
P r o t e c t i n g , M a i n t a i n i n g a n d I m p r o v i n g t h e H e a l t h o f A l l M i n n e s o t a n s

Electronically Delivered

April 14, 2026

Licensee
St Charles Retirement  Community
402 West 4th  Street
Saint Charles, MN 55972

RE: Project Number(s) SL39776016

Dear Licensee:

On March 5, 2026, the  Minnesota  Department  of Health completed  a follow-up survey of your facility
to  determine  correction  of orders  from the  survey completed  on December  3, 2025. This follow-up
surv ey verifi ed that  th e fa cil ity is in substa  nti al complianc e.
You are  encouraged  to  retain  this document  for your records.  It is your responsibility to  share  the
information  contained  in the  letter  with your organization’s Governing Body.

Please feel free  to  call me with any questions.

Sincerely,

Tim Hanna, Supervisor
State  Engineering Services Section
Email: Tim.Hanna@state. mn.us
Telephone:  507-208-8982 Fax: 1-866-890-9290

CLN
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P r o t e c t i n g , M a i n t a i n i n g a n d I m p r o v i n g t h e H e a l t h o f A l l M i n n e s o t a n s

Electronically Delivered

December  30, 2025

Licensee
St Charles Retirement  Community
402 West 4th  Street
Saint Charles, MN 55972

RE: Project Number(s) SL39776016

Dear Licensee:

The Minnesota  Department  of Health (MDH) completed  a survey on December  3, 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 . . ."

IMPOSITION OF FINES
In accordance  with Minn. Stat. § 144G.31, Subd. 4, fines and enforcement  actions may be imposed  based
on the  level and scope  of the  violations and may be imposed  immediately  with no opportunity  to  correct
the  violation first as follows:

Level 1: no fines or enforcement;
Level 2: a fine of $500 per  violation, in addition to  any enforcement  mechanism  authorized  in

§ 144G.20;
Level 3: a fine of $1,000 per  incident,  in addition  to  any enforcement  mechanism

authorized  in § 144G.20;
Level 4: a fine of $3,000 per  incident,  in addition  to  any enforcement  mechanism  authorized  in

§ 144G.20;
Level 5: a fine of $5,000 per  violation, in addition  to  any enforcement  mechanism  authorized  in

§ 144G.20.

Therefore,  in accordance  with Minn. Stat. §§ 144G.01 to  144G.9999, the  following fines are  assessed
pursuant  to  this survey:

St - 0 - 0775 - 144g.45 Subd. 2. (a) - Fire Protection  And Physical Environment  - $500
St - 0 - 0810 - 144g.45 Subd. 2 (b-F) - Fire Protection  And Physical Environment  - $1,000

An equal  opportunity  employer. Letter ID: IS7N REVISED 09/13/2021



St Charles Retirement  Community
December 30, 2025
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Therefore,  in ac cordanc e wi th Minn. Stat  . §§ 144G .01 to  144 G.99 99, the  total  amount  you are  assessed  is
$1,500.00. You will be invoiced approximately  30 days after  receipt  of this notice,  subject  to  appeal .

DOCUMENTATION OF ACTION TO COMPLY
In acc ordanc e with Minn. Stat. § 14 4G .30, Subd. 5(c), the  lic ens ee  mus t doc ume  nt actions tak en to  com ply
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).

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

REQUESTING A HEARING
Alternatively, in accordance  with Minn. Stat. § 144G.31, Subd. 5(d), an assisted  living provider that  has
been  assessed  a fine under  this subdivision has a right to  a reconsideration  or a hearing under  this section
and chapter  14. Pursuant  to  Minn. Stat. § 144G.20, Subd. 14 and Subd. 18, a request  for a hearing must  be
in writing and received  by the  Department  of Health within 15 business  days of the  correction  order
receipt  date.  The request  must  contain  a brief and plain statement  describing each  matter  or issue
contested  and any new information  you believe constitutes  a defense  or mitigating factor.

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

To appe  al fi nes via rec ons ideratio  n, pleas e follo w the  procedure  outlined above. Pl eas  e note  that  you may
re quest  a re considerat  ion or a he ari ng, but  no t both  . If you wish to  contest  tags witho ut fines in a
reconsideration  and tags with the  fines at  a hearing, please  submit  two separate  appeals  forms at  the
website  listed above.
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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
convenienc e at  this link: https: / / forms.office.com/ g/Bm5uQEpHVa. Your input is impo rtant  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



Minnesota  Department  of Health
STATEMENT OF  DEFICIENCIES
AND PLAN OF  CORRECTION

(X1) PROVIDER/ SUPPLIER/ CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

A. BUILDING: ______________________

PRINTED:  12/30/ 2025
FORM  APPROVED

(X3) DATE SURVEY
COMPLETED

39776 B. WING _____________________________ 12/03/2025

NAME OF  PROVIDER  OR  SUPPLIER

ST CHARLES  RETIREMENT  COMMUNITY

STREET  ADDRESS,  CITY, STATE, ZIP CODE

402  WEST  4TH STREET
SAINT CHARLES,  MN 55972

(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

0 000  Initial Comments 0 000

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:

SL39776016- 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  December  1,  2025,  through  December  3,
2025,  the  Minnesota  Department  of Health
conducted  a  change  of ownership  (CHOW)
survey  at  the  above  provider.  At the  time  of the
survey,  there  were  41  residents;  41  receiving
services  under  the  Assisted  Living Facility with
Dementia  Care  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.

0 480  144G. 41  Subdivision  1 Subd.  1a  (a-b) Minimum
SS= F requirements;  required  food  services

0 480

Minnesota  Department  of Health
LABORATORY DIRECTOR' S  OR  PROVIDER/ SUPPLIER  REPRESENTATIVE' S  SIGNATURE TITLE (X6) DATE
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(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 is 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
4626. 1325,  4626. 1335,  and  4626. 1360,  item A,
existing  floor, wall, and  ceiling  finishes  are

0 480

Minnesota  Department  of Health
STATE FORM 6899  EZH711 If continuation  sheet  2 of 31
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0 480  Continued  From  page  2

allowed  provided  the  facility keeps  them  clean
and  in good  condition;
(6) notwithstanding  Minnesota  Rules,  part
4626. 1375,  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.

0 480

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
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) .

The  findings  include:

Please  refer  to the  document  titled,  Food  and
Beverage  Establishment  Inspection  Report
(FBEIR)  dated  Decmber  1,  2025,  for the  specific
Minnesota  Food  Code  violations.  The  Inspection
Report  was  provided  to the  licensee  within 24
hours  of the  inspection.

Minnesota  Department  of Health
STATE FORM 6899 EZH711  If continuation  sheet  3 of 31
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TIME PERIOD  FOR  CORRECTION:  Please  refer
to the  FBEIR for any  compliance  dates.

0 480

0 730  144G. 43  Subd.  3 Contents  of resident  record
SS= F

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  designated  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) copies  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
appropriate  supervisor  or health  care
professional;

0 730

Minnesota  Department  of Health
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(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.

0 730

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  interview  and  record  review,  the
licensee  failed  to ensure  the  resident  record
included  a  discharge  summary  with the  required
content  for one  of one  discharged  resident  (R4) .

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:

R4 began  receiving  services  on  December  2,
2024,  and  was  discharged  on  July  31,  2025.

R4's  progress  note  dated  August  7, 2025,
indicated  [R4] was  discharged  from the  system.
Discharge  Reason- Moved  to competitor' s
location.  The  entry  included:  Notes:  moved  to
competitor' s  location,  moved  to a  group  home.

Minnesota  Department  of Health
STATE FORM 6899 EZH711 If continuation  sheet  5 of 31



Minnesota  Department  of Health
STATEMENT OF  DEFICIENCIES
AND PLAN OF  CORRECTION

(X1) PROVIDER/ SUPPLIER/ CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

A. BUILDING: ______________________

PRINTED:  12/30/ 2025
FORM  APPROVED

(X3) DATE SURVEY
COMPLETED

39776 B. WING _____________________________ 12/03/2025

NAME OF  PROVIDER  OR  SUPPLIER

ST CHARLES  RETIREMENT  COMMUNITY

STREET  ADDRESS,  CITY, STATE, ZIP CODE

402  WEST  4TH STREET
SAINT CHARLES,  MN 55972

(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

0 730  Continued  From  page  5 0 730

R4's  record  lacked  a  discharge  summary  to
include:
- diagnoses;
- course  of illness;
- allergies;
- treatments  and  therapies;
- pertinent  lab,  radiology,  and  consultation  results;
and
- a  final summary  of the  resident' s  status  from the
latest  assessment  or review  including  baseline
and  current  mental,  behavioral,  and  functional
status.

On  December  2,  2025,  at  10:50  a. m. , executive
director  (ED)-B stated  all she  could  find regarding
a  discharge  summary  was  the  progress  note  on
August  7,  2025.  She  further  stated  she  was  not
sure  how the  previous  nurses  were  managing
discharges  and  the  documentation  surrounding  a
discharge  to another  facility. She  stated  there
should  be  more  information  in the  discharge
summary  than  what  was  completed.

On  December  3,  2025,  at  9:15  a. m. , clinical nurse
supervisor  (CNS) -C stated  she  was  new  to the
licensee  starting  in October  2025,  and  was  not
aware  of the  required  content  for a  resident' s
discharge  summary.

The  licensee' s  Contract  Termination  policy dated
November  2025,  indicated  the  resident  discharge
summary,  at  the  time  of discharge,  [licensee
name]  will provide  the  resident,  and,  with the
resident' s  consent,  the  resident' s  representatives,
and  case  manager,  with a  written  discharge
summary  that  includes:
- a  summary  of the  resident' s  stay  that  includes
diagnoses,  courses  of illnesses,  allergies,
treatments,  and  therapies,  and  pertinent  lab,

Minnesota  Department  of Health
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radiology,  and  consultation  results;
- a  final summary  of the  resident' s  status  from the
latest  assessment  or review,  if applicable,  which
includes  the  resident  status,  including  baseline
and  current  mental,  behavioral,  and  functional
status;  and
-a  reconciliation  of all predischarge  medications
with the  resident' s  post- discharge  prescribed  and
over- the- counter  medications.

0 730

No further  information  was  provided.

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

0 775  144G. 45  Subd.  2.  (a)  Fire  protection  and  physical  0 775
SS= F environment

Each  assisted  living facility must  comply  with the
State  Fire  Code  in Minnesota  Rules,  chapter
7511,  and:

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to ensure  the  physical
environment  of the  facility was  maintained  in
compliance  with the  requirements  of Minnesota
Statute  144G.

This  practice  resulted  in a  Level  2 Widespread:

The  findings  include:

Please  refer  to the  document  titled,  Physical
Environment  Inspection  Report  (PEIR)  dated
December  3,  2025,  for the  specific  violations
related  the  physical  environment  under  Minnesota
Statute  144G.
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TIME PERIOD  FOR  CORRECTION:  Seven  (7)
days.

0 790  144G. 45  Subd.  2 (a)  (2-3) Fire  protection  and
SS= F physical  environment

0 790

(2) install  and  maintain  portable  fire extinguishers
in accordance  with the  State  Fire  Code;
(3) install  portable  fire extinguishers  having  a
minimum  2-A:10-B:C rating  within Group  R-3
occupancies,  as  defined  by the  State  Fire  Code,
located  so  that  the  travel  distance  to the  nearest
fire extinguisher  does  not  exceed  75  feet,  and
maintained  in accordance  with the  State  Fire
Code;  and

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to ensure  the  physical
environment  of the  facility was  maintained  in
compliance  with the  requirements  of Minnesota
Statute  144G.

This  practice  resulted  in a  Level  2 Widespread:

The  findings  include:

Please  refer  to the  document  titled,  Physical
Environment  Inspection  Report  (PEIR)  dated
December  3,  2025,  for the  specific  violations
related  the  physical  environment  under  Minnesota
Statute  144G.

TIME PERIOD  FOR  CORRECTION:  Seven  (7)
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days.

0 790

0 810  144G. 45  Subd.  2 (b-f) Fire  protection  and
SS= I physical  environment

0 810

(b) Each  assisted  living facility shall  develop  and
maintain  fire safety  and  evacuation  plans.  The
plans  shall  include  but  are  not  limited to:
(1) location  and  number  of resident  sleeping
rooms;
(2) staff  actions  to be  taken  in the  event  of a  fire
or similar  emergency;
(3) fire protection  procedures  necessary  for
residents;  and
(4) procedures  for resident  movement,
evacuation,  or relocation  during  a  fire or similar
emergency  including  the  identification  of unique
or unusual  resident  needs  for movement  or
evacuation.
(c) Staff  of assisted  living facilities  shall  receive
training  on  the  fire safety  and  evacuation  plans
upon  hiring and  at  least  twice  per  year  thereafter.
(d) Fire  safety  and  evacuation  plans  shall  be
readily  available  at  all times  within the  facility.
(e)  Residents  who are  capable  of assisting  in
their  own evacuation  shall  be  trained  on  the
proper  actions  to take  in the  event  of a  fire to
include  movement,  evacuation,  or relocation.  The
training  shall  be  made  available  to residents  at
least  once  per  year.
(f) Evacuation  drills are  required  for staff  twice
per  year  per  shift with at  least  one  evacuation  drill
every  other  month.  Evacuation  of the  residents  is
not  required.  Fire  alarm  system  activation  is not
required  to initiate  the  evacuation  drill.

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 ensure  the  physical
environment  of the  facility was  maintained  in
compliance  with the  requirements  of Minnesota
Statute  144G.

0 810

This  practice  resulted  in a  Level  3 Widespread:

The  findings  include:

Please  refer  to the  document  titled,  Physical
Environment  Inspection  Report  (PEIR)  dated
December  3,  2025,  for the  specific  violations
related  the  physical  environment  under  Minnesota
Statute  144G.

TIME PERIOD  FOR  CORRECTION:  Seven  (7)
days.

01500  144G. 63  Subd.  5 Required  annual  training
SS= F

(a)  All staff  that  perform  direct  services  must
complete  at  least  eight  hours  of annual  training
for each  12  months  of employment.  The  training
may  be  obtained  from the  facility or another
source  and  must  include  topics  relevant  to the
provision  of assisted  living services.  The  annual
training  must  include:
(1) training  on  reporting  of maltreatment  of
vulnerable  adults  under  section  626. 557;
(2) review  of the  assisted  living bill of rights  and
staff  responsibilities  related  to ensuring  the
exercise  and  protection  of those  rights;
(3) review  of infection  control  techniques  used  in
the  home  and  implementation  of infection  control
standards  including  a  review  of hand  washing
techniques;  the  need  for and  use  of protective

01500
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gloves,  gowns,  and  masks;  appropriate  disposal
of contaminated  materials  and  equipment,  such
as  dressings,  needles,  syringes,  and  razor
blades;  disinfecting  reusable  equipment;
disinfecting  environmental  surfaces;  and
reporting  communicable  diseases;
(4) effective  approaches  to use  to problem  solve
when  working  with a  resident' s  challenging
behaviors,  and  how to communicate  with
residents  who have  dementia,  Alzheimer' s
disease,  or related  disorders;
(5) review  of the  facility's  policies  and  procedures
relating  to the  provision  of assisted  living services
and  how to implement  those  policies  and
procedures;  and
(6) the  principles  of person- centered  planning
and  service  delivery  and  how they  apply  to direct
support  services  provided  by the  staff  person.
(b) In addition  to the  topics  in paragraph  (a) ,
annual  training  may  also  contain  training  on
providing  services  to residents  with hearing  loss.
Any training  on  hearing  loss  provided  under  this
subdivision  must  be  high quality  and  research
based,  may  include  online  training,  and  must
include  training  on  one  or more  of the  following
topics:
(1) an  explanation  of age- related  hearing  loss
and  how it manifests  itself,  its prevalence,  and
challenges  it poses  to communication;
(2) the  health  impacts  related  to untreated
age- related  hearing  loss,  such  as  increased
incidence  of dementia,  falls,  hospitalizations,
isolation,  and  depression;  or
(3) information  about  strategies  and  technology
that  may  enhance  communication  and
involvement,  including  communication  strategies,
assistive  listening  devices,  hearing  aids,  visual
and  tactile  alerting  devices,  communication
access  in real  time,  and  closed  captions.

01500
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This  MN Requirement  is not  met  as  evidenced
by:
Based  on  interview  and  record  review,  the
licensee  failed  to ensure  annual  training  included
all required  topics  for each  12  months  of
employment  for two of two employees
(unlicensed  personnel  (ULP)-F,  ULP-G).

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:

ULP-F
ULP-F began  providing  direct  care  services  on
August  9,  2023,  under  the  licensee' s  Assisted
Living with Dementia  Care  license.

ULP-F's  employee  record  included  the  required
eight  hours  of annual  training;  however,  the
record  lacked  evidence  the  employee  had
successfully  completed  annual  training  to include
the  following required  topics:
- training  on  reporting  of maltreatment  of
vulnerable  adults  under  section  626. 557;
- review  of the  assisted  living bill of rights  and
staff  responsibilities  related  to ensuring  the
exercise  and  protection  of those  rights;
- review  of infection  control  techniques  used  in
the  home  and  implementation  of infection  control
standards  including  a  review  of hand  washing
techniques;  the  need  for and  use  of protective
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gloves,  gowns,  and  masks;  appropriate  disposal
of contaminated  materials  and  equipment,  such
as  dressings,  needles,  syringes,  and  razor
blades;  disinfecting  reusable  equipment;
disinfecting  environmental  surfaces;  and
reporting  communicable  diseases;
- effective  approaches  to use  to problem  solve
when  working  with a  resident' s  challenging
behaviors,  and  how to communicate  with
residents  who have  dementia,  Alzheimer' s
disease,  or related  disorders;
- review  of the  facility's  policies  and  procedures
relating  to the  provision  of assisted  living services
and  how to implement  those  policies  and
procedures;  and
- the  principles  of person- centered  planning  and
service  delivery  and  how they  apply  to direct
support  services  provided  by the  staff  person.

01500

ULP-G
ULP-G began  providing  direct  care  services  on
October  2,  2023,  under  the  licensee' s  assisted
living with dementia  care  license.

ULP-G's  employee  record  included  the  required
eight  hours  of annual  training;  however,  the
record  lacked  evidence  the  employee  had
successfully  completed  annual  training  to include
the  following required  topics:
- training  on  reporting  of maltreatment  of
vulnerable  adults  under  section  626. 557;
- review  of the  assisted  living bill of rights  and
staff  responsibilities  related  to ensuring  the
exercise  and  protection  of those  rights;
- review  of infection  control  techniques  used  in
the  home  and  implementation  of infection  control
standards  including  a  review  of hand  washing
techniques;  the  need  for and  use  of protective
gloves,  gowns,  and  masks;  appropriate  disposal
of contaminated  materials  and  equipment,  such

Minnesota  Department  of Health
STATE FORM 6899 EZH711 If continuation  sheet  13  of 31



Minnesota  Department  of Health
STATEMENT OF  DEFICIENCIES
AND PLAN OF  CORRECTION

(X1) PROVIDER/ SUPPLIER/ CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

A. BUILDING: ______________________

PRINTED:  12/30/ 2025
FORM  APPROVED

(X3) DATE SURVEY
COMPLETED

39776 B. WING _____________________________ 12/03/2025

NAME OF  PROVIDER  OR  SUPPLIER

ST CHARLES  RETIREMENT  COMMUNITY

STREET  ADDRESS,  CITY, STATE, ZIP CODE

402  WEST  4TH STREET
SAINT CHARLES,  MN 55972

(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

01500  Continued  From  page  13

as  dressings,  needles,  syringes,  and  razor
blades;  disinfecting  reusable  equipment;
disinfecting  environmental  surfaces;  and
reporting  communicable  diseases;
- effective  approaches  to use  to problem  solve
when  working  with a  resident' s  challenging
behaviors,  and  how to communicate  with
residents  who have  dementia,  Alzheimer' s
disease,  or related  disorders;
- review  of the  facility's  policies  and  procedures
relating  to the  provision  of assisted  living services
and  how to implement  those  policies  and
procedures;  and
- the  principles  of person- centered  planning  and
service  delivery  and  how they  apply  to direct
support  services  provided  by the  staff  person.

01500

On  December  3,  2025,  at  2:15  p.m. , executive
director  (ED)-B stated  she  oversaw  assigning
trainings  for all employees  and  did not
understand  the  above  listed  topics  were  to be
assigned  on  an  annual  basis.

The  licensee' s  Annual  Required  Staff  Training
policy dated  December  4,  2023,  indicated  the
following training  elements  MUST be  included
every  12  months  to all staff  who performs  direct
care  services:
1.  Training  on  reporting  of maltreatment  of
vulnerable  adults  under  section  626. 557
2.  Review  of the  assisted  living bill of rights  and
staff  responsibilities  related  to ensuring  the
exercise  and  protection  of those  rights
3.  Review  of infection  control  techniques  used  in
the  home  and  implementation  of infection  control
standards  including  a  review  of hand  washing
techniques;  the  need  for and  use  of protective
gloves,  gowns,  and  masks;  appropriate  disposal
of contaminated  materials  and  equipment,  such
as  dressings,  needles,  syringes,  and  razor
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blades;  disinfecting  reusable  equipment;
disinfecting  environmental  surfaces;  and
reporting  communicable  diseases
4.  Effective  approaches  to use  to problem  solve
when  working  with a  resident' s  challenging
behaviors,  and  how to communicate  with
residents  who have  dementia,  Alzheimer' s
disease,  or related  disorders
5.  Review  of the  facility's  policies  and
procedures  relating  to the  provision  of assisted
living services  and  how to implement  those
policies  and  procedures
6.  Principles  of person- centered  planning  and
service  delivery  and  how they  apply  to direct
support  services  provided  by the  staff  person.

01500

No further  information  was  provided.

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

01620  144G. 70  Subd.  2 (c-e)  Initial reviews,
SS= F assessments,  and  monitoring

01620

(a)  Residents  who are  not  receiving  any  assisted
living services  shall  not  be  required  to undergo  an
initial nursing  assessment.
(b) An assisted  living facility shall  conduct  a
nursing  assessment  by a  registered  nurse  of the
physical  and  cognitive  needs  of the  prospective
resident  and  propose  a  temporary  service  plan
prior to the  date  on  which  a  prospective  resident
executes  a  contract  with a  facility or the  date  on
which  a  prospective  resident  moves  in, whichever
is earlier.  If necessitated  by either  the  geographic
distance  between  the  prospective  resident  and
the  facility, or urgent  or unexpected
circumstances,  the  assessment  may  be
conducted  using  telecommunication  methods
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based  on  practice  standards  that  meet  the
resident' s  needs  and  reflect  person- centered
planning  and  care  delivery.
(c) Resident  reassessment  and  monitoring  must
be  conducted  by a  registered  nurse:
(1) no  more  than  14  calendar  days  after  initiation
of services;
(2) as  needed  based  on  changes  in the  resident' s
needs;  and
(3) at  least  every  90  calendar  days.
(d) Sections  of the  reassessment  and  monitoring
in paragraph  (c) may  be  completed  by a  licensed
practical  nurse  as  allowed  under  the  Nurse
Practice  Act in sections  148. 171  to 148. 285.  A
registered  nurse  must  review  the  findings  as  part
of the  resident' s  reassessment.
(e)  For  residents  only receiving  assisted  living
services  specified  in section  144G. 08,  subdivision
9,  clauses  (1) to (5), the  facility shall  complete  an
individualized  initial review  of the  resident' s  needs
and  preferences.  The  initial review  must  be
completed  within 30  calendar  days  of the  start  of
services.  Resident  monitoring  and  review  must
be  conducted  as  needed  based  on  changes  in
the  needs  of the  resident  and  cannot  exceed  90
calendar  days  from the  date  of the  last  review.
(f) A facility must  inform the  prospective  resident
of the  availability of and  contact  information  for
long- term  care  consultation  services  under
section  256B. 0911,  prior to the  date  on  which  a
prospective  resident  executes  a  contract  with a
facility or the  date  on  which  a  prospective
resident  moves  in, whichever  is earlier.

01620

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  interview  and  record  review,  the
licensee  failed  to ensure  the  registered  nurse
(RN) failed  to complete  proper  falls
assessments/ follow up,  failed  to conduct  ongoing
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resident  monitoring  and  reassessment,  not  to
exceed  90  calendar  days  from the  last  date  of the
assessment  and  failed  to complete  a
comprehensive  assessment  for a  change  in
condition  for one  of four residents  (R9).

01620

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:

R9 was  admitted  August  12,  2025,  with
diagnoses  including  unspecified  dementia,
depression,  anxiety  and  anemia.

R9's  Service  Plan  dated  August  12,  2025,
included  the  services  of assistance  with bathing,
medications,  assistance  with toileting,  and  stand
by assistance  with dressing  and  oral  care.

On  December  2,  2025,  at  7:35  a. m. , the  surveyor
observed  unlicensed  personnel  (ULP)-G
administer  R9' s  morning  medications.

FALLS ASSESSMENTS
On  December  2,  2025,  at  12:00  p.m. , the
surveyor  requested  the  licensee' s  fall report
roster  from the  previous  six months.  The  surveyor
noted  several  incidents
(falls/behaviors/ elopements)  regarding  multiple
residents  across  the  agency  with falls in a  "draft"
status.
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On  December  2,  2025,  at  1:30  p.m. , the  surveyor
requested  R9' s  fall reports  since  admission  on
August  12,  2025.

01620

On  December  3,  2025,  at  9:30  a. m. , the  surveyor
received  the  following Fall reports  for R9:
November  8,  2025,  at  1:14  p.m.- Unwitnessed  fall
in dining room.  ULP entered  description-  She  [R9]
was  walking  without  her  walker,  staffing  asked
her  where  was  her  walker  [sic] and  she  kept
walking  and  she  fell. Additional  notes  indicated
R9 had  pain  in her  right arm  and  right hip.  R9  had
a  hard  time  lifting her  arm  and  had  a  hard  time
bending  her  knee.  Nurse  notifications  made.
November  9,  2025,  at  3:34  p.m.  entry  by
ULP-unwitnessed  fall in resident  room.
Description  indicated-  I walked  in to see  her,  and
she  was  on  the  floor on  her  back  groaning  in
pain.  Notifications  made  to supervisor,  family and
Triage  nurse.

R9's  record  included  an  After Visit Summary
(AVS) dated  November  13,  2025,  which  indicated
she  was  seen  in the  emergency  room  (ER)
following a  fall which  resulted  in a  closed  fracture
of one  rib of the  right side.  The  AVS indicated  a
new  topical  medication  for pain,  and  change  in
R9's  Seroquel  (medication  for agitation)
dosing/ frequency.

R9's  Observations  for [R9] (used  as  Progress
Notes)  included:
-November  9,  2025,  at  12:45  p.m.-entry  by
ULP-as  she  was  walking  to breakfast,  she  was
complaining  that  her  right side  and  ribs  hurt.  I
looked  at  her  side  and  she  has  a  bruise  there.
When  she  fell yesterday  that  was  the  side,  she
fell on  was  her  right side.
-November  9,  2025,  at  2:30  p.m.-entry  by ULP-
called  triage  last  night  Saturday  the  8th  at  12:33
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p.m.  for her  fall I left a  message  to call me  back
at  my phone  number.  We  ended  up  calling  the
RN to get  help.  Triage  never  got  back  to me  as  of
today.
-November  9,  2025,  at  3:30  p.m.  -entry  by Triage
RN- Fall: RA [resident  assistant- also  known  as
ULP] called  triage  nurse  to report  a  fall. RA went
to resident' s  apartment  to perform  a  safety  check,
and  she  found  on  her  side  with her  rocking  chair
tipped  over,  no  bleeding  noted,  resident  not  sure
if she  hit her  head.  Resident  Assistant  noted  a
bruise  on  her  right side  which  resident  states
hurts,  painful  to touch.  Vital signs- Blood
pressure- 144/ 123,  pulse- 81,  Temperature  97. 3
degrees  Fahrenheit  (F). Resident' s  walker  was  by
her  bed,  not  close  to her.  Resident  was  wearing
one  shoe  only and  non- gripper  socks.  Triage
nurse  gave  the  okay  to get  the  resident  off the
floor following the  facility's  fall policy. RA reports
resident  had  a  fall yesterday.  RA called  daughter
in law who is coming  to the  facility and  taking  her
to the  emergency  room  (ER).
-November  10,  2025,  at  6:15  a. m.  late  entry  by
Triage  RN-on November  9,  2025,  at  5:00  p.m.  RA
called  triage  to report  family requested  911  be
called  to take  resident  to the  hospital  due  to
inability to walk post  fall earlier  today  and
yesterday.
-November  10,  2025,  at  12:45  p.m.  entered  by
licensed  practical  nurse  (LPN)-D-Resident
returned  from ER after  fall. Fractured  of right
tenth  rib, contusion  of right hip.  I spoke  with
resident  this  morning,  still having  pain  with
movement  (taking  Tylenol 3 times  a  day) ,
inspected  her  bruising  on  left side.
-November  15,  2025,  at  9:15  a. m.  entered  by
LPN-D-Nurse  reassessed  bruising  on  residents'
side,  bruising  has  darkened  and  is very  sore  to
touch.  Resident  has  been  using  diclofenac  gel
[topical  pain  medication]  on  bruising  areas,

Minnesota  Department  of Health
STATE FORM 6899 EZH711 If continuation  sheet  19  of 31



Minnesota  Department  of Health
STATEMENT OF  DEFICIENCIES
AND PLAN OF  CORRECTION

(X1) PROVIDER/ SUPPLIER/ CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

A. BUILDING: ______________________

PRINTED:  12/30/ 2025
FORM  APPROVED

(X3) DATE SURVEY
COMPLETED

39776 B. WING _____________________________ 12/03/2025

NAME OF  PROVIDER  OR  SUPPLIER

ST CHARLES  RETIREMENT  COMMUNITY

STREET  ADDRESS,  CITY, STATE, ZIP CODE

402  WEST  4TH STREET
SAINT CHARLES,  MN 55972

(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

01620  Continued  From  page  19

resident  states  it still hurts  but  gel  is helping  a
little. Resident  is walking  with walker  and  is able
to get  around.

01620

No further  follow up  was  noted  with the  above
listed  falls from the  licensee' s  registered  nurse
(RN)

The  licensee' s  RN failed  to assess  R9  following
her  falls and  failed  to review  causes  of falls and
implement  interventions  to prevent/ minimize
future  fall events.

On  December  3,  2025,  at  9:20  a. m. , clinical nurse
supervisor  (CNS) -C stated  after  the  surveyor
requested  R9's  fall reports,  she  discovered  the
fall incident  reports  were  still in a  "draft"  form and
were  not  submitted  through  the  electronic  medical
record  system  (EMR). When  submitted  properly,
the  fall incidents  are  routed  to the  RN to follow
up.  She  stated  she  was  not  aware  of the  falls;
however,  the  licensee' s  LPN had  followed  up  with
the  situation.  CNS- C stated  she  understood  only
an  RN could  properly  assess  a  resident  and  the
licensee' s  LPN was  not  able  to assess  a  resident.
Since  the  fall incident  forms  were  not  properly
routed  no  RN follow up  was  completed  to review
causes  of the  falls and  implement  interventions  to
prevent  future  falls.
CNS- C also  stated  the  facility incidents  report
provided  to the  surveyor  was  reviewed  and  she
noted  several  residents'  falls remained  in "draft"
status,  meaning  the  incident  forms  had  not  been
properly  routed  and  therefore,  not  followed  up  by
her  as  the  RN. CNS- C stated  the  licensee' s  EMR
was  relatively  new,  and  all staff  were  still learning
the  processes.  She  stated  she  would  need  to
educate  the  ULP to ensure  any  incident  created
was  routed  properly  and  not  left in "draft"  status.
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ASSESSMENTS
R9's  record  included  the  following RN
comprehensive  Assessments:
-August  12,  2025,  as  an  admission  assessment
-August  22,  2025,  as  a  14-day  assessment
No further  assessments  were  provided.

01620

The  licensee  failed  to complete  an  ongoing
90-day  assessment  (due  November  20,  2025)  as
required.

The  licensee  failed  to complete  a  change  in
condition  assessment  following R9' s  falls
(November  8,  2025,  November  9, 2025)  resulting
in an  ER  visit (November  13,  2025)  with revealed
rib fractures.

On  December  3,  2025,  at  12:30  p.m. , corporate
clinical director  (CCD) -E stated  a  90-day
assessment  was  not  completed  and  should  have
been.  She  further  stated  the  licensee' s  RN should
have  completed  an  RN comprehensive
assessment  following R9' s  falls and  ER  visit in
November  with known  rib fracture.

The  licensee' s  Resident  Fall policy/procedure
dated  July  30,  2022,  indicated  Post  Fall
Assessments  will be  completed  by an  RN after  a
fall if they  remain  at  facility. RN to complete
incident  report  timely and  update  care  plan  with
intervention  for fall prevention.

The  licensee' s  Assessments,  Reviews  and
Monitoring  dated  December  28,  2023,  indicated
resident  monitoring  and  review  must  be
conducted  as  needed  based  on  changes  in the
needs  of the  resident  and  cannot  exceed  90
calendar  days  from the  date  of the  last  review.

No further  information  was  provided.
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TIME PERIOD  FOR  CORRECTION:  Twenty-one
(21)  days

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

01640

(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  signature  or other  authentication  by the
facility and  by the  resident  documenting
agreement  on  the  services  to be  provided.  The
service  plan  must  be  revised,  if 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  Disabilities.
(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  service
plan  included  a  signature  or other  authentication
by the  resident  and  the  facility to document
agreement  on  the  services  provided  for one  of
four residents  (R9) .
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This  practice  resulted  in a  level  two violation  (a
violation that  did not  harm  a  resident' s  health  or
safety  but  had  the  potential  to have  harmed  a
resident' s  health  or safety,  but  was  not  likely to
cause  serious  injury, impairment,  or death) , and
was  issued  at  an  isolated  scope  (when  one  or a
limited number  of residents  are  affected  or one  or
a  limited number  of staff  are  involved  or the
situation  has  occurred  only occasionally) .

01640

The  findings  include:

R9 began  receiving  services  under  the  licensee' s
assisted  living with dementia  care  license  on
August  12,  2025.

On  December  2,  2025,  at  7:35  a. m. , the  surveyor
observed  unlicensed  personnel  (ULP)-G set  up
and  administer  R9's  morning  medications.

R9's  Service  Plan  dated  August  12,  2025,
included  the  services  of medication
administration,  assistance  with dressing,  bathing,
grooming,  toileting,  and  meal  set  up.

R9's  Service  Plan  was  signed  by the
resident/ resident  representative  on  August  12,
2025;  however,  the  facility representative  failed  to
sign  the  Service  Plan.

On  December  3,  2025,  at  11:50  a. m. , corporate
clinical director  (CCD) -E provided  the  surveyor
with R9' s  Service  Plan  and  stated  the  Service
Plan  had  not  been  signed  by a  facility
representative  when  completed  with R9/ R9's
representative;  but  should  have  been  signed.

The  licensee' s  Service  Plan  policy dated
December  28,  2023,  indicated:
1.  Within 14  days  after  the  date  that  services  are
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first provided  to a  resident,  [licensee' s  name]  will
finalize  a  written  service  plan.
2.  The  service  plan  and  any  revisions  shall

include  a  signature  or other  authentication  by
[licensee' s  name]  and  by the  resident,  or
resident' s  representative,  documenting
agreement  on  the  services  to be  provided.

01640

No further  information  was  provided.

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

01650  144G. 70  Subd.  4 (f) Service  plan,  implementation  01650
SS= F and  revisions  to

(f) The  service  plan  must  include:
(1) a  description  of the  services  to be  provided,
the  fees  for services,  and  the  frequency  of each
service,  according  to the  resident' s  current
assessment  and  resident  preferences;
(2) the  identification  of staff  or categories  of staff
who will provide  the  services;
(3) the  schedule  and  methods  of monitoring
assessments  of the  resident;
(4) the  schedule  and  methods  of monitoring  staff
providing  services;  and
(5) a  contingency  plan  that  includes:
(i) the  action  to be  taken  if the  scheduled  service
cannot  be  provided;
(ii) information  and  a  method  to contact  the
facility;
(iii) the  names  and  contact  information  of persons
the  resident  wishes  to have  notified  in an
emergency  or if there  is a  significant  adverse
change  in the  resident' s  condition,  including
identification  of and  information  as  to who has
authority  to sign  for the  resident  in an  emergency;
and
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(iv) the  circumstances  in which  emergency
medical  services  are  not  to be  summoned
consistent  with chapters  145B  and  145C,  and
declarations  made  by the  resident  under  those
chapters.

01650

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to ensure  the  service
plan  included  all required  content  for one  of one
resident  (R9).

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

The  findings  include:

R9
R9 began  receiving  services  under  the  licensee' s
assisted  living with dementia  care  license  on
August  12,  2025,  and  had  diagnoses  including
unspecified  dementia,  anxiety,  depression,  and
mood  disturbance.

On  December  2,  2025,  at  7:35  a. m. , the  surveyor
observed  unlicensed  personnel  (ULP)-G set  up
and  administer  R9's  morning  medications.

R9's  Service  Plan  dated  August  12,  2025,
included  the  services  of medication
administration,  assistance  with dressing,  bathing,
grooming,  toileting,  and  meal  set  up.
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R9's  Service  Plan  lacked  the  following:
- the  schedule  and  methods  of monitoring  staff
providing  services;
- information  and  a  method  to contact  the  facility;
- the  names  and  contact  information  of persons
the  resident  wishes  to have  notified  in an
emergency  or if there  is a  significant  adverse
change  in the  resident' s  condition,  including
identification  of and  information  as  to who has
authority  to sign  for the  resident  in an  emergency;
and
- the  circumstances  in which  emergency  medical
services  are  not  to be  summoned  consistent  with
chapters  145B  and  145C,  and  declarations  made
by the  resident  under  those  chapters.

01650

On  December  3,  2025,  at  2:10  p.m. , corporate
clinical director  (CCD) -E stated  the  licensee
transitioned  to a  new  electronic  medical  record
(EMR) earlier  this  year  and  the  service  plans  in
the  new  EMR were  lacking  all required  content;
however,  she  was  working  to make  changes  at
the  corporate  level  to correct  this.  CCD-E further
stated  any  resident  admitted  after  the  new  EMR
started  would  have  Service  Plans  missing  the
above  indicated  required  content.

The  licensee' s  Service  Plan  policy dated
December  28,  2023,  indicated  the  service  plan
would  include:
- a  schedule  and  method  for the  next  planned
monitoring  of staff  providing  services;
- information  regarding  how the  resident  can
contact  [licensee  name] ;
- the  names  and  contact  information  the  resident
wishes,  if any,  to have  notified  in an  emergency
or if there  is a  significant  adverse  change  in the
resident' s  condition;
- identification  and  contact  information  of who the
resident  has  authorized,  if any,  to sign  for the
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resident  in an  emergency;  and
- how the  facility will support  documented  resident
health  care  directive  decisions,  if any  - including
circumstances  when  emergency  medical  services
are  not  to be  summoned

01650

No further  information  was  provided.

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

01770  144G. 71  Subd.  9 Documentation  of medication
SS= F setup

01770

Documentation  of dates  of medication  setup,
name  of medication,  quantity  of dose,  times  to be
administered,  route  of administration,  and  name
of person  completing  medication  setup  must  be
done  at  the  time  of setup.

This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to ensure
documentation  of medication  setup  included  the
required  content  for one  of one  resident  (R8) .

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

The  findings  include:
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During  the  entrance  conference  on  December  1,
2025,  at  11:00  a. m., corporate  clinical director
(CCD)-E stated  the  licensee  provided  medication
management  services  to their  residents,  including
medication  setup.  Clinical nurse  supervisor
(CNS) -C stated  the  licensee  currently  set  up
medications  for one  resident  and  stated  she  was
not  aware  of the  requirement  to document
medication  set  up.  CCD-E stated  the  practice
should  be  that  the  facility nurse  creates  a
medication  administration  record  (MAR) and  the
medication  set  up  would  be  documented  there  to
include  the  required  information.

01770

R8's  Service  Plan  dated  February  12,  2025,
indicated  he  received  the  service  of weekly
medication  set  up.

R8's  signed  prescriber' s  orders  dated  March  11,
2025,  indicated  the  nurse  sets  up  medications  in
medication  box  and  resident  takes  his  own
medications;  these  medications  included:
- glipizide 10  milligrams  (mg) , one  tablet  by mouth
twice  daily for diabetes;
- Jardiance  25  mg,  one  tablet  by mouth  daily for
diabetes;
- lamotrigine  150  mg,  one  tablet  by mouth  twice
daily for seizure  control;
- levetiracetam  500  mg,  two tablets  by mouth
twice  daily for seizure  control;
- metformin  500  mg,  two tablets  by mouth  twice
daily before  meals  for diabetes;
- pravastatin  10  mg,  one  tablet  daily for
cholesterol;  and
- Xarelto  20  mg,  one  tablet  by mouth  daily

R8's  Progress  Notes  lacked  documentation  of
R8's  medication  set  up  as  completed  by the
facility nurse.
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On  December  2,  2025,  at  11:50  a. m. , CNS- C
stated  she  had  R8' s  empty  medication  box  and
was  planning  to set  up  R8' s  medications  for the
first time  (was  the  new  CNS)  and  was  not  aware
of the  need  to document  the  medication  set  up
completed  by nursing.  She  further  stated  she  was
not  able  to find any  documentation  of R8's
medication  set  up  as  completed  by any  of the
facility's  previous  nurses.

01770

The  licensee  failed  to document  medication  set
up  to include  documentation  of dates  of
medication  setup,  name  of medication,  quantity  of
dose,  times  to be  administered,  route  of
administration,  and  name  of person  completing
medication  setup  at  the  time  of setup.

The  licensee' s  Medication
Management- Administration  and  Set  up  policy
dated  August  2024,  indicated  a  licensed  nurse  will
correctly  and  accurately  document  any
medication  setup  provided.  When  the  licensed
nurse  has  completed  setting  up  the  medications
into the  dosage  box,  the  set- up  is documented  on
the  medication  administration  record  (MAR).

No further  information  was  provided.

TIME PERIOD  TO CORRECT:  Seven  (7) Days

01890  144G. 71  Subd.  20  Prescription  drugs
SS= F

A prescription  drug,  prior to being  set  up  for
immediate  or later  administration,  must  be  kept  in
the  original  container  in which  it was  dispensed
by the  pharmacy  bearing  the  original  prescription
label  with legible  information  including  the
expiration  or beyond- use  date  of a  time-dated
drug.

01890
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This  MN Requirement  is not  met  as  evidenced
by:
Based  on  observation,  interview,  and  record
review,  the  licensee  failed  to ensure  medications
contained  a  proper  label  to include  an  expiration
date  for four of 20  residents  (R1,  R5,  R6,  R7)
who received  medication  administration.

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:

On  December  2,  2025,  at  8:25  a. m. , the  surveyor
and  unlicensed  personnel  (ULP)-F reviewed  the
contents  of the  medication  cart  in the  assisted
living area  of the  facility. Medication  bubble  packs
for multiple  residents  were  noted  to contain
handwritten  labels  by the  facility nurse  for as
needed  (PRN)  medications;  the  package/ labels
lacked  an  expiration  date.
The  review  included  the  following residents'
bubble  packs  lacking  an  expiration  date:
-R1-olanzapine  5 milligrams  (mg) , give  one  tablet
at  bedtime  as  needed  for agitation;
-R5-acetaminophen  500  mg,  give  two tablets
every  six hours  as  needed  for pain.  16  tablets
remained  in the  bubble  pack;
-R6  Senna  docusate  8.6/50  mg,  give  one  tablet
twice  daily as  needed  for constipation.  Two
bubble  packs  with a  total  of 51  tablets;  and
-R7 Sucralfate  one  gram  (gm) , give  one  tablet
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daily as  needed  for ulcer  treatment.  31  tablets
remain.

01890

On  December  2,  2025,  at  8:35  a. m. , licensed
practical  nurse  (LPN)-D stated,  "I didn' t even
consider  writing the  expiration  date  on  the
medications  we  put  in bubble  packs,  as  this  is a
different  practice  than  I've  experienced  in other
facilities.  I can  see  that  staff  wouldn' t know  when
the  medication  was  expired,  and  with PRN
medications,  they  can  sit in a  medication  cart  for
quite  some  time. "

The  licensee' s  Medications- Prescription  Drugs
and  Prohibition  policy dated  August  2024,
indicated  When  [licensee  name]  receives  a
prescription  drug,  prior to being  set  up  for
immediate  or later  administration,  the  prescription
drug  must  be  kept  in the  original  container  in
which  it was  dispensed  by the  pharmacy  bearing
the  original  prescription  label  with legible
information  including  the  expiration  or
beyond- use  date  of a  time- dated  drug.

No further  information  was  provided.

TIME PERIOD  FOR  CORRECTION:  Seven  (7)
days
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Rochester  District Office
Minnesota  Department  of Health
3425  40th  Avenue  NW, Suite  115
Rochester,  MN 55901
Phone:  651- 201- 4500

Food  & Beverage  Inspection  Report Page:  1

Establishment  Info
St.  Charles  Retirement  Community
402  West  4th  Street
St.  Charles,  MN 55972
Winona  County
Parcel:

Phone:  507- 251- 9876
directorstcharles@ cornerstonemgmt. com

License  Info
License:  HFID 39776
Tracie  Schaber
Risk:
License:
Expires  on:
CFPM:
CFPM  #: ; Exp:

Inspection  Info
Report  Number:  F1045251117
Inspection  Type:  Full - Single
Date:  12/1/2025  Time:  12:45:24  PM
Duration:  minutes
Announced  Inspection:  No
Total  Priority 1 Orders:  0
Total  Priority 2 Orders:  1
Total  Priority 3 Orders:  1
Delivery:  Emailed

New  Order:  3-500A  Microbial  Control:  cooling
3-501. 15A Priority Level:  Priority 2 CFP# : 33
MN Rule  4626. 0390A  Cool  food  by: 1) placing  the  food  in shallow  pans;  2) separating  the  food  into smaller  portions  3) using
rapid  cooling  equipment;  4) stirring  the  food  in a  container  placed  in an  ice  water  bath;  5) using  containers  that  facilitate  heat
transfer;  6) adding  ice  as  an  ingredient;  or other  effective  methods.
COMMENT:
Observed  foods  in the  process  of cooling  stored  in covered  containers.  Discussed  better  practices  along  with using
thermometer  to ensure  adequate  cooling  (serving  kitchen) . Removed  lids during  inspection
Comply  By: Complied  On  Site  Originally Issued  On:  12/1/2025

New  Order:  4-900  Protecting  Clean  Items
4-903. 11B Priority Level:  Priority 3 CFP# : 44
MN Rule  4626. 0955B  Store  all clean  equipment  and  utensils  in a  self- draining  position  that  permits  air drying  and  covered
and  inverted.
COMMENT:
Observed  various  clean  bowls/ pans/ pots  stored  upright  in storage  area.  Invert  during  storage
Comply  By: 12/1/2025  Originally Issued  On:  12/1/2025

Food  & Beverage  General  Comment

Assisted  Living food  inspection.  Reviewed  main  prep  kitchen  and  serving  kitchen

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  Rochester  District  Office inspection  report  number  F1045251117 from  12/1/2025

Tracie  Schaber
Director

Nicole  Hunger,
Public  Health  Sanitarian  3
507- 206- 2741
nicole. hunger@ state. mn. us



Physical Environment Inspection Report
ASSISTED LIVING | ASSISTED LIVING WITH DEMENTIA CARE

Project No: SL39776016

Facility Name: St. Charles Retirement Community

Facility Address: 402 W. 4th Street St. Charles, MN 55972

Date: 12/3/2025

�  TAG IDENTIFICATION: 0775

SCOPE/ SEVERITY: Level 2; Widespread TIME PERIOD OF CORRECTION: Seven (7) days

1. Each assisted living facility must comply with the provisions of the Minnesota State Fire Code (MSFC) in
Minnesota Rules chapter 7511. [Minn. Stat. 144G.45 subd. 2]

2. Fire doors shall be maintained to be self-closing and latch as designed. Fire doors shall not be blocked,
obstructed, or otherwise made inoperable. [Minn. Stat. 144G.45 subd. 2; MSFC 705]

Comments: Several doors throughout the facility had their doors propped open. (Laundry room door east
side, resident rooms 104, 109, several offices) and a few doors did not close and latch under their own
power. (laundry room and kitchen doors as well as the west cross corridor fire door) The cross-corridor fire
door was missing a door handle as well.

3. Medical gases stored and transferred in health-care-related facilities shall be in accordance with Chapter
53 and NFPA 99.

Comments: Oxygen tank was not secured in resident room #118.

4. Water-based automatic sprinkler systems shall be inspected and tested annually. [Minn. Stat. 144G.45
subd. 2; MSFC 901.6.1]

Comments: The annual fire sprinkler system(s) report listed deficiencies with the systems. Also, there were
fire sprinkler heads blocked in a couple of storage rooms.

Project Number: SL39776016
Facility Name: St. Charles Retirement Community Date: 12-3-25

Page | 1



5. Automatic fire extinguishing systems for commercial cooking shall be serviced at least once every six
months. [Minn. Stat. 144G.45 subd. 2; MSFC 904.12.5.2]

Comments: The semi-annual kitchen hood protection system report listed deficiencies with the system.

�  TAG IDENTIFICATION: 0790

SCOPE/ SEVERITY: Level 2; Widespread TIME PERIOD OF CORRECTION: Seven (7) days

1. Portable fire extinguishers installed and maintained to MN State Fire Code. [Minn. Stat. 144G.45 subd.2]

Comments: The fire extinguishers in the building last had an annual inspection in December 2023.

�  TAG IDENTIFICATION: 0810

SCOPE/ SEVERITY: Level 3; Widespread TIME PERIOD OF CORRECTION: Twenty One (21) days

1. Each assisted living facility shall develop and maintain fire safety and evacuation plans that are readily
available at all times within the facility. [Minn. Stat. 144G.45 subd.2]

Comments: There was not a fire safety evacuation plan onsite. This was tagged at the last survey.

2. Each assisted living facility shall develop and maintain fire safety and evacuation plans that include
employee actions to be taken in the event of a fire or similar emergency. [Minn. Stat. 144G.45 subd.2]

Comments: There was not a fire safety evacuation plan onsite. The information that was present did not
specify what actions to be taken by staff. There is a green button (we think it releases all doors on the
dementia care side) shall be tested to make sure it does release all doors and the staff shall be trained on
its use and the procedures for this button shall be placed in the fire safety and evacuation plan. This was
tagged at the last survey.

3. Each assisted living facility shall develop and maintain fire safety and evacuation plans that include fire
protection procedures necessary for residents. [Minn. Stat. 144G.45 subd.2]

Comments: There was not a fire safety evacuation plan onsite. The information that was present did not
specify what fire protection procedures were necessary for residents. This was tagged at the last survey.
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4. Each assisted living facility shall develop and maintain fire safety and evacuation plans that include
procedures for resident movement, evacuation, or relocation during a fire or similar emergency including
the identification of unique or unusual resident needs for movement or evacuation. [Minn. Stat. 144G.45
subd.2]

Comments: There was not a fire safety evacuation plan onsite. The information that was reviewed did not
include procedures for resident movement, evacuation, or relocation during a fire or similar emergency
including the identification of unique or unusual resident needs for movement or evacuation. This was
tagged at the last survey.

5. Employees of assisted living facilities shall receive training on the fire safety and evacuation plans upon
hiring and at least twice per year thereafter. [Minn. Stat. 144G.45 subd.2]

Comments: Documentation of training was provided at new hire. The RCC-I stated training has not been
completed since. This was tagged at the last survey.

6. Residents who are capable of assisting in their own evacuation shall be trained on the proper actions to
take in the event of a fire to include movement, evacuation, or relocation. The training shall be made
available to residents at least once per year. [Minn. Stat. 144G.45 subd.2]

Comments: No documentation was provided showing that the residents were offered training on the fire
safety and evacuation plan. This was tagged at the last survey.

7. Evacuation drills are required for employees twice per year per shift with at least one evacuation drill
every other month. Evacuation of the residents is not required. Fire alarm system activation is not required
to initiate the evacuation drill. [Minn. Stat. 144G.45 subd.2]

Comments: Documentation showed that fire drills were not completed on the 3rd shift alone. This was
tagged at the last survey.
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