, Supervisor
State Evaluation Team
Email: casey.devries@state.mn.us
Telephone: 651-201-5917 Fax:  1-866-890-9290

JMD
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ASSISTED LIVING PROVIDER LICENSING
CORRECTION ORDER(S)

In accordance with Minnesota Statutes, section
144G.08 to 144G.95, these correction orders are
issued pursuant to a survey.

Determination of whether violations are 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:

SL#32915016-0

Minnesota Department of Health is
documenting the State Correction Orders
using federal software. Tag numbers have
been assigned to Minnesota State
Statutes for Assisted Living Facilities. The
assigned tag number appears in the
far-left column entitled "ID Prefix Tag." The
state Statute number and the
corresponding text of the state Statute out
of compliance 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 evaluators ' findings is the
Time Period for Correction.

On January 21, 2025, through January 23, 2025,
the Minnesota Department of Health conducted a
full survey at the above provider. At the time of
the survey, there were three residents; all of
whom received services under the Assisted Living
Facility license.

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 144G.31
SUBDIVISION 1-3.

0 100 144G.10 Subdivision 1 License required
SS=F

0 100

(a)(1)Beginning August 1, 2021, no assisted living
Minnesota Department of Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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0 100 Continued From page 1

facility may operate in Minnesota unless it is
licensed under this chapter.

(2) No facility or building on a campus may
provide assisted living services until obtaining the
required license under paragraphs (c) to (e).
(b)The licensee is legally responsible for the
management, control, and operation of the
facility, regardless of the existence of a
management agreement or subcontract. Nothing
in this chapter shall in any way affect the rights
and remedies available under other law.
(c) Upon approving an application for an assisted
living facility license, the commissioner shall
issue a single license for each building that is
operated by the licensee as an assisted living
facility and is located at a separate address,
except as provided under paragraph (d) or (e).
(d) Upon approving an application for an assisted
living facility license, the commissioner may issue
a single license for two or more buildings on a
campus that are operated by the same licensee
as an assisted living facility. An assisted living
facility license for a campus must identify the
address and licensed resident capacity of each
building located on the campus in which assisted
living services are provided.
(e) Upon approving an application for an assisted
living facility license, the commissioner may:

(1) issue a single license for two or more
buildings on a campus that are operated by the
same licensee as an assisted living facility with
dementia care, provided the assisted living facility
for dementia care license for a campus identifies
the buildings operating as assisted living facilities
with dementia care; or

(2) issue a separate assisted living facility with
dementia care license for a building that is on a
campus and that is operating as an assisted
living facility with dementia care.

0 100

Minnesota Department of Health
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This MN Requirement is not met as evidenced
by:
Based on observation, interview, and record
review, the licensee failed to manage, control,
and/or operate the entire building as an assisted
living facility, non-assisted living occupants
resided on one side of the duplex.

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
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:

On January 21, 2025, at 11:00 a.m., the surveyor
arrived at the licensee's address at 7309
Kentucky Ave N, Brooklyn Park, MN 55428, and
observed a duplex building with two separate fire
(address) numbers prominently displayed above
two separate entrance doors. On the parking lot
shared by the occupants of the duplex, there
were cars parked on either side leading to the two
entrances. The door on the left labeled 7309, had
a notification of electronic monitoring.

On January 21, 2025, at 12:04 p.m. during a tour
of the facility, clinical nurse supervisor (CNS)-A
stated they used to occupy the whole duplex
building; however, it was currently rented to
people who were not associated with the
licensee.

Minnesota Department of Health
STATE FORM 6899 EQZD11 If continuation sheet 3 of 12
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On January 23, 2025, at 1:05 p.m., CNS-A stated
they had asked the landlord about the firewall
between the dividing the houses, and it took a
month before the landlord came back and told
them the building was old and the new rules
would not apply to it. CNS-A also stated they did
not have any option, but to find another location
as they will not be able to have back the other
part of the duplex building.

0 100

The licensee's Application for Assisted Living
License, submitted to the Minnesota Department
of Health and signed on September 27, 2024,
indicated on page 1, the physical address of the
facility was 7309 Kentucky Ave N, Brooklyn Park,
MN 55428. The application further indicated on
page 5 and page 6, with a check mark in every
box, the licensee declared was the owner or
authorized agent and attested to reading Minn.
Stat. chapter 144G and Minnesota Rules, chapter
4659, governing the provision of assisted living
facilities, and understood as the licensee was
legally responsible for the management, control,
and operation of the facility, regardless of the
existence of a management agreement or
subcontract.

144G.08 DEFINITIONS

Subd. 7. Assisted living facility.
Assisted living facility means a facility that

provides sleeping accommodations and assisted
living services to one or more adults. Assisted
living facility includes assisted living facility with
dementia care, and does not include:
(1) emergency shelter, transitional housing, or
any other residential units serving exclusively or
primarily homeless individuals, as defined under
section 116L.361;
(2) a nursing home licensed under chapter 144A;

Minnesota Department of Health
STATE FORM 6899 EQZD11 If continuation sheet 4 of 12



Minnesota Department of Health
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION
A. BUILDING: ______________________

PRINTED: 03/03/2025
FORM APPROVED

(X3) DATE SURVEY
COMPLETED

32915 B. WING _____________________________ 01/23/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

PRIMUS INCORPORATED 7309 KENTUCKY AVENUE NORTH
BROOKLYN CENTER, MN 55443

(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

0 100 Continued From page 4 0 100

(3) a hospital, certified boarding care, or
supervised living facility licensed under sections
144.50 to 144.56;
(4) a lodging establishment licensed under
chapter 157 and Minnesota Rules, parts
9520.0500 to 9520.0670, or under chapter 245D,
245G, or 245I;
(5) services and residential settings licensed
under chapter 245A, including adult foster care
and services and settings governed under the
standards in chapter 245D;
(6) a private home in which the residents are
related by kinship, law, or affinity with the provider
of services;
(7) a duly organized condominium, cooperative,
and common interest community, or owners'
association of the condominium, cooperative, and
common interest community where at least 80
percent of the units that comprise the
condominium, cooperative, or common interest
community are occupied by individuals who are
the owners, members, or shareholders of the
units;
(8) a temporary family health care dwelling as
defined in sections 394.307 and 462.3593;
(9) a setting offering services conducted by and
for the adherents of any recognized church or
religious denomination for its members
exclusively through spiritual means or by prayer
for healing;
(10) housing financed pursuant to sections
462A.37 and 462A.375, units financed with
low-income housing tax credits pursuant to
United States Code, title 26, section 42, and units
financed by the Minnesota Housing Finance
Agency that are intended to serve individuals with
disabilities or individuals who are homeless,
except for those developments that market or
hold themselves out as assisted living facilities
and provide assisted living services;

Minnesota Department of Health
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(11) rental housing developed under United
States Code, title 42, section 1437, or United
States Code, title 12, section 1701q;
(12) rental housing designated for occupancy by
only elderly or elderly and disabled residents
under United States Code, title 42, section 1437e,
or rental housing for qualifying families under
Code of Federal Regulations, title 24, section
983.56;
(13) rental housing funded under United States
Code, title 42, chapter 89, or United States Code,
title 42, section 8011;
(14) a covered setting as defined in section
325F.721, subdivision 1, paragraph (b); or
(15) any establishment that exclusively or
primarily serves as a shelter or temporary shelter
for victims of domestic or any other form of
violence.
Minnesota Statutes 144G.08 Definitions.
Subdivision 59. "Resident" means an adult living
in an assisted living facility who has executed an
assisted living contract.

0 100

Subd. 59. Resident.
Resident means an adult living in an assisted

living facility who has executed an assisted living
contract.

Subd. 5. Assisted living contract.
Assisted living contract means the legal

agreement between a resident and an assisted
living facility for housing and, if applicable,
assisted living services.

No further information was provided.

TIME PERIOD FOR CORRECTION: Seven (7)
days

Minnesota Department of Health
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01370 144G.61 Subd. 2 (a) Training and evaluation of
SS=E unlicensed personn

01370

01370

(a) Training and competency evaluations for all
unlicensed personnel must include the following:
(1) documentation requirements for all services
provided;
(2) reports of changes in the resident's condition
to the supervisor designated by the facility;
(3) basic infection control, including blood-borne
pathogens;
(4) maintenance of a clean and safe
environment;
(5) appropriate and safe techniques in personal
hygiene and grooming, including:
(i) hair care and bathing;
(ii) care of teeth, gums, and oral prosthetic
devices;
(iii) care and use of hearing aids; and
(iv) dressing and assisting with toileting;
(6) training on the prevention of falls;
(7) standby assistance techniques and how to
perform them;
(8) medication, exercise, and treatment
reminders;
(9) basic nutrition, meal preparation, food safety,
and assistance with eating;
(10) preparation of modified diets as ordered by a
licensed health professional;
(11) communication skills that include preserving
the dignity of the resident and showing respect for
the resident and the resident's preferences,
cultural background, and family;
(12) awareness of confidentiality and privacy;
(13) understanding appropriate boundaries
between staff and residents and the resident's
family;
(14) procedures to use in handling various
emergency situations; and

Minnesota Department of Health
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(15) awareness of commonly used health
technology equipment and assistive devices.

01370

This MN Requirement is not met as evidenced
by:
Based on interview and record review, the
licensee failed to ensure training and competency
evaluations were completed for all required skill
areas, prior to providing services, for two of two
employees (unlicensed personnel (ULP)-B,
ULP-E).

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 pattern scope (when more than a
limited number of residents are affected, more
than a limited number of staff are involved, or the
situation has occurred repeatedly; but is not
found to be pervasive).

The findings include:

ULP-B
ULP-B started employment with the licensee on
February 8, 2024, to provide direct care services
to residents.

ULP-B's training record lacked the following
required content:
TRAINING:
- documentation requirements for all services
provided;
- training on the prevention of falls for providers
working with the elderly or individuals at risk of
falls;
- communication skills that include preserving the
dignity of the resident and showing respect for the

Minnesota Department of Health
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resident and the resident's preferences, cultural
background, and family;
- understanding appropriate boundaries between
staff and residents and the resident's family; an.
- awareness of commonly used health technology
equipment and assistive devices.

01370

COMPETENCY EVALUATIONS:
- standby assistance techniques and how to
perform them

ULP-E
ULP-E started employment with the licensee on
April 15, 2022, to provide direct care services to
residents.

ULP-E's training record lacked the following
required content:
TRAINING:
- understanding appropriate boundaries between
staff and clients and the client's family; and
- awareness of commonly used health technology
equipment and assistive devices.

On January 22, 2025, at 10:30 a.m., ULP-E
stated they were unsure of what training they
completed, and the record of all the trainings
completed were with the licensee's office.

On January 22, 2025, at 2:20 p.m., clinical nurse
supervisor (CNS)-A stated the licensee was not
aware the staff were missing any assigned
training. When the surveyor asked about the
missing training and competencies for ULP-B and
ULP-E, CNS-A stated they will have to go through
all the employee files to ensure all required
training was completed.

The licensee's Orientation and Training policy
dated June 4, 2022, indicated prior to the

Minnesota Department of Health
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delegation of services the registered nurse (RN)
must make certain the unlicensed personnel are
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. The policy
also indicated a training record, kept in employee
records, will be retained for each employee who
performs direct home care services to track
compliance with training requirements.

01370

No further information was provided.

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

01380 144G.61 Subd. 2 (b) Training and evaluation of
SS=D unlicensed personn

01380

(b) In addition to paragraph (a), training and
competency evaluation for unlicensed personnel
providing assisted living services must include:
(1) observing, reporting, and documenting
resident 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 resident;
(4) recognizing physical, emotional, cognitive,
and developmental needs of the resident;
(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:
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Based on interview and record review, the
licensee failed to ensure training and competency
evaluations were completed for all required skill
areas, prior to providing services, for one of two
employees (unlicensed personnel (ULP)-B).

01380

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 an
isolated scope (when one or a limited number of
residents are affected or one or a limited number
of staff are involved, or the situation has occurred
only occasionally).

The findings include:

ULP-B started employment with the licensee on
February 8, 2024, to provide direct care services
to residents.

ULP-B's training record lacked the following
required content:
TRAINING:
- basic knowledge of body functioning and
changes in body functioning, injuries, or other
observed changes that must be reported to
appropriate personnel; and
- recognizing physical, emotional, cognitive, and
developmental needs of the resident.

COMPETENCY EVALUATIONS:
- safe transfer techniques and ambulation.

On January 22, 2024, at 2:20 p.m., clinical nurse
supervisor (CNS)-A stated the licensee was not
aware the staff were missing any assigned
training. When the surveyor asked about the
missing training and competencies for ULP-B,
CNS-A stated they will have to go through all the
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employee files to ensure all required training was
completed.

01380

The licensee's Orientation and Training policy
dated June 4, 2022, indicated prior to the
delegation of services the registered nurse (RN)
must make certain the unlicensed personnel are
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. The policy
also indicated a training record, kept in employee
records, will be retained for each employee who
performs direct home care services to track
compliance with training requirements.

No further information was provided.

TIME PERIOD FOR CORRECTION: Twenty-one
(21) days
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Location:
Primus Incorporated
7309 Kentucky Avenue North
Brooklyn Park, MN55443
Hennepin County, 27

Establishment  Info:
ID #: 0038188
Risk:
Announced Inspection: No

License  Categories: Operator:
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Expires on: / /
Phone #: 7637323729
ID #:

The violations listed in this report include any previously issued orders and deficiencies identified
during this inspection. Compliance dates are shown for each item.

No NEW orders were issued during this inspection.

Surface  and  Equipment  Sanitizers
Utensil Surface Temp.: = at 160+ Degrees Fahrenheit
Location: DISHWASHER
Violation Issued: No

Food  and  Equipment  Temperatures

Process/Item: Cold Hold/TURKEY
Temperature: 41 Degrees Fahrenheit - Location: KITCHEN REFRIGERATOR
Violation Issued: No
Process/Item: Cold Hold/BUTTER
Temperature: 41 Degrees Fahrenheit - Location: KITCHEN REFRIGERATOR
Violation Issued: No
Process/Item: Cold Hold/AMBIENT
Temperature: 41 Degrees Fahrenheit - Location: BASEMENT REFRIGERATOR
Violation Issued: No

Total Orders In This Report Priority 1
0

Priority 2
0

Priority 3
0

INSPECTION COMPLETED WITH LALD AND REVIEWED WITH HRD NURSING EVALUATOR
BENARD NYANGENA.

AN IRREVERSIBLE TEMPERATURE MEASURING INDICATOR FOR THE DISHWASHER WAS ON
SITE. OPERATOR RAN DISHWASHER AFTER INSPECTION AND SENT A PICTURE SHOWING IT
PROVIDED A UTENSIL SURFACE TEMPERATURE OF 160+DEGREES F.

DISCUSSED DATE MARKING, GLOVE USE, COOKING TEMPERATURES, CROSS-
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CONTAMINATION, AND EMPLOYEE ILLNESS.

KITCHEN IS RESIDENTIAL AND FOOD IS PREPARED FOR SAME DAY SERVICE.

CABINETS ARE WOOD WITH HOLLOW BASE, COUNTERS ARE LAMINATE, AND CEILING HAS A
POPCORN FINISH. ALL ARE FOUND TO BE IN GOOD CONDITION AND WILL BE MONITORED AT
FUTURE INSPECTIONS. IF AT SUCH A TIME THEY ARE FOUND TO BE A CONCERN OR RISK OF
CONTAMINATION, THEY WILL BE ORDERED TO BE REPLACED AND BROUGHT UP TO CODE.

NOTE:  Plans  and  specifications  must  be submitted  for  review and  approval  prior  to new construction,  remodeling  or
alterations.

I acknowledge receipt of the Minnesota Department of Health inspection report
number 1005251015 of 01/22/25.

Certified Food Protection Manager:SAMUEL A. AFOLAYAN

Certification Number: FM109030 Expires: 12/21/27

Inspection  report  reviewed  with  person  in charge  and  emailed.

Signed:
SAMUEL AFOLAYAN
LALD

Signed:
Jessica Davis
Public Health Sanitarian III
651-201-3961
jessica.davis@state.mn.us


